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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


i 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


K 

and  a  few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
iazepam)  part  of  your  treatment 
an,  check  on  whether  or  not  the 
itient  is  presently  taking  drugs 
I  id,  if  so,  what  his  response  has 
|  sen.  Along  with  the  medical  and 
>cial  history,  this  information  can 
sip  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
le  ultimate  prospects  of  success 
r  failure. 

While  Valium  can  be  a  most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
» excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
II /hen  you  decide  it  has  accom- 
*l  lished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
re  followed,  Valium  is  well 
olerated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
)e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
:omplete  mental  alertness,  such 
is  driving  or  operating  machinery. 


ROCHE 


Roche  Laboratories 

Division  of  Hoflmann-La  Roche  Inc. 

Nutley.  N  J  07110 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
ot  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6  months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  swin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2  to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5  mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2  to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2  to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2  to  2  V2  mg,  1  or  2  times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1  to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6  months). 

Supplied:  Valium*  (diazepam)  Tablets,  2  mg,  5  mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Valium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


A  little  reading  is 
good  for  your  health. 


When  we  say,  "We  believe 
there's  more  to  good  health  than 
just  paying  bills,"  we  mean  it.  So,  in 
the  interest  of  your  good  health, 
we've  been  recommending  reading 
Not  a  whole  lot  of  reading.  Just  a 
little,  for  your  own  health's  sake. 

We've  been  sending  you 
health  education  booklets  on  suchl 
subjects  as  Drugs,  Alcoholism,  Fira 
Aid,  Middle  Age,  Adolescence, 
Prenatal  Care,  and  many  more ...  I 
over  100,000  booklets  last  year 
alone.  We've  been  trying  to  help 
you  recognize  serious  diseases,  so  I 
you  can  get  help  early.  We've  beer! 
talking  about  illness  and  the  things 
you  can  do  to  prevent  it,  before  it  I 
begins.  We've  been  trying  to  help  I 
you  safeguard  your  health. 

This  year  we'll  be  stepping  up 
our  health  education  program. 
Because  it's  been  estimated  that  if 
we  all  took  a  little  more  care  —  if  we 
all  knew  more  about  our  own  healtl 
—  we  could  eliminate  up  to  one  half 
of  all  hospital  stays.  And,  as  we  say, 
"We  believe  there's  more  to  good 
health  than  just  paying  bills." 

So  we'll  continue  to  publish 
those  important  little  health  books. 
We'll  keep  on  urging  you  to  take 
better  care  of  your  health.  Because 
it's  our  business  to  be  concerned 
about  your  health.  That's  what 
we're  here  for. 

(If  you  haven't  been  getting 
our  health  booklets  but  would  like 
to,  write  to  our  Public  Relations 
office,  P.  O.  Box  2291,  Durham, 
27702.  Single  copies  are  free.) 

Serving  you  is  our 
only  business. 


NORTH  CAROLINA  BLUE  CROSS  AND  SLUE  SHIELD,  INC. 


This  advertisement  appeared  in  North  Carolina  newspapers. 
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IN  ASTHMA 

IN  EMPHYSEMA 


optional 
therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3  or  4  times  a  day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3  or  4  times  a  day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3  or  4  times  a  day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4  rag.  ephe- 
drine HC1.  Dosage:  Children,  1  cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a  50  lb.  child.  Dose  may 
be  repeated  3  or  4  times  a  day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  '  ■_>  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 


MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A  counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


ant  Note  This  drug  is  not  a  simple  analgesic  Do 
■ninister  casually  Carefully  evaluate  patients  be- 
srting  treatment  and  keep  them  under  close  su- 
pn.  Obtain  a  detailed  history,  and  complete 
al  and  laboratory  examination  (complete  hemo- 
ijnnalysis.  etc  )  before  prescribing  and  at  fre- 
ntervals  thereafter  Carefully  select  patients. 
ig  those  responsive  to  routine  measures,  contra- 
3d  patients  or  those  who  cannot  be  observed  fre- 

Warn  patients  not  to  exceed  recommended 
I   Short-term  relief  of  severe  symptoms  with  the 
;t  possible  dosage  is  the  goal  of  therapy  Dosage 
be  taken  with  meals  or  a  full  glass  of  milk  Sub- 
alka  capsules  for  tablets  ii  dyspeptic  symptoms 
Patients  should  discontinue  the  drug  and  report 
iately  any  sign  of  fever,  sore  throat,  oral  lesions 
:oms  of  blood  dyscrasia),  dyspepsia,  epigastric 
ymptoms  of  anemia,  black  or  tarry  stools  or  other 
ce  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
o,  significant  weight  gain  or  edema.  A  one-week 
riod  is  adequate  Discontinue  in  the  absence  of  a 
ble  response  Restrict  treatment  periods  to  one 
in  patients  over  sixty 

''tons   Acute  gouty  arthritis,  rheumatoid  arthritis, 
atoid  spondylitis 

'indications  Children  14  years  or  less;  senile  pa- 
history  or  symptoms  of  G  I  inflammation  or  ul- 
)n  including  severe,  recurrent  or  persistent  dys- 

history  or  presence  of  drug  allergy,  blood 
Isias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
sion;  thyroid  disease,  systemic  edema; 
itis  and  salivary  gland  enlargement  due  to  the 
(polymyalgia  rheumatica  and  temporal  arteritis; 
*ts  receiving  other  potent  chemotherapeutic 
ft  or  long-term  anticoagulant  therapy 
tgs  Age,  weight,  dosage,  duration  of  therapy,  ex- 
h  of  concomitant  diseases,  and  concurrent  potent 
Aptherapy  affect  incidence  of  toxic  reactions   Care- 
iftstruct  and  observe  the  individual  patient,  espe- 
JB.he  aging  (forty  years  and  over)  who  have 
-r  sed  susceptibility  to  the  toxicity  of  the  drug    Use 
m  effective  dosage  Weigh  initially  unpredictable 
ruts  against  potential  risk  of  severe,  even  fatal,  re- 
als The  disease  condition  itself  is  unaltered  by  the 
uiUse  with  caution  in  first  trimester  of  pregnancy 
a  nursing  mothers   Drug  may  appear  in  cord  blood 
'deast  milk  Serious,  even  fatal,  blood  dyscrasias. 


Butaiolidin  alka  Geigy 

Each  capsule  contains 

100  mg.  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a  week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation   Unexplained  bleeding 
involving  CNS.  adrenals,  and  G.I-  tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)   Blurred  vision  can  be  a  signifi- 
cant toxic  symptom  worthy  of  a  complete  ophthalmo- 
logical  examination   Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug. 
Precautions:  The  following  should  be  accomplished  at 
regular  intervals   Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions,  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies   Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a  car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a  history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia. 

Adverse  Reactions:  This  is  a  potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy   Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.I  bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis.  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G.I  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome. Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension. 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica. optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-146-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings, contra  indicationsandad verse  reactions 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502 
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Because  the  taste  is  good. 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 


The  Scanning  Electron  Microscope  (SEM)  is 
the  only  instrument  which  gives  3-dimensional  views 
on  a  microscopic  level.  This  permits  the  surface 
morphology  of  microorganisms  to  be  observed  in 


detailed  perspective.  Changes  in  surface  morphol- 
ogy of  E.  coli  exposed  to  various  antimicrobial 
agents  are  seen  on  the  following  page.  An  SEM  pho- 
tomicrograph of  normal  control  £.  coli  appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a  series  of  experiments,1"3  strains  of 
E .  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1  MIC  of  the  respective  antibac- 
terial for  a  three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a  drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a  chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell  defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar. ..  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

"At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a  reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a  variety  of  antibacterial  factors."2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos 
sible  to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer.  A.  S.;  Fass,  R.  J .,  and  Perkins.  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer.  A.  S.,  and  Perkins.  R.  L.:  Antimicrob.  Agents  Chemo- 
ther., J:164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc..  Nutley.  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a  summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarilypyelonephritis,  pyelitis andcystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A  beta 
hemolytic  streptococcal  infections  and  will  not  eradicate  or 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  such 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  re- 
ported and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpura 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CBC 
and  urinalysis  with  microscopic  examination  are  recommended 
during  sulfonamide  therapy.  Insufficient  data  on  children  under 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis 
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Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol5' (sulfamethoxazole)      often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other      nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2  to  3  hours  after  the  initial  2-Gm      both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

and  sleeping  hours— especially  important  during 
hours  of  sleep  when  normal  urinary  retention 
tends  to  favor  bacterial  proliferation. 


Subsequent  1-Gm  doses  provide  up  to  12 
hours  of  antibacterial  coverage.  More  severe 
u.t.i.  may  require  a  q.  8  h.  dosage  regimen.  Either 
schedule  provides  coverage  during  the  waking 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a  limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.'s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


IK 


In  nonobstructed  cystitis  fZ  o  t|  f  a  ri  rA 

and  pyelonephritis  due  to  VS11  T  i  x 

susceptible  organisms  (sulfamethoxazole) 

Basic  Therapy 


ilastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
ia,  purpura,  hypoprothrombinemia  and  methemoglobinemia); 
lergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
al  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
srmatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
<al  and  scleral  injection,  photosensitization,  arthralgia  and 
ergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
idominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
amatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
depression,  convulsions,  ataxia,  haliucinations,  tinnitus,  ver- 
>o  and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
xic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
E.  phenomenon).  Due  to  certain  chemical  similarities  with 
>me  goitrogens.  diuretics  (acetazolamide,  thiazides)  and  oral 
/poglycemic  agents,  sulfonamides  have  caused  rare  instances 
goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage;  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2  months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2  Gm  (4  tabs  or  teasp.)  initially,  then 
1  Gm  bJ.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N  J   07110 


North  Carolina  Medical  Society 
Major  Hospital  and  Overhead  Expense  Plans 


$20,000.00  Major  Hosp 

ital  and  Nurses  Expense 

Policy  — 

80 

percent  - 

20  percent  Co-Insurance 

PLAN 

A- 

-$100  DEDUCTIBLE 

1 

Age 

Member 

Member 
and  Spouse 

Member,  Spouse 
and  Children 

Under  40 

$  51.50 

$128.50 

$179.50 

40-49 

78.00 

189.00 

240.50 

50-59 

114.00 

260.50 

312.00 

60  -  64* 

179.00 

400.00 

451.00 

PLAN 

B- 

-$300  DEDUCTIBLE 

■ 

Age 

Member 

Member 
and  Spouse 

Member,  Spouse 
and  Children 

Under  40 

$  31.00 

$  71.00 

$  93.50 

40-49 

47.50 

110.00 

132.50 

50-59 

74.00 

158.50 

181.50 

60  -  64* 

112.50 

251.00 

273.50* 

PLAN 

C- 

-$500  DEDUCTIBLE 

. 

Age 

Member 

Member 
and  Spouse 

Member,  Spouse 
and  Children 

Under  40 

$  19.50 

$  43.00 

$  57.00 

40-49 

32.00 

74.00 

88.00 

50-59 

51.50 

114.00 

127.50 

60  -  64* 

86.50 

192.50 

206.50 

65-69 

36.00 

106.00 

119.50 

*  Renewal  rates  only — When  an  Insured  Member  attai 
Plan  which  is  integrated  with  Medicare. 

is  Age  65  he  may  continue  to  be  insured  under  the  $500  Deductible 

Semi-annual 

premium  rates  are  one-half   the   annual    rate    plus   fifty 

cents. 

Term  Life  Insurance  Pre 

•gram 

Member's 

Spouse's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Age 

$5,000 

Under  30 

$  27 

$  54 

$  81 

$   108 

$  135 

Under  30 

$  11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All 

Children— $12 

annually. 

$2,500  after 

age  6  months 

The  above  plans  qualify  for  use  in 

the  Professional 

Association.  Coverage   reduces   50% 

upon 

attainment 

of  age  65.  Semi- 

annual   premiums   are 

one-half  of 

the  annual  rate 

,  plus  50 

cents. 

For  Full   Information — Write  or  Call 

Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108  E.  Northwood  St.,  Phone:  BRoadway  5-3400,  Box  6395,  Greensboro,  N.  C.  27405 


There  should  be  two 
sides  to  every  tetracycline 


economical  price       Roerig/Pf  izer  quality 


• 


(tetracycline  HC1) 

Capsules,  250  mg 


toA- 


mam 


sap 


has  both 


Also  available:  Tetracyn®   500  Capsules,  500  mg 

ROeRIG<® 

A  division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 
Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 
Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  liv 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A  New 
osage  Form: 

.  hewable 

SDIQ TS  500  mg 
intezol 


HIABENDAZOLE I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
Bgimen  you  prescribe 


ii  lude:  fever,  facial  flush,  chills,  conjunctival  injection, 
a?ioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(iiluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
pplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
iboxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Jspension,  containing  500  mg  thiabendazole  per  5  cc,  in 
Ittles  of  120  cc. 

/  r  more  detailed  information,  consult  your  MSD  representa- 

te  or  see  full  prescribing  information.  Merck  Sharp  & 

I  hme,  Division  of  Merck  &  Co.,  Inc.,  West  Point,  Pa.  19486 


MSD 


INDICATION   DOSAGE  SCHEDULE 


MINTEZOL*  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a  broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 
The  recommended  maximum  daily  dose  of  M INTEZOL  is  3  g 
(6  tablets). 

MINTEZ0L  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient's  weight. 

Weight-dose  chart: 


WEIGHT 
(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

Vi 

50 

0.5 

1 

75 

0.75 

1% 

100 

1.0 

2 

125 

1.25 

2Vt 

150 
&  over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

Two  doses  per  day 

If  this  is  not  practical,  give 

disease 

for  1  day.  Repeat  in 

2  doses  per  day  for  2 

7  days. 

successive  days. 

This  regimen  is 

designed  to  reduce 

the  risk  of  rein- 

fection. 

Threadworm,* 

Two  doses  per  day 

A  single  dose  of  20  mg/lb  or 

large  round- 

for 2  successive 

50  mg/kg  may  be  employed 

worm,* 

days. 

as  an  alternative  schedule, 

hookworm,* 

but  a  higher  incidence  of  side 

and 

effects  should  be  expected. 

whipworm* 

disease 

Creeping 

Two  doses  per  day 

If  active  lesions  are  still 

eruption 

for  2  successive 

present  2  days  after  comple- 

days. 

tion  of  therapy,  a  second 
course  is  recommended. 

Symptoms  of 

Two  doses  per  day 

The  optimal  dosage  for  the 

trichinosis* 

for  2  to  4  successive 

treatment  of  trichinosis  has 

during  the 

days  according  to 

not  been  established. 

invasive  phase 

the  response  of  the 

of  the  disease 

patient. 

'Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


INCOME 

DOLLARS 
FOR  DISABILITY 


& 


$1300.00  Per  Month   ( $300.00/ Week) 
Including  S  133.00/ Month  Supplement 
For  eligible  members 
All  Benefits  are  Tax  Free! 
Professional  Corporations  are  fully  eligible 
for  these  Benefits 
Consult  us  for  details. 


North  Carolina  Medical  Society's  Sponsored  Plan 

Only  approved  and  sponsored  disability  income  plan.  Pays  up  to  S300.00  per  week  for  loss  of  profes- 
sional time  due  to  sickness  or  injury. 

Guaranteed  Renewable 

You  are  guaranteed  the  privilege  of  renewing  this  insurance  to  age  70,  under  terms  of  the  policy.  This 
is  an  exclusive  and  most  important  feature. 

Direct   Personal  Service 

Call  us  collect  for  any  service  you  need.  Claims  paid  directly  from  our  office,  with  no  delay,  by  trained 
staff  with  years  of  experience. 

Choice  of  Two  Plans   Described  Belotv: 


BENEFITS  AND  RATES" 


PLAN  L-7 

(Basic) 

Lifetime  Accident 

Benefits;  Sickness  Benefits, 

Up  to  7  years 

(2  years  65  to  70) 


Weekly 
Income 

$300.00 
250.00 
200.00 


Under  30 

$148.50 
124.50 
100.50 


30-39 

$169.50 
142.00 
114.50 


40-49 

$244.50 
204.50 
164.50 


50-59 

$340.50 
284.50 
228.50 


60-69 

$421.50 
352.00 
282.50 


PLAN  L-65 

(Long  Term) 

Lifetime  Accident 

Benefits;  Sickness  Benefits 

from  inception 

to  Age  65 

(2  years  65  to  70) 


Weekly 
Income 

$300.00 
250.00 
200.00 


Under  30 

$184.50 
154.50 
124.50 


30-39 

$211.50 
177.00 
142.50 


40-49 

$289.50 
242.00 
194.50 


50-59 

$388.50 
324.50 
260.50 


60-69 

$421.50 
352.00 
282.50 


Semi-annual  Rates 


Above  rates  cover  first  day  accident,  eighth  day  illness  (first  day  hospitalized).  Longer  Wait- 
ing periods  available  upon  request. 


J.  L.  &  J.  SLADE  CRUMPTON,  INC. 

North  Carolina  Professional  Group  Administrators  for 
Continental   Insurance  Companies   of  New  York 

0.  Drawer   1767— Durham,   N.   C.   27702,   Telephone:   919   682-5497 

JACK  FEATHERSTON,  Field   Representative 

P.  0.  Box  17824,  Charlotte,  N.  C.  28211,  Telephone:  704  366-9359 
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Box  1465,  New  Bern  28560  (1973) 

Vice-Councilor Emil  Charles  Beyer,  M.D. 
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Radiology Morris  A.  Jones,  M.D. 
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Pathology William  W.  Johnston,  M.D. 

Duke  Medical  Center,  Box  3436,  Durham  27710 

Anesthesiology Merel  H.  Harmel,  M.D. 

Duke  University  Medical  Center,  Box  3094,  Durham  27710 
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6  Medical  Pavilion,  Greenville  27834 
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Student  AM  A  Chapters  (SAM  A) 

15 


touch ...  and  go 
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When  a  Dulcolax  suppository 
puts  its  gentle  touch  on  the 
colon,  normal  peristalsis 
begins  throughout  the  large 
intestine,  with  evacuation 
often  in  as  few  as  15  minutes. 
Dulcolax  lets  you  or  your 
patient  dictate  the  time  and 
the  place.  And  almost  anyone 
can  take  Dulcolax -its  only 
contraindication  is  acute 
surgical  abdomen. 

Dulcolax 

bisacodyl  NF 

Touch . . .  and  go  evacuant 

Suppositories  and  tablets 


/ 


/ 


product  of  original  research 
from 

Boehringer 
Ingelheim 


Research  milestones: 
lobeline,  isoproterenol,  theophylline, 
caffeine,  Dulcolax®  (bisacodyl), 
Preludin®  (phenmetrazine), 
Persantine®  (dipyridamole) 


Boehringer  Ingelheim  Ltd. 
Elmsford,  N.Y.  10523 


The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■  Provides  rapid  relief  of 
constipation,  usually  within  2  to 
5  minutes 

■  Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■  Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■  Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■  Anatomically  correct,  pre- 
lubricated  rectal  tip  helps 
avoid  injury  to  bowel  wall 

■  Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a  physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
ot  age  unless  directed  by  a  physician. 
FREE  BOOKLET.  A  supply  ot  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C  B.  FLEET  CO..  INC. 
P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid 
to  constipation  relief 


itaimWs    C.  B.  FLEET  CO..  INC 
I  I  Lynchburg.  Va.  24505 
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January  2,  1973 


THE  UNITED  STATES  PUBLIC  HEALTH  SERVICE  is  anticipating  the  deceleration  or 
limination  of  the  physician  call  by  the  Selective  Service  system  in  July  1973. 
t  is  expected  that  this  will  result  in  reduced  applications  for  assignment  with 
le   Commissioned  Corps  of  the  U.  S.  Public  Health  Service.   Any  physicians  inter - 
sted  in  becoming  commissioned  officers  in  any  of  the  various  branches  of  the 

S.  Public  Health  Service  are  requested  to  contact  Mr.  Tom  Langan,  Recruitment 
Dordinator  for  the  Public  Health  Service  Commissioned  Personnel  Division  at  the 
epartment  of  Health,  Education,  and  Welfare,  Rockville,  Maryland  20852. 

PHYSICIANS  WHO  HAVEN'T  INCREASED  THEIR  FEES  since  Jan.  1,  1971,  may  be 
ligible  to  raise  them  by  a  cumulative  5%,  effective  Jan.  1.   Physicians  are  per- 
itted  to  increase  fees  2. 5%  annually  without  seeking  prior  approval  by  the  IRS, 
ut  must  be  prepared  to  justify  the  increase.   Physicians  should  note  that  only 
igher  costs  incurred  since  Jan.  1,  1971,  or  since  they  last  raised  fees,  which- 
ver  is  later,  may  be  passed  on  in  the  form  of  higher  fees.   Price  Commission 
uidelines  do  not  permit  MDs  to  pass  on  increased  costs  that  occurred  prior  to 
an.  1,  1971.   Physicians  are  cautioned  that  they  will  not  be  permitted  to  increase 
heir  fees  if  the  additional  income  resulting  from  such  an  increase  would  raise 
heir  profit  margin  above  the  base  period.   Base  period  profit  margin  is  defined 
s  any  two  of  a  physician's  past  three  fiscal  years  ending  before  Aug.  15,  1971. 
cofit  margin  is  defined  as  the  ratio  of  net  profit,  before  taxes,  to  total  revenue, 
hose  physicians  who  feel  that  they  have  suffered  a  gross  inequity  or  serious  hard- 
hip  may  apply  for  an  exception  to  the  regulations.   They  should  use  forms  S-16  and 
-53  for  this  purpose.   The  forms  may  be  obtained  from  the  IRS  district  director. 

AMA  MEMBERS  DESIRING  assistance  may  call  AMA's  special  telephone  service  that 
s  being  provided  to  interpret  Economic  Stabilization  Program  regulations.   Call 
312)  527-1571,  Ext.  434,  and  ask  for  Norbert  Budde.   The  service  began  in  August 
nd  about  50  physicians  have  been  using  it  each  week  for  the  past  two  months. 

DISCONTINUANCE  OF  FREE  DISTRIBUTION  of  AMA  specialty  journals  to  members  will 
jot  become  effective  until  July  1973.   The  action  to  put  the  ten  specialty  journals 
pi  a  subscription  basis  was  taken  by  the  Board  of  Trustees  at  its  October  meeting 
pd  was  approved  by  the  House  of  Delegates  at  the  1972  Clinical  Convention.   The 
ffective  date  was  set  for  July  in  order  to  give  members  ample  opportunity  to  sub- 
|cribe  to  the  specialty  journals  of  their  choice.   The  subscription  cost  for  each 
urnal  is  $12  a  year  ($18  for  two  years).   The  AMA's  new  socioeconomic  journal 
ism,  expected  to  be  available  in  April,  will  be  sent  to  all  members  as  a  benefit 
f  membership. 

ANOTHER  DIP  IN  THE  INFANT  MORTALITY  RATE  has  been  reported  by  the  National 
lenter  for  Health  Statistics.   It  said  the  rate  for  the  first  nine  months  of  1972 
as  18.4  deaths  per  1,000  live  births,  down  from  the  19.1  rate  recorded  for  the 
ame  period  in  1971.   It  attributed  the  continuing  decline  to  two  primary  causes  - 
jewer  immature  births  and  reduced  incidence  of  asphyxia.   The  center  noted  that 

rate  of  17.0  was  attained  in  September,  a  7.6%  decline  from  the  September  1971 
level. 


THE  NORTH  CAROLINA  MEDICAL  SOCIETY  and  its  officers  are  receiving  en  a  fairly 
regular  basis  information  from  citizens  of  North  Carolina  indicating  that  they  have 
been  attempting  to  obtain  a  family  physician  in  many  areas  of  the  state  without 
success.   These  instances  are  being  reported  both  by  doctors  and  by  some  of  the 
laymen  who  are  seeking  physicians,  and  it  would  appear  essential  for  all  County 
Medical  Societies  to  make  every  effort  to  provide  some  means  by  which  citizens  in 
each  local  County  Society  area  might  be  helped  through  the  offices  of  the  County 
Society  in  obtaining  a  physician. 

WITH  THE  LARGE  LOAD  being  carried  by  doctors  in  many  areas,  the  problems 
involved  here  are  obvious  to  us  all,  but  with  real  efforts  locally,  something  can 
be  accomplished  in  most  areas  in  helping  these  people  to  get  a  doctor. 


HEW'S  COMMISSION  ON  MEDICAL  MALPRACTICE  CONCLUDED  16  months  of  deliberation 
at  an  often-stormy,  three-day  Washington  meeting.   The  advisory  body  has  approved 
about  150  recommendations.   The  combined  proposals  would  exert  an  enormous  impact 
upon  the  medical  profession  and,  if  implemented  in  their  entirety,  would  result 
in  a  staggering  increase  in  health  care  costs.   The  21-member  commission,  appointed 
by  HEW  Secretary  Elliot  L.  Richardson,  includes  five  physicians  and  representatives 
from  the  legal  profession,  insurance  industry  and  the  public.   It  was  established 
to  investigate  the  causes  behind  the  increasing  number  of  malpractice  claims  and 
the  impact  of  claims  on  the  health  care  system  and  other  institutions.   It  probably 
will  be  several  months  before  the  commission  can  complete  the  writing  of  its  report.! 
In  voting,  members  were  divided  on  most  issues. 

MECHANISMS  DESIGNED  TO  GIVE  the  public  greater  protection  were  set  forth  in 
several  proposals.   The  commission  recommended  that  all  health  care  institutions 
be  required  to  establish  patient  grievance  mechanisms  to  be  eligible  for  reimburse-  1 
ment  under  Medicare  and  Medicaid.   It  proposed  that  state  offices  of  consumer 
medical  affairs  be  established  in  all  states  with  federal  financial  assistance. 
Creation  of  a  national  malpractice  foundation,  a  non- governmental  agency  that 
would  include  representation  from  all  parties  concerned  with  professional  liability, 
was  recommended.   It  would  be  established  with  federal  funds. 

OTHER  RECOMMENDATIONS  INCLUDED  the  creation  of  a  patient  injury  insurance 
program  patterned  along  the  lines  of  Workmen's  Compensation;  development  of  a  system 
providing  for  a  graduated  scale  of  contingency  fees;  a  proposal  that  states  adopt 
remedial  legislation  to  alter  legal  rules  of  liability,  procedures  and  evidence; 
and  a  proposal  that  methods  be  found  to  encourage  more  widespread  use  of  arbitra- 
tion to  resolve  disputes.   At  earlier  meetings  the  commission  had  approved  recommen- 
dations to  require  periodic  relicensure  of  physicians;  required  participation 
in  continuing  medical  education  programs;  required  programs  of  re-examination  for 
specialists;  and  tightened  state  procedures  for  disciplining  "incompetent"  physicians 

Sincerely, 


John  Glasson,  M.  D. 


Wv, 


President 
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snow  white 

Sporostacin  Cream 

TRADEMARK 


(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 

After  you  write  your  prescription  for  two  tubes 
of  soothing,  fungicidal  Sporostacin  Cream,  tell 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed— for  the  full  14-day 
course  of  therapy.Then,on  follow-up,  you'll 
usually  find  that  nonstaining,  easy-to-use 
Sporostacin  Cream  hasfinished  off  vulvovaginal 
candidiasis  in  the  nicest  possible  way. 

two  tubes...two  weeks 


rorostau 
jcam 


Indication:  Based  on  a  review  of  this  drug  by  the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified  the  indication  as  follows: 

"Probably"  effective:  For  the  treatment  of  vulvovaginal  candidiasis. 
Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 


Contraindications:  None  known.  Precautions:  Cases  of  sensitization  and  irritation  have  been  reported.  When 
noted  the  drug  should  be  discontinued.  Dosage:  One  applicatorful  intravaginally  twice  daily  for  a  period  of  14 
days.  Course  of  therapy  may  be  repeated  if  necessary. 


Ortho  Pharmaceutical  Corporation-  Raritan,  New  Jersey  08869 


Ortho/  c  opc  1972 


It's  better  to  meet  a 
#  problem  drinker 
in  your  office  than 


Problem  drinkers  can  be 
deadly  when  they  get  behind 
the  wheel.  In  fact,  they  are 
involved  in  almost  20,000 
highway  fatalities  a  year.  And 
the  number  is  growing.  The 
only  way  to  reverse  this  trend 
is  to  separate  the  driver  from 
his  drinking  problem.  Before 
he  kills  himself  or  anyone  else 
Because  punitive  measures  alone  have  failed  to  slow  this  needless 
slaughter,  we  have  to  look  elsewhere  for  help.  Your  office,  for  instance. 
Where  you  can  counsel  him  against  excessive  drinking  and  driving.  Or 
where  you  can  refer  him.  Your  knowledge  and  experience  make  you 
the  community's  first  line  of  defense  against  this  epidemic. 

First  aid  for  drunken  drivers  begins  in  your  office. 


on  the  road. 


~i 


Please  send  me  background  material  on  problem  drinkers  that: 
tells  me  what  community  organizations  can  do  to  help;  gives  me 
data  on  various  alcohol  levels  in  the  blood;  describes  the  latest 
developments  in  breath-testing  methods. 

For  my  patients,  please  send  me  information  to  supplement 
my  counsel. 


Name. 


StreeL 
City 


-State- 


-Zip_ 


L 
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U.S.  DEPARTMENT  OF  TRANSPORTATION 


Drunk  Driver 

Dept.  M.D. 

BOX  1969 

Washington,  DC.  20013 

NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION. 
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An  important  message  for  doctors  under  age  55. 


©m  pis/  ym  up  to 
$1,200.00  d  mm&k 

^UlffflfTiXSl  £l  (o 


Mail  this  postage  free  coupon  for  details. 


The  Doctor's  Income  Plan  can 
pay  you  regular  cash  income 
benefits  when  you're  sick  or  hurt 
and  can't  work.  Pays  as  much  as 
$1,200.00  a  month,  depending 
on  the  plan  you  choose  and  qual- 
ify for.  Benefits  are  paid  directly 
to  you,  tax-free,  to  spend  as  you 
see  fit.  And,  benefits  are  paid 
whether  your  disability  occurs  at 
home,  at  work,  or  at  play- paid 
whether  you're  hospitalized  or  at 
home  getting  well. 

What's  more,  because  of  your 
preferred  risk  status  and  because 
only  doctors  under  age  55  can 
apply  for  this  vital  protection, 
Mutual  of  Omaha  is  able  to  offer 
you  this  outstanding  plan  at  rates 
lower  than  usual. 


Get 
all  the 
details 


on  the  family  security   provided 
by   the    Doctor's    Income    Plan. 
Just  fill  out  and   mail  the   post- 
age  free   self-mailer   coupon 
There's  no  obligation. 

Mutual  ^\ 

The  people  nhu  pay . . . 
Life  Insurance  Affiliate:  United  of  Omaha 


FREE  FACTS  WITHOUT  OBLIGATION 


Doctor's  Income  Plan 

Please  rush  full  details  on  the  Doctor's  Income  Plan 
available  to  me  as  a  younger  doctor. 

Name 


Please   Print 


Address. 


Number  and   Street   or   R.F.D. 


City- 


State. 


_ZIP  Code, 


USE  THIS  POSTAGE  FREE  SELF-MAILER  COUPON 


J 


FOLD  HERE-THEN  STAPLE  OR  TAPE  AT  BOTTOM  AND  MAIL  TODAY 


FIRST  CLASS 
Permit  No.  50 
Omaha,  Nebr. 

BUSINESS    REPLY    MAIL 

No  Postage  Stamp  Necessary   if  Mailed  in  the  U.S. 

1 


l_ 


POSTAGE  WILL  BE  PAID  BY 

Mutual 
^t)maha 

Dodge  at  33rd  Street 
Omaha,  Nebraska  68131 


Association  Group  Department 


ALCOHOLISM 

DRUG  ADDICTION 
And  Other  Drug  Dependency  Conditions 

Willingway  Hospital 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


A  unique  original  program  of  recovery  with  a  different  approach. 

For  information  or  to  admit  patients  contact: 
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"The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 

of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 

and  prejudice." 

-George  Sarton,  from  "The  History 

of  Medicine  Versus  the  History  of  Art  " 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a  questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 

products  are  useful. 

13.8% 

Do  not  believe  combination  drug 

products  are  useful. 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a  ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparat ion, as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a  properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  —  and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  avai'ahle  for  pre- 
scription—which is  more 
than  can  usually  be  said  for 


the  physician's  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompoundod 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  "typi- 
cal'   patients. 

There  is  no  doubt  that 
many  "atypical"  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  lie  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-ant i  hypertensives,  al- 
ways had  to  he  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors' unawareness  of  the 
ingredients  a  given  combin- 
ation contains.  For  ex- 
ample, a  doctor  might  know 
that  a  patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a  function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors'  knowledge  about 
all  medicaments  they  pre- 
scribe is  a  problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a  combination 
may  prove  to  be  the  most 
effective  choice.  A  good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  "titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a  discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I  think  com- 
binations should  he  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a  new  com- 
bination being  put  on  the 
market  without  a  substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I  be- 
lieve a  different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a  long  time.  In  other  words, 
physician  acceptance  over 
a  long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready  overtired   investiga- 


tors and  cost  a  gre* 
of  money.  I  wish  we 
agree    on    a    "gram 
clause"  approach  to 
rations  that  have  been! 
for  a  number  of  yean 
that    have   an    appal 
satisfactory  track  reco 

For   example,    I   ( 
some  of  the  antibiotic 
hi  nations  that  wcrel 
olf  the  market  by  thel 
performed  quite  wela 
thinking   particular 
penicillin  -  st reptoii 
combinations  that  pa 
—  especially  surgica 
tients  — wore  given   ir 
injection.    This    mai 
less  discomfort  for  th 
tient,    less    doman 
nurses'   time,   and  ! 
opportunities  for  d 
errors.    To    take 
preparation  off  the 
doesn't    seem    to    h 
medicine,  unless  act 
age  showed  a  great  <l 
harm    from    the   injei   • 
(rather    than    the   p' 
use)  of  the  combinati 

The  [joint  that  shou 
emphasized    is    that 
are  both  rational  and 
tional  combinations.^ 
real  question  is,  who  s 
determine  which  is  w    i 
Obviously,  the   FDA 
play  a  major  role  in 
ing  this  determinatio 
fact,   I   don't   think  i 
avoid   taking  the  ult 
responsibility,  but  it  sir. 
enlist   the   help  of  oii.; 
physicians  and   expel 
assessing  the  evidenc 
in  making  the  ultimas 
cision. 
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two  medications  are 
1  effectively  to  treat  a 
ain  condition,  and  it  is 
wn  that  they  are  com- 
ble,  it  clearly  is  useful 

convenient  to  provide 
n  in  one  dosage  form, 
ould  make  no  sense,  in 

it  would  be  pedantic, 
insist  they  always  he 
>cribed  separately.  To 
id  the  appearance  of 
antry,  the  "expert"  de- 
s  the  combination  be- 
;e  it  is  a  fixed  dosage 
K  When  the  "expert" 
kes  the  concept  of  fixed 
ige  form  he  obscures 
fact  that  single-ingre- 
it  pharmaceutical  prep- 
tions  are  also  fixed 
age  forms.  By  a  singular 
antic  exercise  be  im- 
s  a  pejorative  meaning 
j|    the   term   "fixed    dose" 

when  he  uses  it  with 
pect  to  combinations, 
at  is  ignored  is  the  sim- 
fact  that  only  in  the 
ist  of  circumstances 
s  any  physician  attempt 

trate  an   exact  thera- 
tic  response  in  his  pa- 

•    It    is    quite   possible 

some  aches  and  pains 
respond  to  500  mg.  of 
rin  yet  that  fact  does 
militate  against  the  its- 
dose  being  650  mg. 
he  other  semantic  ploy 
•n  called  into  play  is  to 
cribe    a    combination 
duct  as  rational  or  irra- 
al. 

ake  antibiotic  mixtures, 
source  of  much  of  the 
icism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I  suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I  have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapv. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives') 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
S443.2  million  on  a  national 
basis!  At  a  time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a  formulation, 
we  have  a  reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a  single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  "effective,  but"  has 
been  freely  interpreted  to 
mean  "ineffective"  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  "informed"  opinions  of 
the  panelists.  These  "in- 
formed" opinions  were  ac- 
cepted at  face  value,  while 


the  "informed"  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a  sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end.  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a  par- 
ticular combination  makes 
sense.  Such  a  decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product's  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a  "cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 
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What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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CURRENT  CONCEPTS  IN  THE  MANAGEMENT 
OF  ABDOMINAL  AORTIC  ANEURYSMS 

onald  C.  Mullen,  M.D.,  Francis  Robicsek,  M.D.,  Harry  K.  Daugherty,  M.D.,  and  Norris  B.  Harbold,  Jr.,  M.D. 


'  INCE  the  first  abdominal  aortic  aneurysm  was 
resected  by  DuBost1  more  than  20  years  ago 
.951),  the  surgical  treatment  of  this  disorder  has 
pidly  progressed.  Many  of  the  early  aneurysms 
ere  replaced  with  homografts,  but  it  soon  became 
jparent  that  deterioration  of  this  material  resulted 
recurrent  aneurysms  and  rupture.  Synthetic  arterial 
ibstitutes  were  therefore  introduced  by  Linton,2 
eBakey,3    Sanger,4    and    others,    evolving    from 

fnyon-N  to  Orion  to  Teflon  to  the  material  pres- 
tly  used — woven  and  knitted  crimped  Dacron 
•ostheses. 

Resection  of  the  abdominal  aorta  for  aneurysms 
now  a  common  procedure,  although  still  a  serious 
aeration.  However,  techniques  in  the  management 
'  aneurysms  are  still  evolving.  This  paper  will  review 
lr  experience  and  mention  some  of  our  current 
ethods  in  the  management  of  this  condition. 

CLINICAL  MATERIAL 

Between  1955  and  1971,  376  patients  with  ab- 
jminal  aortic  aneurysms  were  operated  upon  by 
irgeons  in  the  Sanger  Clinic.  The  overall  operative 
ortality  in  this  group  was  7.8  percent.  For  rup- 
red  aneurysms  the  mortality  was  41  percent  (Table 
).  The  first  201  patients  were  reviewed  previously.5 
nee  then  (1968)  we  have  operated  upon  an  addi- 
anal  175  patients  (through  1971),  with  a  mortality 
8  percent  for  nonruptured  aneurysms,  and  only 
percent  for  ruptured  ones.  A  more  detailed  analy- 
of  these  patients  is  shown  in  Table  2.  A  com- 


parison of  patients  older  than  70  years  of  age  and 
those  younger  than  70  can  be  seen  in  Table  3, 
and  it  is  apparent  that  there  is  no  significant  dif- 
ference in  the  mortality  of  these  two  groups. 

PREOPERATIVE  EVALUATION 

Most  of  the  patients  with  abdominal  aneurysms 
are  asymptomatic,  and  many  times  the  first  symp- 
toms are  unfortunately  those  of  impending  rupture. 
Routine  physical  examination  in  this  older  popula- 


Table  1 

Operative  Mortality  in  Treatment  of  Abdominal  Aneurysms 

1955-1971 

Abdominal  Aneurysms— The  Sanger  Clinic 


Non-ruptured 

Ruptured 

Total 


No. 

298 

78 

376 


Operative 
Mortality 

7.8% 
41.0% 


Table  2 

Operative  Deaths  in  175  Cases  of  Abdominal  Aneursysm 
1968-1971 


From  the  Department  of  Thoracic  and  Cardiovascular  Surgery  and 
-  Heineman  Research  Laboratory.  Charlotte  Memorial  Hospital, 
arlotte,  N.  C. 


.NUARY    1973.    NCMJ 


Non-ruptured 

Ruptured 

Age 

No. 
Patients 

Operative 
Deaths 

No. 
Patients 

Operative 
Deaths 

20-29 
30-39 
40-49 
50-59 
60-69 
70-79 
80-89 

1 

1 

5 

28 

56 

51 

6 

148 

0 
0 

1  (20%) 

2  (  7%) 
4  (  7%) 

6  (11.9%) 
0 

0 

1 

1 
1 

12 

12 

0 

27 

0 

0 
0 
0 

4  (33%) 

5  (41%) 
0 

Total 

13  (  8.7%) 

9  (33%) 

116  Males 
32  Females 

25  Males 
2  Females 

29 


Table  3 

Mortality  by  Age 

Patients 

Older  Than  70  Years                                 57 
Younger  Than  70  Years                              91 

Operative 
Deaths 

6  (10%) 

7  (7.7)% 

tion  should  therefore  include  a  careful  abdominal 
examination.  The  finding  of  a  pulsatile  midabdominal 
mass  requires  prompt  attention.  Many  times  abdomi- 
nal roentgenograms  will  be  the  first  diagnostic  study 
to  show  a  dilated  or  aneurysmal  aorta  with  calcified 
borders. 

It  is  our  feeling  that  in  any  patient  being  considered 
for  resection  of  the  abdominal  aorta,  whether  for 
aneurysm  or  occlusive  disease,  this  vessel  should 
be  fully  mapped  out  by  aortographic  studies — either 
by  the  transfemoral  or  translumbar  technique.  This 
gives  the  surgeon  the  benefit  of  useful  knowledge 
prior  to  surgery.  The  exact  location  and  size  of 
the  aneurysm  and  any  involvement  of  the  renal 
arteries  can  be  determined  with  accuracy.  The  distal 
extension  of  the  aneurysm  can  be  seen,  together  with 
the  presence  of  any  distal  occlusive  disease.     Ex- 


amples of  aortography  are  shown  in  Figures  1-3. 

The  cardiac,  renal,  and  pulmonary  status  of  each 
of  these  patients  is,  of  course,  carefully  evaluated 
prior  to  major  surgery. 

TECHNIQUES  IN  THE  INTRAOPERATIVE 
MANAGEMENT 

The  usual  intraoperative  management  of  abdomi- 
nal aneurysms  is  well  described  in  many  textbooks 
and  articles.  However,  there  are  some  additional 
techniques  in  the  handling  of  these  disorders  that 
we  have  found  to  be  helpful  and  will  mention  here.' 

Handling  the  proximal  suture  line 

A  crucial  part  of  resection  of  the  abdominal  aorta, 
is  the  proximal  suture  line.  The  vessel  is  almost  al- 
ways extensively  involved  in  the  arteriosclerotic  pro- 
cess, and  the  walls  are  quite  friable  and  fragile.7 
Great  care  must  be  taken  in  performing  this 
anastomosis.  We  have  found  that  the  routine  in-t 
corporation  of  a  strip  of  Teflon  felt  into  the  ana-; 
stomosis  helps  to  prevent  leakage  in  these  badly 
diseased  aortic  walls  following  release  of  the  clamps.- 
The  suture  lines,  both  proximal  and  distal,  can  also 


Fig.  1.  A  transfemoral  catheter  aortogram  outlining  a  giant 
aneurysm. 


Fig.  2.  An  aortogram  revealing  a  small  asymptomati 
aneurysm  in  a  poor-risk  patient.  No  surgery  was  recon)| 
mended.  M*i'' 
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I  wrapped  with  Teflon  felt  (Fig.  4),  thus  preventing 
.Iditional  sutures  from  tearing  the  vessel  or  com- 
romising  the  lumen. 

Complications  stemming  from  the  proximal  line 
n  also  occur  months  to  years  following  resection 
id  grafting,  resulting  in  false  aneurysms  or  aorto- 
testinal  fistulas.  A  cuffed  vascular  prosthesis  for 
e  prevention  of  such  complications  has  been  de- 
:loped  (Fig.  5).8  After  the  initial  proximal  anasto- 
osis  has  been  completed,  this  cuff  is  reflected 
ward,  slit  laterally,  and  sutured  around  the  aorta, 
us  reinforcing  the  suture  line.  This  not  only  elimi- 
ites  direct  contact  between  the  anastomosis  and 
her  viscera,  but  serves  as  additional  hemostasis. 


xternal  grafting 

The  great  majority  of  aneurysms  of  the  abdominal 
prta  are  resected  and  replaced  with  a  graft  as  the 
■ocedure  of  choice.  However,  a  limited  number  of 
atients  have  undergone  external  grafting  without 
>rtic  resection.  This  is  done  by  completely  mo- 
lizing  the  involved  aortic  segment,  tailoring  a 
imped  Dacron  vascular  prosthesis  to  fit  around  the 
atside  of  the  aorta,  and  suturing  it  snugly  around 
e  aneurysm  with  nonabsorbable  suture  material. 


Special  care  is  taken  to  prevent  any  encroachment 
upon  the  lumen.  This  method  has  been  used  in 
dealing  with  relatively  small  fusiform  aneurysms, 
small  or  medium-sized  fusiform  aneurysms  of  the 
thoracic  aorta,  and  medium-sized  fusiform  aneurysms 
of  the  abdominal  aorta  in  debilitated  and  poor  risk 
patients,  particularly  if  the  lesion  extends  up  to 
the  renal  vessels  and/or  the  arterial  "run-off"  is  very 
poor.9  An  example  of  this  procedure  as  applied  to 
an  abdominal  aneurysm  is  shown  in  Figure  6,  and 
complete  wrapping  of  a  diffuse  thoracic  aneurysm 
is  pictured  in  Figure  7. 

Renal  artery  involvement 

Renal  artery  involvement  by  an  abdominal  aortic 
aneurysm  presents  additional  hazards  to  the  patient 
undergoing  resection  and  grafting.  On  occasion  one 
finds  a  dumbbell-shaped  aneurysm  (Fig.  8),  with 
the  upper  portion  involving  the  renal  arteries.  This 
lesion  can  be  treated  by  either  complete  resection 
or  by  the  method  seen  in  the  drawing,  combining 
resection  of  the  lower  part  of  the  aneurysm  with 
external  grafting  around  the  renal  arteries.  This 
method  is  particularly  useful  in  those  patients  in 
whom  it  is  felt  that  a  period  of  renal  ischemia  would 


g.  3.  An  aortogram  showing  a  prosthesis  in  place   and 
nctioning  normally  eight  years  following  resection. 


Fig.  4.  AH  three  anastomoses  in  this  bifurcation  graft  have 
been  wrapped  with  Teflon  felt  for  hemostasis  and  protection. 
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Fig.  5.  A  cuffed  aortic  bifurcation  graft  used  to  reinforce 
the  upper  suture  line. 


Fig.  6.  External  grafting  of  a  small  symptomatic  fusifonr 
abdominal  aortic  aneurysm  in  a  poor-risk  patient  with  is 
adequate  distal  "runoff." 


I 


Fig.  7.  This  fusiform  thoracic  aneurysm  (a)  was  externally  grafted  (b)  in  two  stages. 
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je  hazardous.10  It  is  again  emphasized  that  the  ex- 
ernal  graft  should  be  snug  but  not  occlusive. 

A  very  simple  technique  that  we  have  used  on 
nany  occasions  in  managing  ruptured  aneurysms 
s  the  use  of  a  Foley  catheter  with  a  30-cc  balloon 
:o  control  bleeding  (Fig.  9). 

AN  AGGRESSIVE  APPROACH 

The  prognosis  for  untreated  aortic  aneurysms  is 
xtremely  poor.  Initial  symptoms  often  signify  im- 
pending or  frank  rupture  leading  to  emergency  sur- 
gery with  a  much  higher  mortality,  whereas  elective 
surgery  performed  only  one  day  earlier  could  have 
saved  the  life.  In  a  review  of  untreated  aneurysms 
?y  Szilagyi,11  only  17.2  percent  of  the  patients  were 
ilive  after  five  years.  DeBakey1-  has  shown  that 
50  percent  of  untreated  patients  with  abdominal  aor- 
:ic  aneurysms  are  dead  within  a  year  and  91  percent 
fvithin  five  years,  while  58  percent  of  the  patients 
bperated  on  were  alive  after  five  years.  One  may 
irgue  that  small  aneurysms  never  rupture  and  can 
be  followed  "conservatively"  without  surgery.  How- 
ever, in  a  review  of  118  cases  of  aneurysms  measur- 
ing less  than  6  cm  in  diameter,  only  50  percent 
oi  the  patients  treated  nonsurgically  were  alive  after 
five  years,  while  75  percent  of  those  who  were 
operated  on  were  alive  five  years  later.12  Foster111 
has  shown  that  16-20  percent  of  aneurysms  less 
than  6  cm  in  size  will  rupture,  and  he  recommends 
an  agressive  surgical  approach  in  all  good-risk  pa- 
tients and  in  those  poor-risk  patients  who  have  large 
aneurysms.  A  more  conservative  approach  can  be 
justified  only  in  poor-risk  patients  with  small  asymp- 
tomatic aneurysms. 

SUMMARY 

A  review  of  376  patients  with  abdominal  aortic 
aneurysms  is   presented,   together  with   suggestions 


for  the  preoperative  evaluation  and  intraoperative 
management  of  these  cases. 

1.  Age  is  usually  not  a  factor  in  determining 
operability. 

2.  Conservative   management  is   rarely  justified. 

3.  Initial  symptoms  too  often  herald  impending 
or  frank  rupture  leading  to  emergency  surgery  and 
prohibitive  mortality. 

4.  With  thorough  preoperative  assessment,  even 
poor-risk  patients  with  large  or  symptomatic 
aneurysms  can  be  managed  successfully  by  surgery. 

5.  External  grafting  may  have  a  place  in  the  treat- 
ment of  poor-risk  patients  and  small  fusiform 
aneurysms. 

6.  Only  small  asymptomatic  aneurysms  in  poor- 
risk  patients  should  be  managed  conservatively  with- 
out surgery. 
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Fig.    8.    A    technique    for    handling    the    fairly    common 
dumbbell-shaped  abdominal  aortic  aneurysm. 

January   1973,  NCMJ 


Fig.  9.  A  simple  technique  for  controlling  massive  hemor- 
rhage in  a  ruptured  aneurysm. 
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ANKYLOSING  SPONDYLITIS  IN  WOMEN 
The  Disease  and  Its  Prognosis 

Angus  M.  McBryde,  Jr.,  M.D.  and  Donald  Eugene  McCollum,  M.D. 


A  NKYLOSING  spondylitis  (rheumatoid  spondy- 
■**■  litis,  Marie-Striimpell  arthritis,  etc.)  is  a  systemic 
disease  of  unknown  etiology,  characterized  by  in- 
flammation and  stiffness  of  the  sacroiliac,  interverte- 
bral, and  costovertebral  joints.1,  -  Calcification  and 
ossification  may  cause  eventual  ankylosis  of  periph- 
eral joints.  Restricted  pulmonary  function,  aortic  in- 
sufficiency, iritis,  and  amyloidosis  often  ensue. 

The  disease  is  usually  intermittent  but  progressive, 
with  exacerbations  and  remissions  occurring  for  10 
to  20  years.  Occasionally  the  course  is  continuous  for 
a  shorter  period. 

Ankylosing  spondylitis  and  rheumatoid  arthritis, 
though  exhibiting  certain  similar  clinical  and  patho- 
logic findings,  are  dissimilar  diseases. s' 4  Rheumatoid 
arthritis  occurs  15  to  20  times  more  frequently  than 
ankylosing  spondylitis.  Ankylosing  spondylitis  affects 
young  adults  from  20  to  40  years  of  age.  The  disease 
occurs  in  women  only  one-tenth  as  often  as  in  men.5 
The  lower  incidence  in  women  might,  in  part,  be 
attributed  to  difficulty  in  recognizing  the  mild  form 
of  the  disease  in  women.6'  7  Schaller,  Bitnum  and 
Wedgewood*  reported  seven  male  patients  in  whom 
the  onset  occurred  between  the  ages  of  7  and  12.  No 
female  children  appear  in  reported  cases  of  ankylos- 
ing spondylitis. 

Since  1952  the  diagnosis  of  ankylosing  spondylitis 
has  been  made  in  13  females  at  Duke  Medical  Cen- 
ter. The  average  follow-up  was  21  years.  Those 
who  had  not  been  seen  recently  were  evaluated  by 
questionnaire. 


From  the  Duke  University  Medical  Center,  Durham,  N.  C. 
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ROENTGENOGRAPHIC  CHARACTERISTICS 

Roentgenographic  characteristics  of  ankylosing 
spondylitis  include  syndesmophytes,  "squaring"  of; 
the  vertebrae,  and  early  indistinct  widening  and  latei 
narrowing  of  the  sacroiliac  joints.  The  advanced  ro- 
entgenographic changes  of  paraspinal  ossification 
and  fusion  of  the  sacroiliac  joints  are  easily  recog- 
nizable. Peripheral  x-ray  changes,  such  as  erosion  of 
the  posterior  cortex  of  the  os  calcis  and  erosion  of 
multiple  metatarsal  heads,  emphasize  the  importance 
of  a  small-joint  survey,  particularly  when  sympto- 
matic areas  appear.9 

DIFFERENTIAL  DIAGNOSIS 

In  the  female,  symptoms  of  ankylosing  spondyli- 
tis can  mimic  those  of  osteitis  condensans  ilii  (OCI). 
OCI,  a  disease  of  unknown  etiology,  usually  follows 
pregnancy  and  causes  intermittent  low-back  pain  and 
occasional  radicular  pain.  Histological  and  micro- 
radiographic  studies  reveal  no  essential  difference 
between  OCI  and  ankylosing  spondylitis.10  Differ- 
entiation is  possible  by  the  characteristic  roentgeno- 
graphic change  of  involvement  of  the  iliac  side  only 
of  the  sacroiliac  joint,  to  consistently  normal  sedimen- 
tation rate,  latex  fixation  test,  C-reactive  protein 
value,  and  the  absence  of  peripheral  joint  involvement 
in  OCI.  OCI  may  also  have  a  prolonged  and  intermit- 
tent course,  but  fixed  deformities  and  x-ray  progres- 
sion do  not  occur.11 

Articular  involvement  with  ulcerative  colitis  and 
regional  enteritis,  or  occasionally  intestinal  lypody- 
strophy,  may  produce  spondylitis  similar  to  ankylos- 
ing spondylitis.12  Of  78  patients  with  skeletal  involve- 
ment in  association  with  these  diseases,  two-fifths  had 
x-ray  evidence   of  spondylitis.13   As   in   ankylosing 
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pondylitis,  the  predilection  is  for  men.  The  sacroiliac 
oint  or  peripheral  joints  of  the  lower  extremities  may 
>e  involved,  and  the  spine  may  show  progressive 
:hanges  with  "bambooing"  and  ligamentous  ossifica- 
ion.  The  prognosis  is  comparable  to  that  of  ankylos- 
ng  spondylitis.  Response  to  steroids  is  unreliable. 

Sacroiliac  joint  involvement,  iritis,  Achilles'  tendi- 
nitis, plantar  fasciitis,  and  aortic  insufficency  may 
develop  in  both  Reiter's  disease  and  ankylosing  spon- 
dylitis.14 The  hips  are  rarely  involved  in  Reiter's 
disease,  and  roentgen  changes  occur  late.  In  Reiter's 
disease,  interphalangeal  joint  synovitis,  hallux  valgus, 
md  hammer  toes  are  common  when  skeletal  changes 
ire  prominent.  Cutaneous  and  mucous  membrane  in- 
volvement in  Reiter's  triad  are  frequent,  but  do  not 
Dccur  in  ankylosing  spondylitis. 

Males  are  more  often  affected  by  psoriatic  ar- 
thropathy, but  women  and  children  often  experience 
gastrointestinal  symptoms.  Otherwise,  the  sacroiliitis, 
spondylitis,  and  peripheral  arthritis  may  resemble 
those  seen  in  ankylosing  spondylitis.  Isolated  sa- 
;roiliitis  and  lateral  paraspinal  ossification  were 
found  roentgenographically  in  8  of  83  patients  with 
psoriasis.15 

Some  authorities  still  postulate  that  a  viral  infection 
or  its  sequelae  cause  certain  types  of  ankylosing 
spondylitis,10  specifically  those  following  inflamma- 
tory bowel  or  urinary  tract  disease.  The  colitis, 
urethritis,  balanitis,  conjunctivitis,  periosteal  reaction, 
and  peripheral  synovitis  perhaps  signify  two  separate 
varieties  of  ankylosing  spondylitis:  postinfectious  and 
primary. 

Tuberculous  sacroiliitis  mimicked  and  was  mis- 
taken for  ankylosing  spondylitis  in  the  past.  The 
arthritis  of  familial  Mediterranean  fever  may  show 
selective  sacroiliac  involvement,17  as  may  the  more 
common  osteoarthritis. 

In  the  older  age  group,  mild  pain  and  inflamma- 
tion and  the  absence  of  ankylosis  differentiate  an- 
kylosing spondylitis  from  the  vertebral  ankylosing 
hyperostosis  described  by  Forestier.18 

The  spondylitis  of  idiopathic  hypoparathryoidism 
is  distinguished  by  normal  sacroiliac  joints,  hypocal- 
cemia, and  hyperphosphatemia. 

Juvenile  rheumatoid  arthritis  may  produce  roent- 
genographic  changes  identical  with  those  of  ankylos- 
ing spondylitis.  These  changes  occur  infrequently,13 
and  usually  in  young  males  and  in  association  with 
peripheral  joint  involvement. 


when  a  female,  especially  a  mother,  is  affected.2022 
In  a  review  of  2,478  (86.6  percent)  relatives  of 
76  males  and  24  females  with  ankylosing  spondylitis, 
there  were  22  times  more  secondary  cases  of  the 
disease  than  there  were  in  a  control  group.  That  is, 
there  is  a  20  to  30  percent  greater  chance  of  the 
disease  occurring  in  a  relative  than  in  the  general 
population.2'5  As  might  be  expected,  of  the  13  women 
reviewed  here,  4  had  relatives  with  spondylitis.  A 
study  of  two  families  in  which  only  the  female  mem- 
bers had  ankylosing  spondylitis  indicates  that  linkage 
data  (for  example,  blood  group  studies)  would  be 
significant  in  determining  the  exact  hereditary  mecha- 
nism of  the  disease.24.  One  of  the  13  Duke  patients 
had  a  positive  family  history  of  rheumatoid  arthritis. 

DISEASE  COURSE  AND  PROGNOSIS 

The  prognosis  for  patients  (male  or  female)  with 
ankylosing  spondylitis  is  better  than  in  rheumatoid 
arthritis.2"'  In  one  representative  retrospective  study,20 
160  of  200  patients  with  ankylosing  spondylitis  were 
working  full  time.  Only  nine  were  incapacitated.  The 
rare  systemically  progressive  disease  may  end  with 
renal  death  from  amyloidosis27  or  pulmonary  com- 
plications. 

Several  authors  have  reported  that  ankylosing 
spondylitis  in  the  female  differs  from  that  in  the  male. 
The  following  features  appear  characteristic  of  the 
disease  in  females  (Table  1 ). 

1.  The  disease  begins  more  often  in  the  lumbar 
region.21 

2.  Onset  is  earlier  (age  22),  and  is  occasionally 
precipitated  by  pregnancy  and  delivery."' 

3.  After  onset,  the  course  is  generally  milder."'-7 

4.  Morbidity  peak  occurs  earlier  in  women.0 

5.  Extensive  ankylosis  of  the  vertebral  column 
seldom  occurs.0 

6.  Roentgenographic  changes  in  the  peripheral 
joints  are  present. 

7.  Paravertebral  calcification  is  less  common.28 

8.  The  symphysis  pubis  is  more  commonly  in- 
volved.28 

9.  There  is  more  frequent  symptomatic  involve- 
ment7 and  less  frequent  roentgen  changes20  in  the 
cervical  spine. 

Any  given  patient,  male  or  female,  however,  may 
exhibit  unusual  features  such  as  the  downward  spread 
of  the  ankylosing  spondylitis  from  the  cervical  spine 
to  the  sacroiliac  joints.24 


GENETIC  ASPECTS  IN  WOMEN 

The  genetics  of  ankylosing  spondylitis  is  not  com- 
pletely clear.  A  single,  non-sex-linked  dominant 
;.  z  :  hereditary  mechanism  with  differences  of  penetrance 
jj  ,  between  males  and  females  is  currently  postulated.10 
i,.;-  It  has  been  suggested  that  the  single  autosomal  domi- 
,  ,i  :  nant  factor  manifests  a  70  percent  penetrance  in  the 
,q!,;  I  male  and  10  percent  penetrance  in  the  female.  This 
•t-%  j  penetrance  may  be  greatly  increased  in  both  sexes 


Table  1 

Reported  Unique  Characteristics  of  Ankylosing  Spondylitis 
In  Women  as  Compared  to  Men 

1.  Relatively  uncommon 

2.  Disease  begins  in  lumbar  spine 

3.  Earlier  onset 

4.  Milder  course  after  onset 

5.  Peripheral  roentgen  changes  occur  more  often 

6.  Spinal  ankylosis  less  common 

7.  Paravertebral  calcification  less  common 

8.  Symphysis  pubis  more  commonly  involved 

9.  More  frequent  symptomatic   neck   involvement  and   less  severe 
roentgenographic  change 
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Fig.  1.  Ankylosing  spondylitis  in  a  woman.  Note  fusion  of 
the  sacroiliac  joint. 


WOMEN  IN  THE  DUKE  SERIES 

In  the  13  Duke  patients,  the  average  age  at  di- 
agnosis was  29.0  years,  which  is  above  the  usually 
quoted  average  age  of  22  years.7'  "■  27  Seven  of  these 
13  had  the  clinical  onset  of  the  disease  after  age  30. 
Eight  complained  of  low  back  pain,  four  had  radicu- 
lar symptoms,  and  two  had  primary  thoracic  com- 
plaints. The  predominance  of  complaints  involving 
the  lower  part  of  the  back  at  onset  coincides  with  re- 
ports in  which  this  feature  was  present  in  60  to  70 
percent  of  the  cases.7, 28 

Re-examination  of  9  of  these  13  women  20  years 
after  diagnosis  revealed  relatively  painless,  bony 
kyphoscoliosis  of  the  thoracic  and  lumbar  segments 
of  the  spine.  Four  others  re-examined  less  than  ten 
years  after  diagnosis  were  symptomatic  and  having 
progressive  thoracolumbar  deformity. 

In  two  Duke  patients  the  disease  was  episodic,  with 
symptom-free  intervals.  Both  required  a  brace  for 
several  weeks  two  or  three  times  each  year.  In  six 
patients,  no  true  remissions  occurred  in  an  otherwise 
episodic  course.20 

Abnormal  laboratory  value  (corrected  sedimenta- 
tion rate  and  C-reactive  protein)  persisted  ten  years 
after  the  onset  of  ankylosing  spondylitis  in  three 
patients,  and  20  years  after  the  onset  in  two  patients. 
As  expected,  early  systemic  symptoms  of  anemia, 
malaise,  and  anorexia  were  not  as  severe  as  they  are 
known  to  be  in  males.  There  was  no  evidence  of 
destruction  of  the  spine,  a  rare  complication  in 
males.3"' 31 

Episodic  symptoms  of  swelling,  pain,  and  morning 
stiffness  in  the  small  joints  (metacarpal  phalangeal, 
proximal  interphalangeal,  distal  interphalangeal)  of 
the  hands  occurred  in  four  patients.  Isolated  com- 
plaints involving  the  knee,  shoulder,  and  sternoclavi- 
cular region  were  reported,  but  were  less  promi- 
nent than  in  the  female  patients  described  by  Tyson, 
Thompson,  and  Ragan.7  These  authors  reported 
shoulder  involvement  in  27  of  62  females  (43.5  per- 
cent) and  hip  involvement  in  25  of  62  (27  percent). 
One  Duke  patient  had  severe  bilateral  fixed  60-degree 
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flexion  contractures  and  destroyed  hip  joints. 

Roentgenographic  evidence  of  fusion  of  the  sac- 
roiliac joints  and  varying  degrees  of  calcification  o) 
the  anterior  longitudinal  ligament  and  disc  annulus 
in  the  dorsal  and  lumbar  region  of  the  spine  were 
reported  in  all  11  Duke  patients  with  long-term 
follow-up.  Only  two  patients  showed  significant  ro- 
entgenographic changes  in  the  cervical  spine.  Gen- 
eralized axial  osteoporosis  was  present.  Though  the 
symphysis  pubis  was  involved  clinically  and  roent- 
genographically  in  other  studies  reported,7' 28,  29  it 
was  not  affected  in  any  of  the  13  Duke  patients. 

Associated  medical  illnesses  are  inconstant  in 
women  with  ankylosing  spondylitis.32  Gastrointestinal 
bleeding  occurred  in  two  of  the  Duke  cases,  and  was 
unrelated  to  therapy  for  arthritis.  All  patients  dis- 
played psychoneurotic  symptoms  and  three  had  se- 
vere, near  psychotic  depressive  symptoms. 

TREATMENT 

The  objectives  of  treatment  are  to  (a)  relieve  pain, 
(b)  prevent  spinal  deformity,  and  (c)  maintain 
function.6 

Well  timed  physical  therapy,  rest,  postural  exer 
cises,  traction,  and  orthosis  are  among  the  moder- 
ately successful  methods  employed  in  females  as  well 
as  in  males.  A  3-point  brace  is  the  usual  orthotic 
device  used.33 

A  firm  bed,  maximum  activity,  and  the  patient's 
awareness  of  the  need  to  avoid  flexion  tendencies 
and  strengthen  extensor  muscle  mass  are  important. 


sSnce  preventing  deformity  is  easier  than  restoring 
ost  function,  exercises  for  extending  the  spine, 
stretching  the  chest  cage,  loosening  the  hamstrings, 
and  preserving  motion  in  individual  involved  joints 
are  imperative. 

A  recommended  drug  regimen  to  reduce  any  pain 
or  discomfort  should  precede  physical  therapy.  In 
Patients  who  do  not  respond  to  salicylates  given  to 
colerance,  phenylbutazone  (Butazolidin)  produces 
.he  most  consistent  relief.  A  loading  dosage  of  600  mg 
:he  first  day  and  400  mg  the  second  should  be  fol- 
lowed by  a  two-week  course  of  300  mg  daily.  Dosage 
s  then  reduced  to  100  mg  twice  daily  for  one  week, 
and  if  the  patient  remains  comfortable,  to  once 
daily.  A  hemogram  must  be  done  monthly. 

Although  response  to  indomethacin  (Indocin)  is 
lot  as  consistent  as  to  phenylbutazone,  many  patients 
:an  be  maintained  on  75  to  150  mg  without  the  need 
"or  frequent  blood  counts.  Hydroxychloroquine 
(Plaquenil),  antimalarials,  gold,  and  muscle  relax- 
ants are  of  little  benefit,  and  steroids  are  less  effec- 
tive than  in  rheumatoid  arthritis.  Radiation  therapy 
aas  been  used  in  numerous  patients  both  at  Duke34,  35 
and  elsewhere  in  the  past,  and  does  produce  subjec- 
;ive  and  objective  remission/1'''' 37  A  tenfold  increase 
n  leukemia  (usually  acute  myelogenous),  a  fortyfold 
ncrease  in  aplastic  anemia,  pulmonary  fibrosis, 
ransverse  myelitis,  and  activation  of  pulmonary  tu- 
oerculosis  have  been  reported  following  administra- 
:ion  of  large  doses  of  irradiation1' 3  (5000  r).  How- 
;ver,  small  doses  of  irradiation  (150  r  weekly  for 
:hree  weeks)  can  be  used  safely  in  patients  who  do 
not  respond  to  medical  management. 

No  medication  will  prevent  systemic  manifesta- 
:ions  such  as  iritis,  aortic  insufficiency,  or  secondary 
amyloidosis.  Local  steroid  injection  may  relieve 
peripheral  joint  symtoms.  Systemic  steroid  therapy  is 
ndicated  only  when  there  is  rampant  iritis,  not  for 
spinal  symptoms. 

Occasionally  a  synovectomy  or  segmental  spinal 
aision  after  injury  may  be  part  of  the  orthopedic 
nanagement.  Severe  fixed  flexion  of  the  hips  may 
lecessitate  soft  tissue  release  or  total  hip  replacement 
>r  other  arthroplasty.  Extreme  spinal  flexion  de- 
formity can  be  corrected  by  lumbar  osteotomy.38 

Butazolidin  benefited  five  of  the  Duke  patients, 
while  Indocin  benefited  one.  Two  obtained  complete 
remission.  Two  women  improved  while  taking  es- 
:rogens,  one  improved  with  pregnancy,  and  one  im- 
proved with  two  of  four  pregnancies.  One  patient  re- 
quired lumbar  osteotomy.1'  "  One  Duke  patient 
underwent  bilateral  total  hip  replacement.  Two  of 
three  patients  improved  with  roentgen  therapy.  A 
temporary  remission  was  achieved  in  a  fourth  patient, 
following  450  roentgens  delivered  to  the  thoracolum- 
bar spine.  A  second  treatment  relieved  neck  symp- 
toms. 


SUMMARY 

The  initial  symptoms  of  ankylosing  spondylitis  in 
women  are  complaints  of  pain  in  the  lower  part  of 
the  back.  The  short-term  prognosis  is  for  partial 
relief  of  symptoms  or  incomplete  remission  with 
Butazalidin,  Indocin,  or  estrogen  therapy. 

Though  ankylosing  spondylitis  does  not  cripple 
or  deform  as  severely  as  does  rheumatoid  arthritis, 
and  may  be  systemically  milder  in  women  than  in 
men,  the  long-term  prognosis  is  for  considerable  typi- 
cal spinal  deformity  and  unpredictable  improvement. 
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THE  ROLE  OF  THE  PHYSICIAN 
IN  SPORTS  MEDICINE 


Frank  C.  Wilson,  M.D. 


TA7HILE  the  title  of  this  paper  is  "The  Role  of 
**  the  Physician  in  Sports  Medicine,"  it  should 
be  immediately  apparent  that  the  medical  care  of 
athletes  represents  a  joint  effort  on  the  part  of  the 
athletes  themselves,  their  parents,  officials,  coach, 
athletic  trainer,  and  physician.  The  success  of  the 
physician  in  this  effort  is  related  to  the  effectiveness 
of  these  other  members  of  the  sports  medicine  team; 
so,  before  turning  to  the  physician,  I  should  like  to 
comment  briefly  on  each  of  these  other  roles  in  the 
health  care  of  athletes. 

The  part  of  the  athlete  is  usually  overlooked;  how- 
ever, the  player  has  a  responsibility  for  fair  play,  for 
conditioning,  and  for  reporting  his  injuries.  He  also 
has  an  obligation  to  follow  the  instructions  of  the 
physicians,  trainers,  and  coaches — which  are  de- 
signed to  help  prevent  injury.  Obviously,  without 
cooperation  from  the  athlete,  no  program  of  sports 
medicine  can  be  effective. 

The  school  officials  are  responsible  for  enforcing 
the  rules  and  regulations  that  affect  the  health  and 
safety  of  athletes  and  for  providing  adequate  equip- 
ment. 

The  role  of  the  coach  often  seems  to  be  at  odds 
with  that  of  the  physician.  The  coach  is  judged  by  his 
ability  to  build  a  winning  team.  To  win  he  must  have 
his  best  athletes  participating.  Feeling  these  pres- 
sures, he  is  understandably  interested  in  getting  his 
injured  players  back  on  the  field  as  quickly  as  possi- 
ble. He  should,  however,  have  no  say  in  determining 
the  medical  readiness  of  the  athletes,  but  only  in 
judging  their  performance  readiness.  Where  medical 
factors  are  concerned,  the  decision  should  reside 
solely  with  the  physician,  and  this  decision  must  be 
respected  by  the  coach. 

The  understanding  and  cooperation  of  the  parents 
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are  also  essential.  Parents  generally  tend  to  regard 
athletics  either  as  a  form  of  child  abuse  or  as  the 
beginning  of  a  glory  road  for  their  sons;  they  are, 
seldom  neutral.  The  parents  can  be  most  helpful 
by  supporting  the  rules  and  recommendations  of  the 
school  officials,  coaches,  and  physicians  at  home, 
and  by  helping  their  children  learn  how  to  meet 
with  equanimity  what  Kipling  referred  to  as  thei 
"twin  imposters  of  victory  and  defeat." 

The  function  of  the  athletic  trainer  is  to  coor-i 
dinate  the  roles  of  the  physician,  coach,  school,  ath- 
lete, and  parent  into  an  effective  total  program.  The( 
physician  may  decide  what  rehabilitation  is  necessary 
following  an  injury,  but  it  is  often  the  trainer  who 
implements  these  recommendations.  While  the  trainer 
should  answer  to  the  physician,  he  is  also  in  a 
position  to  understand  the  coach's  needs  and  t0| 
temper  these,  if  necessary,  with  medical  reality. 

There  are  three  areas  of  importance  to  the  phy- 
sician in  sports  medicine:  prevention,  treatment,  and 
rehabilitation.  Of  these,  in  terms  of  both  time  and 
importance,  prevention  and  rehabilitation  are  pro' 
bably  more  important  than  specific  treatment. 

PREVENTION  OF  ATHLETIC  INJURIES 

In  order  to  appreciate  fully  the  significance  ot 
athletic  injuries,  one  must  understand  the  magnitude 
of  the  problem.  There  are  presently  about  900, 00C 
high  school  boys  playing  interscholastic  football, 
in  the  United  States.  Depending  on  the  survey  cited 
from  20  to  50  percent  of  these  athletes  will  sustair 
an  injury  during  play  or  practice.  Over  the  pas; 
12  years  there  has  been  an  average  of  15.66  footbal 
fatalities  per  year,  with  a  slight  upward  trend  over  the 
past  four  years.  This  produces  an  average  rate  ol 
1.82  deaths  per  100,000  participants.1 

The  important  elements  in  the  prevention  of  ath 
letic  injuries  are: 

1.  The  pre-participation  medical  examination 
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2.  Proper  conditioning  procedures 

3.  Safe  playing  conditions 

4.  Good  coaching 

5.  Adequate  nutrition 

6.  Close  medical  supervision  by  physicians  and 
:rainers 

Medical  examination 

The  medical  examination  should  be  completed 
jefore  the  first  practice  session  takes  place.  The 
(responsibility  for  seeing  that  these  examinations  are 
properly  executed  for  each  student  athlete,  and  that 
jisqualifications  are  enforced,  should  rest  with  the 
school  physician  or,  lacking  a  school  physician,  with 
he  principal.  The  examination  should  be  performed 
n  a  physician's  office  or  other  equally  suitable  quar- 

-  ers.  The  practice  of  lining  several  hundred  boys 
jp  in  the  high  school  gymnasium  at  one  time  and 
'running  them  through"  is  no  longer  adequate.  A 

,::    standardized  athletic  participation  form  has  recently 

~  3een  approved  by  the  North  Carolina  Medical  So- 
:iety,  and  should  be  implemented  for  use  in  North 

]'':-  Carolina's  public  school  system  in  the  near  future. 
This  form  has  three  parts:  (1)  the  student's  request 

;  'or  permission  to  participate  in  specified  sports;  (2) 
:   the  student's  medical  history,   which  is  completed 

1  oy  the  parents;  and  (3)  the  physical  examination  and 
aboratory  studies  conducted  by  a  physician.  Possible 

;  disqualifying  conditions  include  acute  infections,  ob- 
vious growth  retardation,  diabetes,  jaundice,  severe 

i  •  Usual  or  auditory  impairment,  pulmonary  insuffici- 

-  :ncy,  organic  heart  disease  or  hypertension,  enlarge - 
;  tnent  of  the  liver  or  spleen,  hernia,  musculoskeletal 

!Ii   deformity  associated  with  functional  loss,  a  history 
3f  convulsions  or  concussions,  and  the  absence  of 
mi   bne  kidney,  eye,  or  testicle.  Obviously  what  con- 
stitutes a  disqualification  for  football  or  other  contact 
;:   sports  might  well  not  be  disqualifying  for  a  non- 
DU  Contact  sport  such  as  golf.  These  examinations  are 
ae .  perhaps  best  carried  out  by  the  family  physician,  and 
;  r   if  one  of  the  disqualifying  conditions  is  found,  the 
applicant  may  not  participate  unless   medical   and 
parental  releases  are  obtained. 
ES 
.     Conditioning 

:         Proper  conditioning  of  the   athlete   is  necessary 
hot  only  for  top  performance  but  for  the  prevention 
of  injuries.  That  almost  50  percent  of  all  injuries 
•    occur  during  the  first  three  weeks  of  practice  em- 
?&  phasizes  the  need  for  better  conditioning  before  body 
" '.   contact  work  begins.  The  goals  and  type  of  condi- 
:::'•'  tioning  program  vary  considerably  with  the  sport 
?'.e:   involved.  Therefore,   before  any  given  program  is 
rate   begun,  the  basic  performance  elements  of  the  sport 
should  be  studied  and  a  conditioning  program  de- 
veloped  to   fit   the   needs:    for  example,   exercises 
taxing  the  cardiorespiratory  system  are  more  impor- 
tant in  sports  requiring  continuous  activity  such  as 


cross  country  track  or  swimming  than  in  baseball. 
For  the  more  demanding  sports,  a  year-round  pro- 
gram, which  may  be  divided  into  off-season,  pre- 
season, and  in-season  conditioning,  is  desirable. 

Off-season  conditioning  is  the  best  time  for  weight 
training.  Care  should  be  taken  when  working  with 
weights  to  insure  that  the  joint  goes  through  a 
full  range  of  motion  in  order  to  avoid  the  muscle 
contracture  associated  with  the  "muscle  bound"  ath- 
lete. Both  strength  and  stamina  are  developed  by 
repeated  efforts  against  resistance;  but  strength  is 
more  effectively  increased  by  fewer  repetitions 
against  maximum  resistance,  whereas  stamina  is  de- 
veloped by  more  repetition  against  less  resistance. 
Strengthening  the  muscles  about  major  joints  such  as 
the  knee  or  cervical  spine  reduces  the  frequency  of 
injury  to  these  regions  significantly. 

Pre-season  conditioning  usually  refers  to  the  period 
of  formal  practice  before  the  season  begins.  In 
football  this  is  usually  about  three  weeks.  There  is 
no  contact  work  during  the  first  week,  and  players 
should  wear  light  clothing  with  football  shoes  and 
mouthpieces  which  are  broken  in  during  this  period. 
The  most  important  benefit  to  be  derived  from  this 
training  is  acclimatization  to  heat.  Fifteen  to  20 
percent  of  deaths  in  high  school  athletics  have  been 
attributed  to  heat  stroke,  many  of  which  might  have 
been  prevented  by  proper  acclimatization.2  The  se- 
vere heat  syndromes  result  from  an  imbalance  be- 
tween heat  production  and  loss.  Muscular  work  in- 
creases the  production  of  body  heat — sometimes  10 
to  15  times  the  basal  "rate. 

The  methods  by  which  heat  may  be  dissipated 
by  the  body  are  radiation,  conduction  convection, 
and  evaporation.  Conduction,  the  loss  of  heat  by 
contact  with  a  cooler  object,  and  convection,  which 
refers  to  heat  loss  from  movement  of  surrounding 
air,  are  relatively  unimportant  mechanisms  in  the 
process.  Radiation  is  the  most  important  method — 
until  the  ambient  temperature  approaches  body  tem- 
perature, when  perspiration  and  evaporation  become 
more  essential.  If  the  humidity  as  well  as  the  tem- 
perature is  high,  the  greater  saturation  of  the  sur- 
rounding air  reduces  the  effectiveness  of  this  method 
of  heat  loss,  thus  further  increasing  the  danger. 
While  air  movement,  temperature,  and  humidity 
cannot  be  controlled,  more  of  the  body  surface  will 
be  left  exposed  for  radiation  by  practicing  in  shorts 
and  T-shirts.  The  use  of  rubber  suits  for  rapid  weight 
reduction  programs  should  be  strongly  condemned  for 
the  reason  that  it  prevents  heat  loss  by  radiation. 

Other  important  measures  in  the  prevention  of 
heat  stroke  under  conditions  of  high  temperature 
and  humidity  are: 

1 .  Determining  the  temperature  and  humidity  con- 
ditions on  the  playing  field. 

2.  Holding  early  pre-season  practice  sessions  in 
the  cooler  hours  of  the  day  (morning  or  evening  or 
both). 
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3.  Gradually  lengthening  the  practice  period  to  a 
maximum  of  two  hours.  Only  one  workout  per 
day  should  be  held  until  at  least  four  days  of  practice 
have  passed.  Ideally,  a  one-hour  workout  should 
be  held  in  the  late  morning  or  early  afternoon, 
and  the  longer  session  beginning  about  5  or  6  p.m. 

4.  Providing  ample  supplies  of  water  and  allowing 
the  players  to  drink  as  much  as  they  wish  at  least 
twice  each  hour. 

Play  should  not  be  permitted  unless  large  quanti- 
ties of  fluids  are  available  any  more  than  it  should 
be  allowed  without  helmets  or  shoulder  pads.  In 
spite  of  the  sensation  of  fluid  sloshing  around  in  the 
stomach,  there  is  no  evidence  that  large  fluid  intake 
affects  athletic  performance.  Commonly  athletes  lose 
more  than  3  pounds  per  hour,  and  usually,  more 
than  5  pounds  during  practice.  Weight  should  be 
carefully  recorded  before  and  after  practice  so  that 
replacement  can  be  more  accurately  estimated. 
Roughly  1  pint  of  water  is  required  for  each  pound 
of  weight  loss. 

In  addition  to  water  replacement,  electrolyte  re- 
placement should  be  provided  when  weight  loss  ex- 
ceeds one  pound.  This  is  usually  accomplished  by 
administering  salt  tablets,  two  for  each  pound  of 
weight  lost  to  a  maximum  of  12  tablets.  This  amount 
may  be  reduced  to  one  tablet  per  pound  after  the 
players  have  become  better  acclimated  and  as  the 
ambient  temperature  decreases.  Salt  should  be  re- 
placed after  fluid  replacement  in  order  to  minimize 
gastric  irritation  and  increase  absorption  of  the 
tablets. 

Another  approach  to  electrolyte  replacement  is  to 
add  a  teaspoon  of  salt  to  one  gallon  of  water,  the 
palatability  of  which  can  be  increased  considerably 
by  adding  several  tablespoons  of  sugar  and  some  in- 
expensive flavoring  substance  such  as  Kool-Aid.  The 
addition  of  a  wafer  of  "K-lyte"  will  provide  about 
25  mEq  of  potassium  to  this  solution. 

In  addition  to  the  continued  development  of 
strength,  stamina,  and  agility,  the  in-season  condi- 
tioning period  should  emphasize  stretching  exercises. 
The  flexibility  produced  by  muscle-stretching  during 
warm-up  periods  is  very  important  in  the  prevention 
of  muscle  rupture — the  so-called  "pulled  muscle." 
The  current  enthusiasm  for  isometric  exercises  has 
unfortunately  reduced  the  attention  given  to  stretch- 
ing exercises.  The  warm-up  period  also  gets  the  mo- 
bilization of  oxygen  to  the  muscles  started,  thereby 
reducing  the  period  of  anaerobic  metabolism  and  the 
size  of  the  oxygen  debt  accumulated,  which  is  in- 
versely related  to  endurance. 

Nutrition 

The  many  misconceptions  and  old  wives'  tales  that 
exist  regarding  the  nutrition  of  the  athlete  leave  one, 
according  to  Cooper,3  "Fascinated,  charmed,  con- 
fused, upset,  and  puzzled."  While  it  has  never  been 
shown  conclusively  that  any  food  or  food  combina- 
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tion  promotes  superior  athletic  performance,  there!  >,;" 
are  certain  aspects  of  nutrition  that  deserve  commentjj  <fti< 

One  is  that  at  least  three  meals  a  day,  including  • " 
a  complete  breakfast,  are  necessary  for  the  growing  Iber 
athlete.  Studies  have  shown  that  breakfast  is  an  im-  - 
portant  meal  in  maintaining  top  performance. 

A  diet  of  meat — the  rarer  the  better — is  popularly^  .-gin 
associated  with  athletic  prowess;  however,  meat  is    jn 
no  more  efficiently  converted  to  skeletal  muscle  than)  He 
any  other  type  of  protein,   and  cooking  does  notj  ; 
destroy  the  beneficial  properties  of  protein.  While 
protein  is  important  in  the  diet,  it  should  not  be 
eaten  at  the  expense  of  carbohydrate  and  fat,  which 
provide  fuel  for  the  work  of  muscle  cells.  Fats  are  a, 
more   important   source  of  fuel  for  mild  exercise,; 
but  as  effort  becomes  more  strenuous,  carbohydrates 
play  an  increasingly  important  role.  A  high  carbohy- 
drate diet  for  several  days  before  an  athletic  event 
will  increase  muscle  glycogen  stores  for  use  during 
the  contest.  Also,  carbohydrates  are  10  percent  more 
efficient  in  their  use  during  the  contest,   and  are! 
10  percent  more  efficient  in  their  use  of  oxygen  than 
fats. 

The  pre-game  meal  has  received  much  attention 
and  comment.  The  objective  of  this  meal  is  not  to 
enhance  athletic  performance,  but  to  avoid  hindering 
it.  The  meal  should  be  easily  digestible,  since  pre 
game  tension  increases  sympathetic  nervous  system 
activity  which  delays  gastric  emptying.  This  delay  .. 
is  caused  primarily  by  pylorospasm,  which  produces; 
the  well  known  "knot  in  the  stomach."  The  relative 
ease  of  digesting  liquids  has  led  to  the  currently 
popular  liquid  pre-game  meal.  Carbohydrates  are 
an  important  ingredient  in  this  meal,  but  protein  and 
fat  should  be  avoided.  Fatty  foods  delay  stomach 
emptying  and  protein  catabolism  leaves  end  products 
which  must  be  excreted  by  the  kidneys.  Since  renal 
function  is  decreased  during  athletic  activity,  these, 
acid  end  products  may  accumulate,  contributing  t0| 
fatigue  and  muscle  cramps. 

Caloric  intake  must  be  sufficient  to  maintain  the 
desirable  body  weight — another  reason  for  maintain-, 
ing  weight  charts  for  each  player.  This  will  usually 
entail  between  4,000  and  6,000  calories  per  day, 
depending  on  the  size  of  the  athlete  and  the  energy 
demands  of  the  particular  sport. 

A  word  should  also  be  said  about  the  ergogenic 
aids.  None  of  the  agents  often  used  in  an  attempt 
to  increase  athletic  performance — hormones,  vita 
mins,  pep  pills,  or  enzyme  tablets — has  been  shown 
to  enhance  athletic  ability.  They  tend  to  be  used  more 
by  "losers,"  and  the  potential  harmful  effects  such 
as  addiction  or  premature  epiphyseal  closure  makes 
their  use  unwise. 
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Playing  Conditions 

The  playing  conditions  under  which  games  or 
practices  take  place  are  extremely  important  in  the 
prevention  of  injury.  Factors  to  be  considered  are 
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c,::  irotective  equipment,  medical  equipment,  the  field 
if  play,  the  age  and  size  of  other  players,  and  weather 

^  tonditions. 

'  There  is  unfortunately  a  tremendous  variation  in 
he  quality  as  well  as  quantity  of  equipment  available 
o  the  high  school  athlete.  Cheap  equipment  is  never  a 

-  Bargain.   Certain  guidelines   are  helpful  in  the  se- 

■  ection  of  helmets,  shoulder  pads,  and  shoes. 

The  helmet  should  fit  snugly  and  have  an  ade- 
juately   functioning  webbed   suspension   system.    It 
ihould  not  extend  down  the  back  of  the  neck  where 
t  may  act  as  a  fulcrum  when  the  neck  is  extended. 
Recently  a  new  type  of  headgear  called  the  "air" 
helmet  has  been  developed  (by  Riddell).  This  helmet 
s  lined  by  12  air  sacs  that  can  be  inflated  to  con- 
orm  to  the  exact  shape  of  the  head.  These  helmets 
llso  contain  water  cells  that  further  cushion  the  head. 
They  are  not  much  more  expensive  than  the  suspen- 
-■    ;ion  helmets,  and  early  users  have  been  enthusiastic 
kbout  the  protection  they  afford,  if  not  about  the 
"•    difficulty  in  removing  them.  Various  types  of  face 
irc  tnd  mouth  protectors  are  now  standard  equipment 
n  most  schools  and  should  be  used  by  all  players. 
Shoulder  pads  should  protect  the  sternum,  clavi- 
cles, and  acromio-clavicular  joints.  They  do  not  pre- 

-  rent  dislocation  of  the  shoulder.  The  chest  pieces 
•c:  should  meet  in  the  midline,  and  the  pads  should  fit 
'  close  to  the  neck  to  help  prevent  the  lateral  flexion 
' ;:   Injuries  that  produce  the  so-called  "pinched  nerve" 

•    'rom  a  stretch  of  the  contralateral  brachial  plexus. 
K--:  jThe  cantilever  type  of  pad  appears  to  afford  the  best 
irK:  protection  of  the  clavicle  and  acromioclavicular  joint. 
:;;    The  position  played  by  the  athlete  is  also  a  factor 
:     in  selecting  the  type  of  pads  to  be  used — for  ex- 
ample, defensive  backs  need  heavier  pads  for  tack- 
' ;-   ling  than  offensive  backs  need  for  passing  or  running. 
::-   Many  injuries  are  produced  by  helmets  and  shoulder 
"   pads,  and  there  is  increasing  evidence  that  both  of 
::.;   [these  devices  should  also  be  padded  externally  to 
prevent  injury  to  opponents. 

Shoes  also  deserve  special  mention.  The  incidence 

of  knee  and  ankle  injury  is  clearly  increased  by  the 

■'-  fixation  of  the  foot  produced  by  cleats.  In  general, 

-  the  fewer,  sharper,  and  longer  the  cleats,  the  greater 

c-  the  fixation  of  the  foot.  Football  shoes  have  been 

modified  in  many  different  ways  in  an  effort  to  reduce 

:■    foot  fixation  while  maintaining  traction.  In  one  study, 

■  now  known  as  the  Philadelphia  study,  a  marked 
decrease  in  the  incidence  and  severity  of  knee  and 
ankle   injuries   was    recorded   when   a   soccer   style 

::     shoe  was  substituted  for  the  traditional  football  shoe. 

?  ■-  'The  soccer  shoe  has  shorter,  broader  cleats  and  twice 
as  many. 

Of  course,  no  equipment  will  be  effective  unless 
it  is  worn,  and  care  should  be  taken  to  see  that  the 
athlete  is  properly  and  completely  equipped  during 

■■•    ipractices  as  well  as  games.  The  maintenance  of  equip- 

-  ment  is  also  important  if  it  is  to  continue  to  serve 
.  I  its  protective  function.  There  is  often  a  considerable 


difference  between  the  equipment  that  a  boy  starts 
with  in  August  and  what  he  finishes  with  in  Novem- 
ber, so  it  must  be  checked  repeatedly  for  signs  of 
wear  or  damage. 

A  more  controversial  protective  device  is  the  ankle 
wrap.  Those  who  object  to  wrapping  or  taping  ankles 
feel  that  preventing  motion  in  the  subtalar  joint 
simply  eliminates  a  safety  valve  for  the  knee,  thereby 
increasing  the  risk  of  the  knee  injury.  It  has  also  been 
pointed  out  that  taping  loses  up  to  40  percent  of  its 
effectiveness  after  10  to  15  minutes  of  play  and  it 
is  therefore  of  little  value.  Others  take  the  position 
that  taping  is  important,  pointing  out  that  the  muscu- 
lar support  of  the  ankle  is  weak  compared  to  that 
of  the  knee,  so  that  strengthening  exercises  cannot 
protect  the  ankle  as  effectively  as  the  knee.  In 
addition,  there  are  studies  showing  that  not  only 
are  ankle  sprains  reduced  by  any  type  of  wrapping 
or  taping,  but  there  is  no  difference  in  the  rate  of 
knee  injury  with  or  without  the  use  of  ankle  taping.3 
Most  authorities  would  probably  agree  that  taping 
the  ankle  in  basketball  (without  cleats)  does  elimi- 
nate the  inversion  sprain  by  keeping  the  foot  flat, 
and  that  it  is  therefore  indicated  in  this  sport.  For 
those  with  a  history  of  knee  injury,  however,  taping 
should  be  avoided. 

Medical  equipment  should  also  be  readily  avail- 
able, including  an  emergency  bag,  a  portable  litter 
with  blankets,  sand  bags,  and  an  ambulance  or  station 
wagon  for  transportation  of  an  injured  player  on  a 
stretcher.  Access  to  a  non-pay  telephone  for  rapid 
communication  with  hospital  or  parents  should  also 
be  insured. 

The  condition  of  the  field  of  play  usually  receives 
very  little  attention.  In  football  the  field  should  be 
inspected  repeatedly  to  insure  that  it  is  free  of  defects 
and  debris.  It  should  be  evenly  sodded  and  pre- 
ferably slightly  higher  in  the  center  than  at  the  edges 
for  better  drainage.  The  question  of  artificial  versus 
natural  turf  in  the  prevention  of  football  injuries 
has  not  been  fully  resolved.  Good  comparative  stu- 
dies are  not  available,  although  a  recent  study  by 
Kretzler  indicates  that  the  incidence  of  knee  and 
ankle  injuries  is  approximately  the  same  whether  one 
is  playing  on  artificial  or  natural  turf.1 

Another  important  playing  condition  is  the  equali- 
zation of  competitors  not  only  by  age  but  also  by 
size.  If  these  factors  are  considered  there  is  no  reason 
why  younger  age  groups  cannot  participate  in  com- 
petitive athletics.  In  fact,  there  is  probably  less  danger 
from  well  supervised  football  among  equals  than 
from  skateboards  or  other  backyard  activities. 

We  have  already  alluded  to  the  importance  of  tem- 
perature and  humidity  in  the  production  of  heat 
illness.  There  are  three  heat  syndromes:  heat  cramps, 
heat  exhaustion,  and  heat  stroke.  Heat  cramps  are 
painful  muscle  contractions  resulting  from  loss  of  salt 
through  excessive  sweating.  They  usually  occur  fol- 
lowing fluid  replacement  without  electrolyte  replace- 
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ment  and  thus  represent  a  form  of  water  intoxication. 
The  treatment  is  salt  replacement.  Heat  exhaus- 
tion is  recognized  by  prostration,  profuse  sweating, 
occasional  vomiting  and  a  temperature  elevation  not 
exceeding  102  degrees.  The  treatment  for  this  syn- 
drome is  rest  and  salinated  fluid  replacement.  Heat 
stroke  is  less  common  but  more  catastrophic.  The 
pathogenesis  of  this  condition  seems  to  be  a  failure 
in  the  sweating  mechanism,  but  just  how  this  occurs 
is  unknown.  The  onset  is  usually  abrupt  and  charac- 
terized by  confusion,  a  staggering  gait,  the  absence 
of  sweating,  and  a  body  temperature  of  105  degrees 
or  more.  The  mortality  rate  is  from  10  to  80  percent 
and  depends  almost  entirely  on  the  rapidity  and  ade- 
quacy of  treatment.  Heroic  measures  to  cool  the 
patient  are  necessary.  Immersion  in  a  tub  of  ice 
water,  under  the  supervision  of  a  physician,  is  per- 
haps the  most  effective  way  to  accomplish  this. 

The  coach  is  the  most  important  person  in  the 
protection  of  health  and  safety  of  the  athlete.  This 
statement  derives  from  the  fact  that  proper  condi- 
tioning of  the  athlete  is  the  major  determinant  in  the 
prevention  of  injuries,  and  the  coach  is  responsible 
for  the  conditioning  program.  In  addition,  the  coach 
teaches  the  proper  techniques  of  blocking  and  tack- 
ling. Many  injuries  result  from  improper  application 
of  these  techniques  or  the  use  of  tactics  such  as 
spearing,  grabbing  the  face  mask,  clipping,  and  pil- 
ing on.  Spearing,  or  hitting  the  opponent  with  the 
head,  puts  the  head  and  neck  out  front,  where  they 
don't  belong,  and  has  been  incriminated  in  60  per- 
cent of  the  head  injuries  and  44  percent  of  the  neck 
injuries  in  one  series  of  cases."  Spearing  may  injure 
either  the  head  and  neck  of  the  person  doing  the 
spearing  or  may  produce  serious  soft  tissue  damage 
to  the  viscera  of  the  opponent  receiving  the  blow. 
The  player  should  be  coached  to  hit  his  opponent 
with  his  head  up  rather  than  down,  thus  reducing  the 
likelihood  of  a  flexion  injury  to  the  neck.  Grabbing 
the  face  mask  has  also  been  outlawed  because  of  the 
danger  of  hyperextension  or  rotation  injuries  to  the 
cervical  spine.  The  dangers  of  clipping  and  piling 
on  are  well  known.  Cross  body  blocking  is  also 
the  cause  of  many  injuries,  and  this  hazardous  prac- 
tice will  probably  be  outlawed  in  the  near  future. 

Another  factor  in  the  prevention  of  injury  is  proper 
physician  coverage  of  both  practice  and  games.  In 
most  communities  this  degree  of  coverage  is  not 
feasible,  and  in  very  small  communities  even  game 
coverage  by  a  physician  may  be  difficult  to  achieve. 
In  the  large  communities  the  county  medical  society 
should  appoint  a  committee  on  the  medical  aspects 
of  sports  to  designate  team  physicians  for  the  various 
high  school  athletic  teams.  In  some  cases,  physicians 
from  larger  cities  may  be  called  upon  to  serve  as 
team  physicians  for  high  schools  in  nearby  small 
towns  that  do  not  have  enough  physician  coverage. 
Depending  upon  his  interest  and  time,  the  physician 
can  also  play  a  role  in  the  conditioning,  nutrition, 
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and  supervision  of  playing  conditions. 

Where  physicians  are  not  available,  and  this  almost 
always  means  practice  sessions,  an  athletic  trainer  ' 
can  sometimes  serve  as  a  substitute.  It  is  important  | 
that  the  trainer  be  responsible  to  a  physician  rather 
than  the  coach  so  that  decisions  concerning  player 
participation  can  be  made  on  medical  grounds  alone. 
The  trainer  also  plays  a  role  in  conditioning;  first 
aid;  application  of  protective  devices;  the  selection, 
care,  and  fitting  of  equipment;  supervision  of  the 
playing  areas,  as  well  as  in  the  implementation  of 
thereapy  and  rehabiltation  prescribed  by  the  physi- 
cian. 

TREATMENT  OF  ATHLETIC  INJURIES 

O'Donoghue7  has  listed  "five  A's"  or  precepts 
that  are  important  in  the  treatment  of  the  injured 
athlete: 

1.  "Accept  athletics."  If  the  patient  believes  that 
the  doctor  is  opposed  to  athletics,  rapport  is  immedi- 
ately lost  between  the  patient  and  physician. 

2.  "Avoid  expediency."  The  desire  to  get  the  star 
quarterback  ready  for  Saturday's  BIG  GAME  may 
place  reason  under  the  sway  of  expediency.  Remem- 
ber that  nature  grants  no  healing  favors  to  premium 
athletes. 

3.  "Adopt  the  best  method  of  treatment."  If  a  cast 
operation  is  necessary,  don't  put  it  off  in  the  hope 
that  the  patient  will  "get  by"  without  it. 

4.  "Act  promptly."  Unnecessary  delay  not  only 
makes  treatment  difficult  but  prolongs  the  period  of 
rehabilitation. 

5.  "Achieve  perfection."  Our  therapeutic  efforts 
should  be  directed  at  100  percent  return  of  function. 

In  general,  treatment  of  the  injured  athlete  may  be 
divided  into  two  phases:  the  initial  treatment  or  first 
aid  (which  includes  the  diagnosis  and  prevention  of 
further  injury),  and  definitive  treatment,  which  may 
be  nonsurgical  or  surgical. 

The  first  step  in  the  treatment  of  any  injury  is  a 
full  appreciation  of  its  type  and  severity.  Diagnosis  is 
usually  made  more  difficult  by  the  presence  of  edema 
and  muscle  spasm;  therefore,  every  effort  should  be 
made  to  examine  the  injured  part  before  these  local 
conditions  develop.  The  examination  carried  out  on 
the  sidelines  must  of  necessity  be  cursory.  If  the  pre- 
cise extent  of  the  injury  cannot  be  determined  there, 
the  player  should  be  transferred  to  the  field  house  or 
hospital  where  he  can  be  placed  on  an  examining 
table  and  undressed.  This  practice  also  enables  the 
examination  to  be  carried  out  in  privacy,  away  from 
curious  fans,  players,  and  coaches.  The  initial  exami- 
nation should  include  a  history  that  will  elicit  infor- 
mation not  only  regarding  the  mechanism  of  injury 
but  also  relative  to  immediate  deformity,  spontane- 
ous reduction,  and  any  sensation  of  tearing  or  slip- 
ping. Definitive  diagnosis  may  not  be  possible  with- 
out x-ray,  and  special  x-ray  techniques  such  as  stress 
films  or  arthrography  are  occasionally  necessary. 

Further  injury  may  be  prevented  by  the  use  of 
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splints  and  stretchers  and  the  avoidance  of  anesthe- 
izing  injections  that  allow  an  athlete  to  return  and 
ncur  further  damage  without  the  protective  influence 
of  pain. 

The  definitive  treatment  of  specific  injuries  is  be- 
yond the  scope  of  this  presentation.  The  indications 
for  operative  versus  nonoperative  treatment  of  frac- 
tures vary  according  to  many  factors,  including  the 
type  and  location  of  the  fracture  and  the  presence  of 
or  absence  of  comminution.  Minor  ligamentous  in- 
juries involving  no  loss  of  function  in  the  injured 
jigament  may  be  treated  by  ice  and  early  motion.  In 
general,  moderate  ligamentous  damage  involving 
some  loss  of  supporting  function  of  the  ligament  are 
preferably  treated  by  a  period  of  cast  immobilization; 
and  total  disruption  of  major  ligaments  should  be 
considered  for  surgical  repair,  since  sutured  liga- 
ments have  been  shown  to  unite  earlier  with  greater 
tensile  strength  than  those  treated  conservatively. 

REHABILITATION 


::; 


The  third  area  of  physician  concern  in  sports 
medicine  is  rehabilitation.  The  goal  of  rehabilitation 
ay  be  stated  as  a  result  marked  by  sound  union, 
ormal  anatomy,  and  full  function — all  in  the  short- 
st  possible  time.  This  goal  applies  to  the  treatment 
f  ligament  and  muscle  injury  as  well  as  to  fractures. 
In  general  an  athlete  may  return  to  competition  when 
pain,  local  tenderness,  and  swelling  have  disappeared 
and  a  full  range  of  joint  motion  with  normal  strength 
in  the  limb  is  present.  Return  of  the  athlete  to  play- 
g  conditions  prior  to  complete  rehabilitation 
eatly  increases  his  chance  of  re-injury.  It  has  been 
stimated  that  the  incidence  of  injury  following  one 
knee  injury  is  many  times  that  in  a  previously  nor- 
al  knee,  an  incidence  that  is  largely  attributable  to 
incomplete  rehabilitation  prior  to  return  to  competi- 
tion. 

Another  common  error  in  rehabilitation  is  failure 
to  appreciate  the  need  to  strengthen  all  muscle 
groups  in  the  injured  limb.  For  example,  following  a 
knee  injury,  great  emphasis  is  placed  on  rehabilita- 
tion of  the  quadriceps  and  rightly  so.  However,  the 
hamstrings  should  also  be  strengthened,  since  they 
also  serve  a  protective  function  for  the  knee  and  have 
become  weak  and  atrophic  as  a  result  of  immobiliza- 
tion. Similarly  the  muscles  of  the  hip  and  calf  have 
become  weaker  and  require  rebuilding  if  the  athlete 
is  to  regain  the  same  precision  and  power  of  move- 
ment he  had  prior  to  injury. 


SUMMARY 

By  way  of  summary,  I  would  like  to  quote  the 
Bill  of  Rights  for  the  school  and  college  athlete  as 
developed  by  the  Committee  on  the  Medical  Aspects 
of  Sports  of  the  American  Medical  Association. 

Participation  in  athletics  is  a  privilege  involving 
both  responsibilities  and  rights.  The  athlete  has  the 
responsibility  to  play  fair,  to  give  his  best,  to  keep 
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in  training,  and  to  conduct  himself  with  credit  to  his 
sport  and  his  school.  In  turn  he  has  the  right  to  opti- 
mal protection  against  injury  as  this  may  be  assured 
through  good  technical  instruction,  proper  regulation 
and  conditions  of  play,  and  adequate  health  super- 
vision. Included  are: 

Good  coaching:  The  importance  of  good  coaching 
in  protecting  the  health  and  safety  of  athletes  cannot 
be  minimized.  Careful  conditioning  and  technical  in- 
struction leading  to  skillful  performances  are  signifi- 
cant factors  in  lowering  the  incidence  and  decreasing 
the  severity  of  injuries.  Also,  good  coaching  includes 
the  discouragement  of  tactics,  outside  either  the  rules 
or  the  spirit  of  the  rules,  which  may  increase  the 
hazard  and  thus  the  incidence  of  injuries. 

Good  officiating:  The  rules  and  regulations  gover- 
ning athletic  competition  are  made  to  protect  players 
as  well  as  to  promote  enjoyment  of  the  game.  To 
serve  these  ends  effectively  the  rules  of  the  game 
must  be  thoroughly  understood  by  players  as  well  as 
coaches  and  be  properly  interpreted  and  enforced  by 
impartial  and  technically  qualified  officials. 

Good  equipment  and  facilities:  There  can  be  no 
question  about  the  protection  afforded  by  proper 
equipment  and  right  facilities.  Good  equipment  is 
now  available  and  is  being  improved  continually;  the 
problem  lies  in  the  false  economy  of  using  cheap 
worn  out,  outmoded,  or  ill-fitting  gear.  Provision  of 
proper  areas  for  play  and  their  careful  maintenance 
are  equally  important. 

Good  health  supervision  including  the  following: 

First — a  thorough  preseason  history  and  medical 
examination.  Many  of  the  sports  tragedies  which  oc- 
cur each  year  are  due  to  unrecognized  health  prob- 
lems. Medical  contraindications  to  participation  in 
contact  sports  must  be  respected. 

Second — a  physician  present  at  all  contests  and 
readily  available  during  practice  sessions.  It  is  unfair 
to  leave  to  a  trainer  or  coach  decisions  as  to  whether 
an  athlete  should  return  to  play  or  be  removed  from 
the  game  following  injury.  In  serious  injuries  the 
availability  of  a  physician  may  make  the  difference 
in  preventing  disability  or  even  death. 

Third — medical  control  of  the  health  aspects  of 
athletics.  In  medical  matters,  the  physician's  author- 
ity should  be  absolute  and  unquestioned.  Today's 
coaches  and  athletic  trainers  are  happy  to  leave 
medical  decisions  to  the  medical  profession.  They 
also  assist  in  interpreting  this  principle  to  students 
and  the  public. 
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Editorials 


SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes original  contributions  to  its  scientific  pages, 
expecting  only  that  they  be  under  review  solely  by 
this  Journal  at  a  given  time,  and  that  they  follow  a 
few  simple  guidelines.  The  guidelines  are  as  follows: 


1.  Subject  Matter 

Educational  articles,  especially  those  in  which  particular 
applications  to  the  practice  of  medicine  in  North  Carolina 
are  developed,  are  one  of  the  main  objectives  of  this 
Journal. 

Articles  reporting  original  work  by  North  Carolina  phy- 
sicians are  invited,  whether  the  work  is  done  in  a  clinic,  a 
laboratory,  or  both.  The  editor  and  his  consultants  will 
evaluate  the  work  by  the  usual  criteria,  including  a  proper 
discussion  of  previous  work,  control  observations,  and  sta- 
tistical tests  where  indicated. 

Historical  articles,  especially  those  dealing  with  local  his- 
tory, are  considered  of  real  value  and  interest. 

2.  Manuscripts 

An  original  and  a  carbon  copy  of  the  manuscript  should 
be  submitted,  one  for  review  by  the  editorial  staff,  the  other 
by  referees.  The  manuscript  should  be  typed  on  standard- 
size  paper,  double-spaced,  with  wide  margins  (one  inch  on 
each  side). 

3.   Bibliographic  References 

References  to  books  and  articles  should  be  indicated  by 
consecutive  numerals  throughout  the  text  and  then  typed, 
double-spaced,  on  a  separate  page  at  the  end  of  the  manu- 
script. Books  and  articles  not  indicated  by  numerals  in  the 
paper  should  not  be  included. 

References  will  be  much  more  valuable  to  the  reader  if 
they  are  given  in  a  proper  form  and  contain  the  full  infor- 
mation necessary  to  locate  them  easily.  The  North  Caro- 
lina Medical  Journal  follows  the  form  used  in  the  journals 
of  the  American  Medical  Association  and  the  Index  Medius, 
giving  the  author's  surname  and  initials,  title  of  the  article, 
name  of  the  periodical,  volume,  inclusive  page  numbers,  and 
the  date  of  publication.  It  is  believed  that  this  style  makes  it 
easier  for  the  reader  to  judge  whether  the  reference  is  likely 
to  prove  useful  to  him,  and  enables  him  to  locate  it  more 
quickly. 

4.  Tables  and   Illustrations 

Tables  and  legends  for  illustrations  should  be  typed  on 
separate  sheets  of  paper.  The  illustrations  should  be  glossy 
black-and-white  prints  or  line  drawings.  It  is  necessary  to  ob- 
tain permission  from  the  author  or  publisher  to  reproduce 
illustrations  which  have  been  published  elsewhere.  Costs  in 
excess  of  $15.00  for  illustrations  are  borne  by  the  author. 
Costs  for  setting  of  tables  are  also  borne  by  the  author  as  are 
charges  for  art  work  which  might  be  needed  for  proper 
printing  of  figures. 


5.  Style 

The  style  followed  by  this  Journal  will  be,  in  general,  that 
outlined  in  the  Style  Book  issued  by  the  Scientific  Publica- 
tions Division  of  the  American  Medical  Associaton,  John  H. 
Talbot,  M.D.,  director.  All  manuscripts  are  subject  to  edi- 
torial revision  for  such  matters  as  spelling,  grammar,  and 
the  like. 

By  following  the  above  suggestions,  writers  will  greatly 
expedite  the  publication  of  papers  accepted  by  the  North 
Carolina  Medical  Journal. 

DONT  WHISTLE  WHILE  YOU  WORK- 
SMOKE  PIPES  AND  CIGARS? 

The  tobacco  industry  has  taken  some  heavy  abuse 
from  the  environmentalists  and  public  health  people, 
but  they  may  be  getting  some  unsolicited  support 
from  that  quarter  too.  Holcomb  and  Meigs,  writing 
in  the  Archives  of  Environmental  Health  (25:295- 
300,  Oct.  1972),  report  a  study  of  absenteeism  for 
medical  reasons  among  226  male  employees  of  a 
manufacturing  concern  over  a  nine-year  period.  First, 
from  the  tobacco  industry's  point  of  view,  came 
the  bad  news.  Cigarette-smoking  was  associated 
with  a  high  rate  of  absenteeism.  Then  the  different 
(good)  news — pipe  and  cigar-smoking  was  associated 
even  more  strongly  with  low  medical  absenteeism, 
lower  even  than  that  of  nonsmokers.  Next  came  the 
cautionary  note.  There  was  enough  overlap  among 
the  groups  to  keep  anyone  from  jumping  to  con- 
clusions, and  the  authors  did  a  good  job  of  pointing 
out  the  pitfalls  of  rashness. 

Now,  like  all  statistical  studies  this  one  raises 
more  questions  than  it  answers.  Were  the  cigarette 
smokers  Marlboro-men  types,  and  thus  more  likely 
to  be  doing  interesting  things  over  the  weekend  that 
kept  them  out  on  Monday?  Did  the  cigar  smokers 
drive  everyone  away  with  the  stink  and  thus  have 
to  come  to  work  to  find  someone  to  talk  to?  Did  the 
pipe  smokers  spend  so  much  time  keeping  the  thing 
stuffed  and  lit  that  they  lost  money  doing  so  on  their 
own  time?  Do  the  additives  in  cigarettes  bring  about 
loss  of  ambition,  while  those  in  pipe  and  cigar  to- 
bacco lead  to  reassumption  of  the  work  ethic?  These 
are  just  samples  of  the  questions  any  right-thinking 
biologist  might  come  up  with  reading  what  Holcomb 
and  Meigs  have  brought  forth.  There  is  a  career  or 
two  in  that  paper  alone,  and  further  reports  will  be 
read  with  great  interest  down  this  way. 
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ipirin  Compound  with 
leine  usually  provides 
relief  needed. 


Bursitis 


ieneral,  only  pain  so  severe 
It  it  requires  morphine  is 
'"■•b/ond  the  scope  of 
'■'pirin  Compound  with  Codeine. 

prescribing  convenience: 

i  up  to  5  refills  in  6  months, 
i'our  discretion  (unless 

trictedbystatelaw);by 
E?phone  order  in  many  states. 

airin  Compound  with 

eine  No.  3,  codeine 
Dsphate*  32.4  mg.  (gr.  %); 
.  4,  codeine  phosphate* 
8mg.  (gr.  l).*Warning- 
y  be  habit-forming.  Each 
let  also  contains:  aspirin 
3y2,  phenacetin  gr.  2V2, 
feine  gr.  V2. 
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COMPOUND 

c  CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  is  a  Sched- 
ule V  substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2  years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 
Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 
Precautions:  Addiction  (dependency)  to  dipheno 
late  HCI  is  theoretically  possible  at  high  dosage, 
not  exceed  recommended  dosages.  Administers 
caution   to    patients    receiving    addicting    drugs 
known  to  be  addiction  prone  or  having  a  history 
drug  abuse.  The  subtherapeutic  amount  of  atrop 
is   added   to  discourage   deliberate   overdosai 
strictly  observe  contraindications,  warnings  and  I 
cautions  for  atropine;   use  with  caution   in  child 
since  signs  of  atropinism  may  occur  even  with 
recommended  dosage. 
Adverse  reactions:  Atropine  effects  include  dryrn 


of  skin  and  mucous  membranes,  flushing -and  ij  ,  "■'- 
nary  retention.  Other  side  effects  with   Lomotil       ':■ 
elude   nausea,   sedation,   vomiting,   swelling   of 


gums,  abdominal  discomfort,  respiratory  depressi'    -:;'• 
numbness  of  the  extremities,   headache,  dizzinei   \:- 
depression,    malaise,    drowsiness,    coma,    lethal 
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JT  a,  restlessness,  euphoria,  pruritus,  angioneu- 
'piema,  giant  urticaria  and  paralytic  ileus. 

and  administration:  Lomotil  Is  contraindi- 
!n  children  less  than  2  years  old.  Use  only 
I  liquid  for  children  2  to  12  years  old.  For 
is  to  5  years,  4  ml.  (2  mg.)  t.i.d.;  5  to  8  years, 
112  mg.)  q.i.d.;  8  to  12  years,  4  ml.  (2  mg.)  5 
lyaily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10 
mg.)  q.i.d.  Maintenance  dosage  may  be  as 
one  fourth  of  the  initial  dosage.  Make  down- 
)sage  adjustment  as  soon  as  initial  symptoms 
trolled. 

,  Isage.-  Keep  the  medication  out  of  the  reach 
crdren  since  accidental  overdosage  may  cause 
■e  even  fatal,  respiratory  depression.  Signs  of 
irtfiage  include  flushing,  lethargy  or  coma,  hypo- 
Weflexes,  nystagmus,  pinpoint  pupils,  tachy- 
B'and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a  patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a  narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 
Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid.  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5  ml.  A  plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2  ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  ot  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5  ml.  A  plastic  dropper  calibrated  in  in- 
crements of  Va  ml.  (total  capacity,  2  ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


The  causes  of  diarrhea  are  as 
varied  as  man's  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a  drug  that  will 
usually  stop  diarrhea  promptly. 
For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea, 

10M0TIL 

TABLETS/LIQUID 

Each  tablet  and  each  5  ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 
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Address  medical  inquiries  to: 

G.  D.  Searle  &  Co.,  Medical  Department 

Box  5110,  Chicago,  Illinois  60680 
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MINOCIN  made  the  difference  in  just  eight  days: 


Clinical  Data: 
Patient:  47-year-old  male. 
Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mgsrar,  100  mg  every  12 
hours.  Medication  began  9/7/71 .  By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 
Concomitant  therapy:  Nonet 


Semisynthetic 


MINOCIN 

MINOCYCLINE  HO 

Capsules,  100mg:2srar,  1  q  12  h. 


Minocycline  is  a  tetracycline  with  activity  against  a  wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  Pre- 
matures, given  oral  doses  of  25  mg./kg.  every  6  hours,  dem- 
onstrated a  decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discon'  nued.  Tetracyclines  are  present  in  the  milk 
of  lactatmg  women  who  are  taking  a  drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adiustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A  beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  coniunction  with  penicillin. 
Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands:  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophils. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


'Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  ol 
choice  in  the  treatment  of  any  staphylococcal  infection. 

fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 

LEDERLE  LABORATORIES,  A  Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  436-2 
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Emergency 

Medical 

Services 


A.  I.  Doktorsky,  M.D.* 

Abstracted  from  Volume    1,   No.  5,  July,   1972 

I  Increased  use  of  emergency  facilities,  both  with 
rue  emergencies  and  as  primary  care  facilities,  has 
•laced  great  demands  on  hospital  emergency  facili- 
_ies  today.  One  of  the  most  striking  demands  is 
hat  of  adequate  medical  personnel.  Methods  for 
■taffing  emergency  rooms  are  numerous  and  the 
nethod  of  staffing  must  be  individualized  to  each 
tospital  and  to  each  community's  particular  needs 
ind  capabilities. 

If  house  staff  and  a  teaching  program  in  the  com- 
nunity  are  available,  this  is  an  ideal  way  to  staff 
in  emergency  room.  It  carries  with  it  the  advantage 
)f  a  rather  sizeable  pool  of  physicians  who  can 
:over  the  emergency  medical  services  on  a  24-hour 
3asis  as  well  as  providing  learning  experience  for 
hese  physicians. 

Another  method  involves  rotating  a  panel  or  team 

)f  physicians,  usually  headed  by  one  senior  or  re- 

ponsible  physician.    This  panel,  in  general,  rotates 

n  a  weekly  or  monthly  basis. 

A  newer  form  of  emergency   medical   coverage 

hich  is  gaining  popularity  is  that  of  contracting 

oups  of  physicians  to  provide  emergency  medical 

ervice.  In  general  their  compensation  is  guaranteed 


Member,  American  Academy  of  General  Physicians. 


by  the  hospital,  and  the  responsibility  for  medical 
coverage  is  provided  by  the  group  at  its  own  discre- 
tion, meeting  minimal  requirements. 

One  of  the  older  methods — that  of  rotating  the 
available  staff  physicians  of  the  hospital  to  cover 
the  emergency  room — is  still  in  effect  in  many  situa- 
tions. 

Finally,  the  Emergency  Medical  Corporation, 
which  consists  of  a  group  of  physicians  whose  only 
practice  is  that  of  covering  one  or  more  emergency 
departments  is  becoming  increasingly  popular.  In 
some  instances,  they  also  handle  the  large  outpatient 
department  load  of  a  hospital. 

In  all  of  these  systems,  the  physicians  assigned  to 
the  emergency  room  generally  confine  their  practice 
to  the  emergency  room  or  the  outpatient  department. 
If  hospitalization  is  required,  they  refer  the  patient 
into  the  hospital  under  the  care  of  an  appropriate 
physician. 

No  single  one  of  these  various  methods  will  fit  the 
needs  or  capabilities  of  every  community.  In  choos- 
ing such  a  system,  factors  including  the  availability, 
medical  needs  of  the  community,  patient  acceptance 
of  such  a  system,  and  so  forth,  must  be  considered. 
Any  one  of  these  efforts'  success  ultimately  depends 
on  the  cooperation  of  the  medical  community  and 
the  patient  community  as  a  whole. 

— O.  Drew  Grice,  M.D. 


Committees  and 
Organizations 


COMMITTEE  ON  MARRIAGE  COUNSELLING 
&  FAMILY  LIFE  EDUCATION 

Southern  Pines,  Sept.  28,   1972 
The  Committee  adopted  a  recommendation  made 
by  Dr.  John  Reckless  that: 

At  the  next  meeting  of  the  North  Carolina  Medical 
Society,  if  this  is  still  feasible,  there  be  a  two-hour 
period  set  aside  when  physicians,  their  wives,  nurses, 
and  anyone  else  may  come  to  listen  to  speakers  from 
within  the  state  present  20-minute  talks  followed 
by  a  one-hour  panel  discussion  on  such  things  as 

January  1973,  NCMJ 


how  to  take  a  sexual  history,  common  sexual  dis- 
orders prevailing  in  medical  practice,  and  the  latest 
information  concerning  contraceptives. 

Dr.  Eleanor  Easley,  chairman,  brought  the  Com- 
mittee's attention  to  the  desire  on  the  part  of  young 
society  members  for  the  active  support  of  the  Society 
on  the  following  resolution  which  the  House  of 
Delegates  of  the  North  Carolina  Medical  Society 
had  already  passed: 

Resolved,  that  the  North  Carolina  Medical  Society 
go  on  record  as  considering  an  abortion  to  be  an 
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elective  surgical  procedure  which  should  only  be 
performed  by  a  licensed  physician;  and  further,  that 
the  decision  to  perform  an  abortion  should  be  made 
by  the  woman  and  her  physician;  recognizing  that 
the  physician  has  the  responsibility  in  each  instance 
to  make  sure  that  his  patient  has  fully  considered 
the  alternative  to  terminating  her  pregnancy  and  is 
not  being  coerced  into  seeking  an  abortion.  Further- 
more, any  physician  whose  personal  beliefs  are  in 
conflict  with  the  surgical  interruption  of  a  pregnancy 
should  under  no  circumstances  be  required  to  per- 
form an  abortion;  and  be  it  further 

Resolved,  that  the  Medical  Society  approve  the 
passage  of  a  bill  concerning  the  interruption  of 
pregnancy  which  incorporates  the  following  pro- 
vision: 

"An  abortion  shall  not  be  unlawful  if  it  is  per- 
formed before  the  twentieth  week  of  gestation  by  a 
physician  licensed  to  practice  medicine  in  North 
Carolina  upon  the  written  request  of  the  pregnant 
woman;  and  if  it  is  performed  in  a  hospital  licensed 


by  the  North  Carolina  Medical  Care  Commission. 
An  abortion  shall  not  be  unlawful  after  the  twentieth 
week  of  gestation  if  two  physicians  certify  that  the 
health  of  the  woman  is  in  substantial  danger  from  the 
pregnancy  or  that  there  is  a  clear  risk  that  the  child 
may  be  born  with  a  serious  physical  or  mental 
defect." 

And  be  it  further 

Resolved,  that  the  Medical  Society  condemns  the 
operation  of  profit-making  abortion  referral  agencies 
and  will  do  all  it  can  to  see  that  no  such  agencies 
are  established  in  North  Carolina. 

There  was  some  discussion  from  which  came  the 
following  recommendation: 

The  Committee  requests  the  Executive  Council  to 
act  upon  the  resolution  of  the  House  of  Delegates, 
and  to  authorize  the  legal  staff  of  the  Medical  Society 
to  advise  the  sponsors  of  the  resolution  about  further 
action. 

Eleanor  B.  Easley,  M.D. 
Chairman 
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In  Continuing  Education 
January,  1972 

("Place"  and  "sponsor"  are  listed  only  where  these  dif- 
fer from  the  place  and  group  or  institution  listed  under  "For 
information.") 

I  Current  Events  in  North  Carolina 

The  following  are  the  two  last  meetings  in  a  series  on 
"THE  CARE.  DIAGNOSIS,  TREATMENT,  AND  MAN- 
AGEMENT OF  PULMONARY  DISORDERS." 

Jan.  16. 

"Drug  Therapy  and  the  Treatment  of  Pulmonary  Disorders" 

Jan.  23 

"Role  of  Allied  Professionals  in  Care  and  Treatment  of 
Pulmonary  Disorders" 

Sponsor:  Edgecombe  General  Hospital,  Tarboro  Clinic,  Uni- 
versity of  North  Carolina  School  of  Medicine  and  Duke 
University  Medical  Center 

For  Information:  The  Department  of  Medical  Education, 
Edgecombe  General  Hospital,  Tarboro,  North  Carolina 
27886 

Jan.  18,  19,  20 

Neurology  of  the  Newborn 

Place:  Duke  Medical  Center 

Sponsored  by:  American  Academy  of  Pediatrics  and  De- 
partment of  Pediatrics 
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For   Information:    John   Griffith,    M.D.,    Chief,    Pediatrics,   . 

Duke  Medical  Center,  Durham,  N.  C.  or  Gerald  Hughes,    |  m 

M.D.,  1801  Hinman  Avenue,  Evanston,  Illinois  60604 

far 
Jan.  26-27 

Third  Annual  Surgical  Symposium  IStji 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem,  27103  I 

Jan.  26-27 

Conference  for  Medical  Leadership  ,  v 

Place:  The  Carolina,  Pinehurst  I 

Sponsored  by:  North  Carolina  Medical  Society,  Committee 

on  Public  Relations  ':: 

All  members  invited.  BE 

For  Information:  William  N.  Hilliard,  Executive  Director, 

P.  O.  Box  27 1 67,  Raleigh,  276 1 1 

February  16-17 

30th  Annual  Medical  and  Surgical  Symposium 

Place:  Durham  Hotel 

For  Information:  C.  Robert  Lincoln,  M.D.,  1828  Hillandale 

Road,  Durham,  27705 

Feb.  21 
"Nutrition  and  the  Physical  Bases  of  the  Mind" 
Place:  UNC  at  Wilmington 
Sponsored    by:     New    Hanover-Brunswick-Pender    County    ,  : 

Medical  Society  and  AMA 
For  Information:  Maggie  E.  Moore,  Nutritionist,  Section  on    j 

Nutrition  Information,  AMA,  535  North  Dearborn  Street,    | 

Chicago,  Illinois  60610 

Vol.  34,  No.  1    , 


1 


March  12-16 

Development  of  Leadership  Skills 

designed  for  registered  nurses  in  leadership  positions  (su- 
pervisor, head  nurse,  team  leader,  charge  nurse)  in  all 
health  care  facilities. 

"uition:  $100.00;  assistance  available 

?lace:  UNC  School  of  Nursing,  Greensboro,  N.  C. 

<or  Information:  Dorothy  J.  Danielson,  Director,  Continu- 
ing Education  Program,  UNC  School  of  Nursing,  Chapel 
Hill  27514 

March  29 

:New  Advances  in  Medical  Sciences" 

•lace:  Elizabeth  City  State  University 

ponsored  by:  Pasquotank-Camden-Currituck-Dare  Medical 
Society  &  AMA 

■or  Information:  Maggie  E.  Moore,  Nutritionist,  Section  on 
Nutrition  Information,  AMA,  535  Dearborn  Street,  Chi- 
cago, Illinois  60610 

March  30-31 

'ediatric  Postgraduate  Course 

'lace:  Babcock  Auditorium 

-"or  Information:   Emery  C.  Miller,  M.D.,  Associate  Dean 

I  for  Continuing  Education,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  27103 

II.  Coming  Events  in  North  Carolina 
April  27 

Lnnual  meeting  of  the  North  Carolina  Diabetic  Association 
itle  of  physicians'  educational  program:  "Therapeutic  Prob- 
lems in  Diabetes  Mellitus" 
'lace:  School  of  Allied  Health  Sciences,  ECU,  Greenville 
;or  Information:  North  Carolina  Diabetes  Association,  Inc., 
412  West  Franklin  Street,  Chapel  Hill  27514 

May  9-10 

>Jorth  Carolina  Heart  Association 

.4th  Scientific  Sessions  and  Annual  Meeting. 

Cey  Speaker — William  B.  Kannel,  M.D.,  Director,  Fram- 
ingham  Study  of  1949.  His  theme  will  be,  "The  Natural 
History  of  Heart  Disease — How  Can  It  Be  Changed?" 

Dut-of-state  physicians  who  will  make  presentations  at  the 
sessions  include  Walter  M.  Kirkendall,  M.D.,  Houston, 
Texas  on  "The  Natural  History  of  Hypertension,"  and 
Henry  Buchwald,  M.D.,  Minneapolis,  Minnesota  on  "Sur- 
gical Treatment  of  Hyperlipidemias." 

'or  information  contact  North  Carolina  Heart  Association, 
P.  O.  Box  2408,  Chapel  Hill  27514 

May  14-18 

Development  of  Leadership  Skills 

Designed  for  registered  nurses  in  leadership  positions  (su- 
pervisor, head  nurse,  team  leader,  charge  nurse)  in  all 
health  care  facilities. 

Tuition:  $100.00;  assistance  available 

?or  Information:  Dorothy  J.  Danielson,  Director,  Continu- 
ing Education  Program,  UNC  School  of  Nursing,  Chapel 
Hill  27514 

May  19-23 

\nnual  Session,  North  Carolina  Medical  Society 

3lace:  The  Carolina,  Pinehurst 

■'or  Information:  William  N.  Hilliard,  Executive  Director, 
P.  O.  Box  27167,  Raleigh  27611 

III.  Out  of  State  (through  April,  1973) 
Jan.  18-19 

Cursing  Care  of  the  Patient  with  Pain 

"or  Information:  Helen  O'Toole,  Division  of  Continuing 
Education,  MUSC,  Charleston,  S.  C.  29401 


For  Information:  Medical  College  of  Georgia,  1459  Gwin- 
nett St.,  Augusta,  Georgia  30902 

February  19-25 

Fourth  Annual  Family  Practice  Refresher  Course 

Place:  Sheraton-Fort  Sumter  Hotel,  Charleston 

Enrollment  limited  to  75;  Tuition:  $140  payable  in  advance 

on  or  before  February  1,  1973. 
For  Information:  Vince  Moseley,  M.D.,  Director,  Division  of 
Continuing  Education,  Medical  University  of  South  Caro- 
lina, 80  Barre  Street,  Charleston,  S.  C.  29401 

Feb.  22-23 

Stoneburner  Lecture  Series 

Postgraduate  Course  in  Clinical  Adult  and  Pediatric  Urology 

Sponsored  by:  Department  of  Continuing  Education  and  the 
Mid-Atlantic  Section  of  the  American  Urological  Associa- 
tion 

For  Information:  Warren  W.  Koontz,  Ir.,  M.D.,  Professor 
and  Chairman,  Division  of  Urology,  Medical  College  of 
Virginia.  Richmond,  Virginia  23219 

For  information  on  the  following  Manpower  Development 
Conferences  contact:  Helen  O'Toole,  Division  of  Continu- 
ing Education,  MUSC,  Charleston,  S.  C.  29401 

Feb.  28-March  1 

Nursing  Care  of  the  Diabetic 

March  29-30 

Care  of  the  Child  with  Leukemia 

April  12-14 

Ophthalmology  Residents  Conference 

April  15-17 
4th  Annual  Symposium  on  Gynecological  Cancer 

April  26-27 
Occupational  Health 


NEW  MEMBERS 

of  the  State  Society 


Jan.  25-26 


Clinical  Psychiatry 
Fee:  $50 


Allen,    Benjamin   Louis,   Jr.    (Or),    Duke    Medical    Center, 

Box  2974,  Durham  27710 
Boyles,  Paul  Weldon,  M.D.   (I),  407  Glasgow  Road,  Cary 

27511 
Daniel,   John   Thomas.   Jr.,    M.D.    (S),    P.    O.    Box    1228, 

Durham  27702 
Davis,   Edward   Langston,   M.D.    (I),   801    Camel   Avenue, 

Winston-Salem  27103 
Garrison,   Stephen  Kirk   (Student),   Rt.    1,   Box   20,   Clem- 

mons  27012 
Grice,  Ormond  Drew,  M.D.   (S),   1503   Manly  St.,  Chapel 

Hill  27514 
Hammond,  William  H.,  Jr.   (M.D.),    (GP),  246  W.  Page 

Ave.,  Gastonia  28052 
Henderson,  Geo.  Patrick,  Jr.,  M.D.  (Otol),   108  Grampian 

Way,  Southern  Pines 
Heravi,  Cyrus,  M.D.  (S),  Hospital  Road,  Sparta  28675 
Larsen,  Eric,   M.D.   (S),  Carthage  Road,   Pinehurst  28374 
LeGrand,  Gordon  Buck,  M.D.  (Path),  1313  Wagram  Court, 

Raleigh  27609 
Lucas,     C.     Clement,     Jr.     M.D.     (Intern/Resident),     500 

Umstead  Dr.,  Chapel  Hill  27514 
Marchetti,    Louis   Joseph,    M.D.   (IT),   238    Midlothian    Dr., 

Southern  Pines 
Miller,   Alma   Elizabeth,   M.D.    (P),    1111    Crestview   Dr., 

Salisbury  28144 
Murray,  Gordon  Franklin,  M.D.   (C),  534  Caswell   Road, 

Chapel  Hill  27514 
Newton,  Walter  Monroe,  Jr.,  M.D.    (PI),  Pinehurst  Surgi- 
cal Clinic,  Pinehurst 
Price,    Robert    Edwin,    Jr.,    M.D.    (NS),    1830    Hillandale 

Rd.,  Durham  27705 
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Puckett,   Charles    Linwood,    M.D.    (S),    Duke    Hosp.,    Box 

3222,  Durham  27710 
Puritz,   Elliot,   M.D.    (D),  420  Sharon   Road,  Chapel   Hill 

27514 
Seidel,    Marianne,    M.D.     (Intern-Resident),    Northampton 

Plaza,  508  Chapel  Hill  27514 
Snyder,  Edward  Sutton,  M.D.  (R),  5043  Tall  Pines  Court, 

Raleigh 
Soldineer,  Marshall  Yerrick,  M.D.,  P.  O.  Box  37,  Blowing 

Rock  28605 
Workman,  Joseph  Berkeley,  M.D.   (I),  219  Country  Club 

Dr.,  Durham  27705 


News  Notes  from  the — 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


Minority  students  in  health  sciences  at  UNC  have 
formed  a  Health  Careers  Organization  to  recruit 
more  minorities  into  the  health  professions. 

Undergraduates  and  local  high  school  students 
will  be  introduced  to  particular  areas  in  health 
through  recruitment  sessions,  lectures,  and  group 
discussions,  according  to  Cyril  Allen,  second-year 
medical  student  and  head  of  the  organization. 

Separate  groups  have  been  formed  to  work  in  each 
of  the  health  fields,  headed  by  a  minority  student 
studying  in  that  field.  The  organization  will  place 


particular  emphasis  on  health  careers  which  do  not 
require  a  college  degree. 

*  *  * 

Dr.  William  G.  Hollister,  professor  and  director  of 
the  Community  Psychiatry  Division,  was  honored 
for  outstanding  contributions  to  mental  health  by  the 
American  Public  Health  Association  at  its  annual 
meeting  in  Atlantic  City  recently. 

Hollister  was  cited  by  his  colleagues  for  work 
in  parent  education  and  clinic  development  and  ser- 
vices as  a  developer  of  state  mental  health  programs. 

The  citation  recognized  his  pioneering  work  at  the 
National  Institute  of  Mental  Health  as  national 
school  mental  health  consultant  and  later  as  chief 
of  the  Community  Research  and  Services  Branch. 
He  was  also  honored  for  his  efforts  in  North  Carolina 
as  an  educator  of  mental  health  leadership. 

*  *  * 

Two  of  Russia's  leading  researchers  in  heart  and 
blood  vessel  disease  were  in  Chapel  Hill  last  month 
looking  at  the  University  of  North  Carolina's  role 
in  a  seven-university  national  study  involving  a  mys- 
terious disorder  thought  to  be  associated  with  harden- 
ing of  the  arteries. 

Dr.  A.  N.  Klimov  and  Dr.  Helen  Gerasimova  came 
to  the  United  States  as  part  of  an  agreement  between 
the  United  States  and  the  USSR  to  cooperate  in 
areas  of  cardiovascular  research.  The  agreement  grew 
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TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

Visiting  hours  2:00  P.M.  -  8:00  P.M.  daily. 

Accredited  by  the  Joint  Commission  on  Accreditation  and 
Certified  for  Medicare 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 
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nit  of  relations  developed  between  the  two  countries 
following  the  visit  of  President  Nixon  to  Russia 
fearlier  last  year. 

Dr.  Klimov  is  chief  of  the  Lipid  Metabolism 
3ranch  of  the  Institute  for  Experimental  Medicine 
n  the  Academy  of  Medical  Sciences  at  Leningrad. 
Ibr.  Gerasimova  is  chief  of  the  Laboratory  of  Bio- 
;hemistry  at  the  Myasnikov  Institute  of  Cardiology 
n  the  Academy  of  Medical  Sciences  at  Moscow. 

The  two  scientists  are  learning  more  about  the 
>asic  design  of  the  study  plan  (developed  at  UNC) 
ised  in  the  United  States  to  study  hyperlipopro- 
einemia,  the  disease  thought  to  be  associated  with 
lardening  of  the  arteries. 

Dr.  Clayton  E.  Wheeler,  Jr.,  has  been  named 
:hairman  of  the  newly  created  Department  of  Derma- 
ology  at  the  University  of  North  Carolina  School 
3f  Medicine  at  Chapel  Hill. 

In  making  the  announcement  of  the  appointment, 
Dr.  Christopher  Fordham,  dean  of  the  school,  stated: 
'Dr.  Wheeler  is  one  of  the  outstanding  academic 
dermatologists  in  the  country.  In  addition  to  his  out- 
standing capabilities  as  a  clinician  and  teacher,  Dr. 
Wheeler  has  published  widely  in  the  field,  including 
Dne  of  the  classic  textbooks." 


Five  members  of  the  UNC  Department  of  Surgery 
vere  featured  recently  at  the  Southern  Medical  Asso- 
:iation  meeting  in  New  Orleans,  La. 

Dr.  Colin  G.  Thomas,  chairman  and  professor  of 
he  department,  discussed  "Surgical  Management  of 
3allstones"  during  a  symposium  on  gallstone  disease. 

Dr.  Herbert  J.  Proctor,  associate  professor  of  car- 
diovascular surgery,  presented  a  paper  entitled  "Do 
Respirators  Relieve  Respiratory  Work?" 

Discussing  a  paper  presented  by  Dr.  Allen  S. 
Hudspeth  on  "Elimination  of  Surgical  Wound  In- 
fections by  Delayed  Primary  Closure"  was  Dr.  Hu- 
oert  C.  Patterson,  associate  professor. 

Dr.  A.  G.  Bevin,  assistant  professor  and  chief 
>f  plastic  and  reconstructive  surgery,  and  Dr.  Rob- 
ert B.  Winslow,  assistant  professor,  presented  a  sci- 
sntific  exhibit  on  "Cleft  Closure  and  Neopalate  For- 
mation in  Dogs." 

sfc  -je  s|c 

Dr.  Kenneth  Sugioka,  professor  and  chairman  of 
he  Department  of  Anesthesiology,  spoke  Nov.  17, 
luring  the  45th  Scientific  Sessions  of  the  American 
rleart  Association  held  in  Dallas,  Tex.  He  discussed 
'Pathophysiology  of  Postoperative  Heart  Failure" 
with  the  Cardiovascular  Nursing  Session. 

♦  ♦  s£ 

The  School  of  Public  Health  at  UNC  here  has 
organized  a  new  degree  program  for  research  train- 
ng  in  alcohol  abuse. 

According  to  the  director,  Dr.  Joan  C.  Cornoni, 
issistant  professor  of  epidemiology,  the  program  de- 
eloped  from  a  growing  interest  in  the  health  -  re- 


lated pofession  for  research  training  in  this  area. 

The  program  will  train  persons  in  the  organiza- 
tion, implementation  and  methods  of  analysis  of 
studies  related  to  the  use  of  alcohol.  Special  emphasis 
will  be  placed  on  epidemiology,  since  it  has  an 
important  role  in  studies  of  alcohol  consumption. 

Funded  by  a  federal  grant  from  the  National 
Institute  of  Health,  the  new  field  of  study  will  offer 
students  opportunities  for  placement  in  several  on- 
going activities  at  the  university.  These  include  ac- 
tivities at  the  Center  for  Alcohol  Studies,  the  School 
of   Education,    and   the   Highway   Safety   Research 

Center. 

*  *  * 

Dr.  Lucy  Shields  Morgan,  professor  emeritus  of 
health  education  at  UNC,  received  the  Public  Health 
Education  Section  Centennial  Award  at  the  recent 
American  Public  Health  Association  meeting  in  At- 
lantic City. 

The  award  was  given  to  Dr.  Morgan  for  outstand- 
ing contributions  in  community  health  education. 

*  *  * 

A  conference  on  the  Environment  was  held  in 
Chapel  Hill  Nov.  30-Dec.  3  to  kick-off  a  three  year 
clean-up  North  Carolina  program.  It  was  sponsored 
by  the  UNC  School  of  Public  Health  and  the  North 

Carolina  Jaycees. 

*  *  * 

New  Faculty 

Trevor  Hughes,  associate  professor  in  the  depart- 
ment of  Anesthesiology  effective  Jan.  1,  1973,  is 
currently  senior  registrar  and  tutor  at  the  Postgradu- 
ate Medical  School,  Hammersmith  Hospital,  London, 
England.  A  graduate  of  Manchester  University,  he 
holds  the  M.D.  degree  from  the  University  of  Cali- 
fornia. 

Robert  A.  Shaw,  assistant  professor  in  the  Depart- 
ment of  Pediatrics  effective  Dec.  9,  1972,  has  been 
in  private  practice  for  the  past  two  years.  Prior  to 
this  he  was  resident  and  instructor  in  the  UNC 
Department  of  Pediatrics.  A  native  of  Ohio,  he 
received  the  M.D.  degree  from  Ohio  State  University. 

Peter  Curtis,  visiting  assistant  professor  in  the 
Department  of  Family  Medicine  effective  Dec.  9, 
1972,  was  born  in  Kocise,  Czechoslovakia.  A  British 
citizen,  he  was  educated  in  London  and  holds  the 
M.B.,  B.S.,  M.R.C.P.  and  D.  Obst. 

Edward  W.  Davidian,  instructor  in  the  Department 
of  Anesthesiology  effective  Dec.  9,  1972,  is  a  native 
of  Smithfield  and  received  his  A.B.  and  M.D.  degrees 
from  the  University  here. 

Lamar  E.  Ekbladh,  instructor  in  the  Department 
of  Obstetrics  and  Gynecology  effective  Jan.  1,  1973, 
has  been  a  resident  at  North  Carolina  Memorial 
Hospital  for  the  past  three  years.  A  native  of  Con- 
necticut, he  received  his  B.A.  from  Boston  University 
and  his  M.D.  from  Yale  University. 

Glenn  R.  Scott,  visiting  assistant  professor  in  the 
Department  of  Radiology   effective  Jan.    1,    1973, 
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is  a  native  of  Austrialia  and  received  his  M.B.B.S. 

from  Western  Australia  University. 

*  *  * 

Dr.  Arthur  J.  Prange,  Jr.,  UNC  professor  of  psy- 
chiatry, has  been  named  acting  director  of  the  Bio- 
logical Sciences  Research  Center  of  the  Child  De- 
velopment Institute  for  the  current  academic  year. 

*  *  * 

Dr.  Morris  Lipton,  director  of  the  Biological  Sci- 
ences Research  Center,  will  be  on  leave  of  absence 

in  Washington,  D.  C.  until  August  1973. 

*  *  * 

J.  Nelson  Parker,  a  vocational  rehabiltation  coun- 
selor with  the  UNC  Hand  Rehabilitation  Center, 
received  the  1972  state  award  for  services  rendered 
to  the  handicapped  in  Winston-Salem,  Nov  17,. 
The  honor  was  bestowed  during  the  annual  awards 
banquet  of  the  Winston-Salem  Mayor's  Committee 
on  Employment  of  the  Handicapped. 

Parker  is  chairman  of  the  Chapel  Hill  Mayor's 
Committee  for  Employment  of  the  Handicapped, 
a  position  he  has  held  since  its  inception  in  1970. 
This  committee  has  been  responsible  for  a  number 
of  modifications  to  eliminate  architectural  barriers 
to  the  handicapped  in  Chapel  Hill  and  on  the 
university  campus. 


News  Notes  from  the— 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Two  Duke  researchers  who  are  investigating  prob- 
lems of  inborn  metabolism  have  received  grants  of 
$25,400  each  from  the  National  Foundation-March 
of  Dimes.  They  are  Dr.  Philip  D.  Harriman,  assistant 
professor  of  biochemistry,  and  Dr.  Ara  Y.  Tourian, 
assistant  professor  of  medicine. 

Both  research  projects  center  on  severe  problems 
of  metabolism.  Harriman  and  Dr.  William  N.  Kelley, 
associate  professor  of  medicine,  are  experimenting 
with  transduction,  a  potentially  feasible  way  of  trans- 
planting a  gene  or  genes  from  one  cell  to  another  by 
means  of  a  virus.  Their  work  is  with  patients  with 
Lesch-Nyhan  syndrome. 

Tourian's  research  is  an  attempt  to  learn  why  the 
lack  of  the  liver  enzyme  phenylalanine  hydroxylase 
leads  to  severe  mental  retardation  in  PKU. 

Harriman  holds  a  Ph.D.  in  biophysics  from  the 
University  of  California  at  Berkeley,  and  Tourian  re- 
ceived  an   M.D.    degree  from   State   University   of 

Iowa. 

#         *         * 

A  $1  million  gift  in  the  name  of  the  late  Edwin  L. 
Jones,  Sr.  of  Charlotte  has  been  made  to  Duke  to- 
ward'  establishment   of   its   Comprehensive   Cancer 

Center. 

The  gift  was  made  up  of  individual  contributions 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

•  high  urinary  levels 

•  generally  good  tolerance 

•  high  solubility  at  average  urinary  pH 

•  rapid  absorption 

•  rapid  renal  clearance 

•  high  plasma  concentrations 

•  economy  (average  cost  of  therapy: 
less  than  6V2  0  per  tablet) 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 
Indications:  Nonobstructed  urinary  tract  infections 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sus 
ceptible  organisms.  Important  Note:  In  vitro  sen- 
sitivity tests  not  always  reliable;  must  be  coordinate 
with  bacteriological  and  clinical  response.  Ado 
aminobenzoic  acid  to  follow-up  culture  media.  In 
creasing  frequency  of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially  in  chronic 
and  recurrent  urinary  infections.  Maximum  safe  tota 
sulfonamide  blood  level,  20  mg/100  ml;  measur.; 
levels  as  variations  may  occur. 
Contraindications:  Hypersensitivity  to  sulfonamides 
infants  less  than  2  months  of  age;  pregnancy  at  tern 
and  during  the  nursing  period. 
Warnings:  Safety  in  pregnancy  not  established.  D 
not  use  for  group  A  beta-hemolytic  streptococcal  in 
fections,  as  sequelae  (rheumatic  fever,  glomerulone 
._   ,.,-,     _~*    n.A.,Anfari      noothc    rennrted    iron 


hypersensitivity  reactions,  agranulocytosis,  aplasti 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fever 
Dallor  purpura  or  jaundice  may  be  early  indication1 
of  serious  blood  disorders.  CBC  and  urinalysis  wit 
careful  microscopic  examination  should  be  performec 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impairec 
renal  or  hepatic  function,  severe  allergy  or  bronchia 
asthma.  Hemolysis,  frequently  dose-related,  may  oc 
cur  in  glucose-6-phosphate  dehydrogenase-deficien 
patients.  Maintain  adequate  fluid  intake  to  preven 
crystalluria  and  stone  formation. 
Adverse  Reactions:  Blood  dyscrasias:  Agranulocy 
tosis  aplastic  anemia,  thrombocytopenia,  leukopenia 
hemolytic  anemia,  purpura,  hypoprothrombinemia  an. 
methemoglobinemia;  Allergic  reactions:  Erytherm 
multiforme  (Stevens-Johnson  syndrome),  generalizec 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serun 
sickness  pruritus,  exfoliative  dermatitis,  anapnylac 
toid  reactions,  periorbital  edema,  conjunctival  anc 
scleral  injection,  photosensitization,  arthralgia  and  al 
lergic  myocarditis;  Gastrointestinal  reactions:  Nausea 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anc 
rexia  pancreatitis  and  stomatitis;  C.N.S.  reactions 
Headache,  peripheral  neuritis,  mental  depression 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertig 
and  insomnia;  Miscellaneous  reactions:  Drug  fever 
chills  and  toxic  nephrosis  with  oliguria  and  anuria 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc 
curred.  Due  to  certain  chemical  similarities  with  sorru 
goitrogens,  diuretics  (acetazolamide,  thiazides)  an< 
oral  hypoglycemic  agents,  sulfonamides  have  causer 
rare  instances  of  goiter  production,  diuresis  and  hypo 
glycemia  as  well  as  thyroid  malignancies  in  rats  fol 
lowing  long-term  administration.  Cross-sensitivit 
with  these  agents  may  exist. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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acute,  recurrent  or  chronic  nonobstructed  cystitis 


mi 


BUILT-IN 

BENEFITS  OF 

GANTRISIN 

sulfisoxazole/Roche® 


L 


High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 

in  the  urine  — usually  in  2  to  3  hours.  With  the  recommended 

dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 

throughout  therapy  to  combat  such  susceptible  organisms 

as  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus  aureus,  Proteus 

mirabilis  and,  less  frequently,  Proteus  vulgaris. 


1 


Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  %  of  1 002  patients  in  a 

recent  study*).  Even  minor  reactions  are  comparatively 

infrequent,  but  may  include  nausea,  headache  and  vomiting. 

For  other  possible  undesirable  reactions,  and  precautions, 

please  see  summary  of  prescribing  information  on  opposite  page. 

•Koch-Weser,  J.,  el  a/..-  Arch.  Intern.  Med  ,  128  399.  1971. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin8 

sulfisoxazole/Roche* 

Usual  adult  dosage: 

4  to  8  tablets  stat 
2to4tabletsg./.d. 


from  16  members  of  the  family  and  from  the  J.  A. 
Jones  Construction  Co.,  which  Mr.  Jones  headed  as 
chairman  of  the  board  until  his  death  in  1971. 

The  first  building  to  be  constructed  as  part  of 
Duke's  Comprehensive  Cancer  Center  will  be  a 
multi-million-dollar  facility  for  basic  research  into 
the  causes  of  cancer  and  will  be  known  as  the  Ed- 
win L.  Jones  Cancer  Research  Building. 

The  Jones  Building  will  be  constructed  across  Re- 
search Drive  from  the  Duke  Medical  Center's  Re- 
search Park  complex.  It  will  provide  an  additional 
60,000  net  square  feet  of  cancer  research  space,  al- 
most doubling  the  space  being  used  for  basic  cancer 
research  at  Duke. 

Ground  was  broken  for  the  building  at  ceremonies 
Dec.  9.  The  target  date  for  completion  of  construc- 
tion is  late  1974. 

A  Duke  surgeon  has  received  a  five-year  grant  of 
$125,000  from  the  U.  S.  Public  Health  Service  to 
continue  his  research  into  the  nature  and  treatment 
of  shock. 

Dr.  Robert  W.  Anderson,  an  assistant  professor  of 
surgery  and  associate  in  physiology,  will  receive 
$25,000  a  year  through  fiscal  1976-1977  as  a  part  of 
the  National  Institute  of  Health's  research  career 
program. 

Anderson's  special  area  of  interest  is  the  effect  of 
shock  on  microcirculation.  His  work  is  aimed  at  try- 
ing to  understand  what  happens  in  shock,  how  the 
circulation  can  be  protected,  how  failing  circulation 
can  be  supported,  at  what  point  deterioration  is  ir- 
reversible, and  assessing  procedures  now  used  on 
shock  victims. 

Anderson,  a  Chicago  native,  received  a  bachelor's 
degree  in  engineering  from  Duke  in  1959  and  re- 
ceived his  M.D.  degree  from  Northwestern  Univer- 
sity Medical  Center  in  1964.  He  interned  in  surgery 
at  Duke,  then  spent  two  years  in  the  Army. 

He  began  his  study  at  Walter  Reed  Army  Re- 
search Institute  in  Washington  and  worked  with  the 
Army  shock  research  team  in  Vietnam.  He  returned 
to  Duke  in  1967  as  an  assistant  resident  in  surgery. 
*  *  * 

Duke  will  build  a  $5.3  medical  communications 
center  and  library  to  be  called  the  Seeley  G.  Mudd 
Building. 

A  gift  of  $11.5  million  toward  the  building's  cost 
is  being  provided  by  the  Seeley  G.  Mudd  Fund  of 
Los  Angeles.  Dr.  Mudd,  who  died  in  1968,  created 
the  fund  in  his  will,  and  over  the  past  three  years  the 
fund  has  made  building  trants  to  eight  private  uni- 
versities or  colleges  totaling  $12.1  million. 

Dr.  Mudd  was  a  graduate  of  the  Harvard  Medical 
School  and  for  17  years  he  was  engaged  in  research 
in  radiation  and  x-ray  therapy  at  Caltech.  He  also 
served  as  dean  of  the  University  of  Southern  Califor- 
nia School  of  Medicine. 

The  five-story  building  will  be  located  near  the 


S6 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (lasl  half  ol  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ,) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue  A  decrease 
in  fibula  growth  rate  obsen/ed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a  problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  wilh 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms. 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on 
anticoagulant  therapy  may  require  downward  ad|ustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A  beta- hemolytic  streplococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon),  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 
Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule'  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a  total  of  5.4  grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated.  a  total  of  18  to  24  grams 
of  Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a  period  of  10-15  days 
should  be  given  Close  follow-up,  including  laboratory  tests,  is  recommended 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children -3  to  6  mg/lb/day  divided  into  two  lo  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCl 

Before  prescribing,  consult  package  circular  or  latest  PDR  information 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  c3pomg 

[metihacycline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

idies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 
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Ampicillin,  Carbenicillin,  Oxacillin. 
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WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a  new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer's  brands: 
lOlaCII  ID  (ampicillin  trihydrate) 
■  yOpCIl(dis6clium  carbenicillin) 
DaClOCIII  sodium  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  hed 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□  Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5  cc.  and  250  mg./  5  cc.  ampicillin. 

□  Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1  gm.  and  5  gm.  of  carbenicillin. 

□  Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1  gm.  oxacillin. 


ell  Building.  It  will  be  triangular,  with  an  access 
imp  to  the  library  entrance  at  the  third  level,  and 
ill  contain  a  gross  floor  area  of  9 1 ,000  square  feet. 

The  Mudd  building  will  have  10  miles  of  shelves, 
ifficient  to  store  270,000  volumes,  and  seating 
jace  for  500  readers.  Many  reader  spaces  will  be 
juipped  with  outlets  for  closed-circuit  television, 
Dmputer  terminals,  and  a  variety  of  other  types  of 
idiovisual  communications.  It  also  will  have  the 
otential  for  ultimate  communications  networking 
ith  community  hospitals. 

The  new  library  should  be  ready  for  use  by  the 

Dringof  1975. 

*  *  * 

Two  faculty  members  have  been  promoted  to  the 
ink  of  full  professor.  They  are  Dr.  Siegfried  H. 
leyden  and  Dr.  William  Webb  Johnston. 

Heyden  was  promoted  to  professor  of  community 
ealth  sciences.  A  native  of  Bolzano,  Italy,  he  re- 
jived  an  M.D.  from  the  University  of  Berlin  in  1951 
nd  a  Ph.D.  from  the  University  of  Zurich,  Switzer- 
ind,  in  1966. 

Heyden  has  served  as  a  research  fellow  and  in- 
tructor  at  the  University  of  Pennsylvania  and  an 
ssociate  in  the  Department  of  Social  and  Preventive 
ledicine  at  the  Medical  School  of  the  University  of 
Zurich.  Since  1966,  he  had  been  associate  professor 
if  community  health  sciences  at  Duke. 

Johnston  has  been  promoted  to  professor  of 
athology.  Born  in  Statesville,  he  attended  Davidson 
tollege  and  the  Duke  School  of  Medicine,  where  he 
eceived  his  M.D.  degree  in  1959. 

From  1959  to  1964,  he  served  as  intern,  assistant 
esident,  and  resident  in  pathology  at  Duke.  In  1965 
ie  was  promoted  to  assistant  professor  of  pathology 
ind  in  1970  to  associate  professor. 

♦  #  Up 

Eight  awards  were  presented  during  Duke  Medi- 
al Alumni  Weekend  in  November. 

The  first  Distinguished  Service  in  Health  Award 

ent  to  Miss  Grizzelle  Mitchell  (Dell)  Norfleet.  Miss 

orfleet,  who  now  lives  in  retirement  in  Winston- 

lalem,  as  among  those  primarily  responsible  for  es- 

ablishment  of  the  N.  C.  Cerebral  Palsy  Hospital  in 

Durham. 

]  An  Honorary  Alumnus  Award  went  to  J.  Alexan- 
der McMahon,  who  recently  left  the  presidency  of 
V.  C.  Blue  Cross  and  Blue  Shield  to  become  presi- 
dent of  the  American  Hospital  Association. 

Distinguished  Alunni  Awards  were  given  to  the 
following: 

— Dr.  Cyrus  C.  Erickson,  professor  of  pathology 
at  the  University  of  Tennessee  and  a  member  of  the 

uke  medical  faculty  from  1937-1950. 

— Dr.  W.  Proctor  Harvey  (M.D.  Duke  '43),  pro- 
essor  of  medicine  at  Georgetown  University  and  di- 

ctor  of  the  Division  of  Cardiology  at  Georgetown 

niversity  Hospital. 

— Dr.  Henry  D.  Mcintosh,  chairman  of  the  De- 


partment of  Medicine  at  Baylor  University,  and  a 
member  of  the  Duke  medical  faculty  from  1954- 
1970. 

— Dr.  Marc  J.  Musser,  chief  medical  director  of 
the  Veterans  Administration  Central  Office  in  Wash- 
ington and  a  Duke  medical  faculty  member  from 
1966-1970. 

— Dr.  Charles  C.  Richardson  (M.D.  Duke  '60), 
professor  of  biological  chemistry  at  Harvard. 

— Dr.  John  Victor  Verner  Jr.  (M.D.  Duke  '54), 
in  private  practice  of  internal  medicine  at  Watson 
Clinic  in  Lakeland,  Fla. 

*  *  * 

Alpha  Omega  Alpha  has  elected  10  seniors  and 
eight  juniors  to  membership.  The  society  also  con- 
ferred membership  on  a  faculty  member,  Dr.  Rob- 
ert L.  Hill,  and  on  an  alumnus,  Dr.  Kenneth  D.  Hall. 

Hill  earned  his  Ph.D.  degree  at  Kansas  in  1961 
and  is  chairman  and  professor  of  biochemistry  at 
Duke.  Hall,  who  graduated  from  Duke  Medical 
School  in  1958,  is  a  professor  of  anesthesiology. 

The  new  members  included  one  from  North  Caro- 
lina, David  Hays  Troxler  of  Salisbury,  a  junior. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine  has  estab- 
lished programs  with  Davidson  College  and  the  un- 
dergraduate school  of  Wake  Forest  University  allow- 
ing qualified  undergraduate  students  to  be  accepted 
at  Bowman  Gray  at  the  end  of  their  sophomore  year. 

The  students  will  thus  know  they  have  a  place  at 
Bowman  Gray  when  they  graduate. 

The  program  with  Davidson  may  be  the  first  in  the 
nation  for  students  of  an  independent  college  to  gain 
early  acceptance  to  a  separate  independent  medical 
school. 

Screening  of  students  will  be  done  by  joint  com- 
mittees of  the  respective  undergraduate  school  and 
the  medical  school.  Final  selection  will  be  made  by 

the  medical  school. 

*  *  * 

The  second  annual  R.  J.  Reynolds  Seminar  in 
Medicine  was  held  at  the  medical  school  Dec.  8-9. 
The  topic  was  "Myocardial  Infarction — 1972." 

More  than  150  physicians,  some  from  as  far  away 
as  Arizona,  had  registered  by  the  start  of  the  semi- 
nar. The  seminar  was  sponsored  by  the  Richard  J. 
Reynolds  Lectureship  Program,  established  by  the 
Z.  Smith  Reynolds  Foundation. 

The  guest  faculty  included  Dr.  W.  Gerald  Austen, 
professor  of  surgery  at  Harvard  Medical  School;  Dr. 
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Charles  Fisch,  professor  of  medicine  and  director  of 
the  Cardiovascular  Division  of  the  Indiana  Univer- 
sity School  of  Medicine;  Dr.  Thomas  N.  James,  pro- 
fessor of  medicine  and  director  of  the  Cardiovascular 
Research  Training  Center  of  the  University  of  Ala- 
bama Medical  Center;  Dr.  Lawrence  E.  Meltzer, 
director  of  clinical  investigation,  Presbyterian-Uni- 
versity of  Pennsylvania  Medical  Center;  Dr.  An- 
drew G.  Wallace,  professor  of  medicine  and  chief  of 
the  Division  of  Cardiology  of  the  Duke  University 
Medical  Center;  and  Dr.  Nanette  K.  Wenger,  pro- 
fessor of  medicine  at  the  Emory  University  School 
of  Medicine  and  director  of  Cardiac  Clinics  at  Grady 
Memorial  Hospital. 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
conducted  a  seminar  on  "New  Approaches  in  the 
Treatment  of  Marital-Sexual  Problems"  at  the  head- 
quarters of  the  National  Marriage  Guidance  Council 
of  Great  Britain.  He  also  served  as  chairman  of  a 
special  committee  of  the  American  Association  of 
Sex  Educators  and  Counselors  which  prepared  a 
booklet  on  training  of  sex  educators. 

*  ♦  H: 

Dr.  Joseph  E.  Whitley,  professor  of  radiology,  has 
been  named  a  scholar  of  the  Southern  Medical 
School  Consortium. 

The  scholarship  will  permit  him  to  devote  a  por- 
tion of  his  time  during  the  next  year  to  the  produc- 


tion of  self-instructional  materials  in  radiology.  The 
materials  will  be  distributed  by  the  consortium  tc 
member  schools. 

Ten  faculty  members  at  eight  Southern  medica 
schools  were  selected  to  receive  consortium  scholar- 
ships. The  scholarship  program  is  supported  by  gran1 
funds  awarded  to  the  consortium  by  the  Sloan  Foun- 
dation of  New  York  City. 


Dr.  Anthony  G.  Gristina,  professor  and  chairmar 
of  the  Section  on  Orthopaedic  Surgery,  discussed  twc 
papers  ("Intramedullary  Fixation  Following  Sub 
trochanteric  Osteotomy  Coxa  Vara  and  Coxa  Valgc 
Deformities  in  Children,"  presented  by  Dr.  S.  J 
Lococo,  and  "Preliminary  Experience  with  the  Lucli 
Cup  Hip  Arthroplasty  for  Degenerative  Arthritis  o! 
the  Hip,"  presented  by  Dr.  Fred  C.  Reynolds  dur- 
ing the  Southern  Medical  Association's  meeting  ir 
New  Orleans. 


Dr.  Robert  L.  Michielutte,  associate  professor  o: 
sociology,  has  been  elected  chairman  of  the  sectioi 
on  methodology  of  the  Southern  Sociological  So- 
ciety's 1973  meeting. 


':; 


Dr.  Richard  Witcofski,  associate  professor  of  radi 
ology,  has  been  elected  president-elect  of  the  South 
eastern  Chapter  of  the  Society  of  Nuclear  Medicine 

He  was  elected  during  the  annual  meeting  in  At 

: 
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:- 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


Di 


STAFF: 


James  P.  King,  M.D. 
Morgan  E.  Scott,  M.D. 
Edward  E.  Cale,  M.D. 


William  D.  Keck,  M.D. 
David  S.  Sprague,  M.D. 
Delano  W.  Bolter,  M.D. 


Terkild  Vinding,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Carl  McGraw,  Ph.D. 


Don  Phillips,  Administrator 

George  K.  White 
Asst.  Administrator 
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lanta.   Witcofski   will   be   installed   as   president  in 

1973.  Dr.  C.  Douglas  Maynard,  associate  professor 

|of  radiology,  has  been  president  of  the  southeastern 

;  chapter  for  the  past  year.  Dr.  Robert  J.  Cowan,  as- 

k  Isistant  professor  of  radiology,   was  elected  to  the 

-  chapter's  council. 

*  *  * 

Dr.  Ernest  H.  Yount,  Jr.,  professor  of  medicine, 
was  honored  at  a  dinner  Dec.  9  by  the  physicians 
£  !who  trained  under  him  during  his  20  years  as  chair- 
>  man  of  the  Department  of  Medicine. 
'-':  Dr.  Yount  resigned  as  chairman  to  return  to  full- 
<t  jdme  teaching,  patient  care,  and  research.  He  was 
•  Isucceeded  in  October  by  Dr.  Joseph  E.  Johnson  III. 
»  Twenty-eight  of  the  36  living  former  chief  resi- 
st 'dents  in  medicine  who  served  under  Yount  returned 
it  to  Winston-Salem  for  the  dinner. 

*  *  * 

Dr.  William  M.  McKinney,  associate  professor  of 
neurology,  has  been  elected  president-elect  of  the 
:    American  Institute  of  Ultrasound  in  Medicine. 

Dr.  McKinney  has  served  as  secretary  and  as  a 
^  'member  of  the  Board  of  Directors  of  the  institute.  He 
will  be  installed  as  president  in  1974. 

*  ^  * 

:"  '  Dr.  Joseph  E.  Johnson  III,  professor  and  chair- 
c  'man  of  the  Department  of  Medicine,  spoke  on  "De- 
:J  Tense  of  the  Lung — Studies  of  Bronchoalveolar  Cells 
k  'and  Secretions"  during  a  meeting  of  the  American 
Clinical  and  Climatological  Association  in  Ponte  Ve- 

-  dra  Beach,  Fla. 

*  *  * 

Dr.  I,  Meschan,  professor  and  chairman  of  the  De- 
partment of  Radiology,  spoke  on  "Pelvic  Pneumog- 
raphy" and  "Current  Trends  in  Education  in  Radi- 
ology" during  a  meeting  of  the  American  Osteopathic 

College  of  Radiology  in  New  Orleans. 

*  *  * 

Dr.  Richard  W.  St.  Clair,  associate  professor  of 
pathology,  presented  a  paper  on  "Lipid  Metabolism 
in  Organ  Cultures  of  Aorta"  during  the  fifth  sym- 
posium on  Arterial  Research  in  Cleveland. 

♦  ♦  $ 

Dr.  Clark  E.  Vincent,  professor  of  sociology, 
spoke  on  "The  Physician  as  Consultant  in  Sexual 
and  Marital  Health"  during  the  sixth  annual  meet- 
ing of  Junior  Fellows,  District  Two  of  the  American 
College  of  Obstetrics  and  Gynecology  at  Cornell 
University  Medical  Center. 


AMERICAN  COLLEGE  OF  RADIOLOGY 

North  Carolina  Chapter 

At  the  annual  meeting  held  at  Southern  Pines 
on  Nov.  4,  1972,  the  North  Carolina  Chapter  of 
the  American  College  of  Radiology  elected  the  fol- 
lowing officers:  president,  Dr.  Morris  A.  Jones  of 
Durham;  president-elect,  Dr.  James  H.  Scatliff, 
Chapel  Hill;  vice  president,  Dr.  Stuart  W.  Gibbs, 


Gastonia;  secretary-treasurer,  Dr.  Ernest  B.  Spangler, 
Greensboro. 

Dr.  Richard  G.  Lester  of  Durham  was  elected 
to  fill  the  remaining  one-year  term  of  Councilor 
Stuart  W.  Gibbs.  Dr.  Dorn  Pittman  will  serve  as 
councilor  for  another  two  years.  Alternate  councilors 
are  Dr.  Leslie  Morris  and  Dr.  Olin  Perritt. 


NORTH  CAROLINA  ACADEMY  OF 
FAMILY  PHYSICIANS 

Dr.  James  G.  Jones  of  Jacksonville  was  elected 
president  of  the  North  Carolina  Academy  of  Family 
Physicians  at  the  24th  annual  meeting  of  the  organi- 
zation held  in  Raleigh  recently. 

Other  officers  elected  were:  Dr.  A.  M.  Alderman 
of  Raleigh,  president-elect;  Dr.  Rose  Pully  of  Kin- 
ston,  vice  president;  and  Dr.  Richard  V.  Liles  of 
Norwood,  secretary-treasurer. 

Elected  to  the  Academy's  board  of  directors  were 
Drs.  John  Dees,  Burgaw;  Franklin  White,  Siler  City; 
George  Armstrong,  Mount  Gilead;  and  Charles 
Duckett,  Canton.  Dr.  George  Wolff  was  reelected  to 
serve  as  delegate  with  Dr.  Robert  Shackelford  of 
Mount  Olive.  Elected  as  alternate  delegate  was  Dr. 
Jack  Wilkerson  of  Greenville. 

At  the  annual  board  of  directors  meeting  a  resolu- 
tion was  passed  commending  the  East  Carolina 
University  School  of  Medicine  on  the  role  being 
played  by  family  physicians  on  the  school's  admis- 
sions committee;  the  use  of  family  physicians  as 
preceptors  in  the  school's  Community  Medicine  Pro- 
gram; and  the  involvement  of  family  physicians  in 
the  medical  school's  organization  and  academic  com- 
mittee. 

The  resolution  also  commended  the  school  in  the 
selection  of  North  Carolina  students  who  have  ex- 
pressed the  desire  to  become  family  physicians  to 
serve  the  people  of  North  Carolina. 

The  Academy  will  hold  its  25th  anniversary  meet- 
ing Oct.  31 -Nov.  3,  1973,  in  Greensboro,  site  of  the 
founding  of  the  North  Carolina  Academy. 


NORTH  CAROLINA  DEPARTMENT  OF 
MENTAL  HEALTH 

At  the  invitation  of  Mental  Health  Commissioner, 
Dr.  Eugene  Hargrove,  personnel  from  all  segments 
of  the  North  Carolina  Department  of  Mental  Health 
attended  a  three-day  seminar  held  at  Greensboro 
in  December.  Arranged  by  the  Committee  on  Mi- 
nority Mental  Health  Problems,  the  seminar  dealt 
with  problems  of  socioeconomic  and  racial  differ- 
ences in  the  field. 

Featured  speaker  was  Dr.  James  P.  Comer,  asso- 
ciate dean  of  the  Yale  University  Medical  School 
and  professor  of  psychiatry  at  the  Yale  Child  Study 
Center.  He  is  author  of  the  book,  "Beyond  Black 
and  White." 

Other  speakers  included  Dr.  Charles  Walker,  di- 
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rector  of  paraprofessional  training  at  Meharry  Medi- 
cal College,  Nashville,  Tenn.;  Dr.  Jacquelyne  J. 
Jackson,  associate  professor  of  medical  sociology, 
Department  of  Psychiatry,  Duke  University;  and  Dr. 
Carl  Eisdorfer,  professor  and  chairman  of  the  De- 
partment of  Psychiatry,  University  of  Washington. 


PIEDMONT  TUBERCULOSIS  & 
RESPIRATORY  DISEASE  ASSOCIATION 

The  first  medical  education  scholarship  of  the 
Piedmont  TB-Respiratory  Disease  Association  has 
been  established  in  honor  of  Dr.  M.  D.  Bonner  for  his 
long-time  service  to  this  community. 

The  annual  scholarship  will  be  awarded  for  study 
in  respiratory  diseases  to  an  outstanding  intern  at 
Moses  H.  Cone  Memorial  Hospital  each  year. 

In  making  the  announcement,  Robert  I.  Smith, 
High  Point,  president  of  Piedmont  TB-Respiratory 
Disease  Association  said:  "Because  Dr.  Bonner  has 
been  such  a  leader  in  prevention  and  treatment  of 
respiratory  diesases,  and  has  served  our  board  of 
directors  for  so  many  years,  it  seemed  fitting  that  we 
honor  him  in  a  constructive  way  by  furthering  medi- 
cal education  in  respiratory  diseases." 

Dr.  Bonner  was  also  presented  a  plaque  com- 
memorating the  establishment  of  the  scholarship  at 
the  dinner  meeting  of  the  board  of  directors,  at 
Pilot  Life  Country  Club,  Nov.  28. 

Dr.  George  T.  Wolff  moderated  a  panel  of  friends 
and  associates  who  paid  tribute  to  Dr.  Bonner. 


NEWS  NOTES 

Dr.  David  G.  Welton  of  Charlotte  was  made  an 
Honorary  Member  of  the  American  Association  of 
Medical  Assistants  and  was  presented  a  certificate 
of  appreciation  by  the  Certifying  Board  upon  com- 
pletion of  a  term  on  the  Certifying  board  of  the 

AMA. 

*  *  * 

Dr.  J.  Lamar  Callaway,  head  of  the  Department 
of  Dermatology  at  Duke  University  Medical  Center, 
received    the   Gold   Award,   highest   award   of   the 


American  Academy  of  Dermatology,  at  the  annual 
meeting  of  the  Academy,  held  in  Bal  Harbour,  Fla. 
Dr.  John  R.  Haserick  of  Pinehurst,  a  clinical 
professor  of  dermatology  at  Duke,  was  elected  presi- 
dent of  the  Academy,  succeeding  Dr.  Walter  B. 
Shelley  of  Philadelphia. 


AMERICAN  BOARD  OF  FAMILY  PRACTICE 

The  American  Board  of  Family  Practice  has  an- 
nounced that  it  will  give  its  next  two-day  written 
certification  examination  on  Oct.  20-21,  1973.  It 
will  be  held  in  various  centers  geographically  dis- 
tributed throughout  the  United  States.  Information 
regarding  the  examination  can  be  obtained  by 
writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 

American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 

Annex  #2,  Room  229 

Lexington,  Kentucky  40506 
Please   note:   It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a  completed 
application  with  the  Board  office.    Deadline  for  re- 
ceipt of  applications  in  this  office  is  Aug.  1,  1973. 
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COMMUNITY  ORGANIZATION  INSTITUTE 

A  new  service  for  communities  in  the  education, 
prevention  and  treatment  of  drug  users  has  been 
formed  in  Phoenix,  Ariz.  The  service,  called  Com- 
munity Organization  Institute,  is  designed  specifi- 
cally to  provide  professional  assistance  to  cities, 
communities,  medical  societies,  and  private  groups 
in  implementing  a  coordinated  program  based  on 
the  highly  successful  CODAC  (Community  Organi-  'jr 
zation  for  Drug  Abuse  Control),  which  has  been 
proclaimed  as  a  model  for  the  nation  by  experts. 

COI  is  able  to  provide  valuable  assistance  in  every 
phase  of  a  drug  program,  including  organization 
structure,  community  awareness,  systems  design, 
fund-raising,  and  governmental  contracts. 

For  further  information  address  Community 
Organization  Institute,  North  Central  Avenue,  Phoe- 
nix, Ariz. 


:: 


:: 


(Rickets)  generally  attack  children  between  the  age  of  nine  months  and  two  years.  It 
appeared  first  in  England  about  the  time  when  manufacturers  began  to  flourish,  and  still 
prevails  in  towns  where  the  inhabitants  follow  sedentary  employments,  by  which  means 
they  neglect  either  to  take  proper  exercise  themselves,  or  to  give  it  to  their  children. — William 
Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by 
Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  382. 
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Congressional  leaders  have  given  national  health 
insurance  a  high  priority,  but  the  new  Congress 
convening  this  month  may  not  act  on  it  until  late 
this  year  or  even  next  year. 

Senate  Democratic  Leader  Mike  Mansfield  of 
Montana  assigned  the  legislation  "the  highest  pri- 
ority" and  expressed  confidence  that  a  national  health 
insurance  program  will  be  approved  during  the  next 
two  years  by  the  93rd  Congress. 

The  key  congressman  on  this  legislation,  Rep. 
Wilbur  D.  Mills  (D.  Ark.),  chairman  of  the  House 

ays  and  Means  Committee,  has  described  the 
93rd  Congress  as  moving  "to  fashion  a  national 
health  insurance  program  which  the  great  bulk  of 
Americans  can  support." 

The  three  major  national  health  insurance  bills 
before  the  Congress  will  be  the  Nixon  Administra- 
tion's proposal  financed  by  employer-employee  con- 
tributions, the  American  Medical  Association's  Medi- 
credit  plan  and  legislation  sponsored  by  Sen.  Edward 
M.  Kennedy  (D.-Mass.). 

The  Ways  and  Means  Committee  acts  first  on 
such  legislation  and  it  had  been  expected  to  take 
up  tax  reform  and  possibly  pension  plan  legislation 
before  national  health  insurance.  This  would  have 
deferred  national  health  insurance  for  at  least  several 
months.  But  the  timetable  has  not  been  definitely 
set  and  Mills  recently  indicated  that  tax  reform 
might  be  given  a  lower  priority. 

Another  piece  of  legislation  of  major  importance 
to  the  medical  profesison  that  will  be  before  the 
93rd  Congress  deals  with  health  maintenance  or- 
ganizations (HMOs).  The  Senate  last  year  ap- 
proved a  bill  authorizing  a  broad  HMO  program  and 
the  House  Health  Subcommittee  approved  a  much 
more  limited  program. 

Democrats  remain  in  control  of  Congress  and 
the  key  congressmen  on  health  care  legislation  will 
continue  to  be  Mills;  Kennedy,  chairman  of  the  Sen- 
ate Health  Subcommittee;  Rep.  Paul  G.  Rogers 
(D.-Fla.),  chairman  of  the  House  Health  Subcom- 
mittee; and  Sen.  Russell  B.  Long  (D.-La.). 

Both  the  Ways  and  Means  Committee  and  the 
Senate  Finance  Committee  held  extensive  hearings 
on  national  health  insurance  during  the  92nd  Con- 
gress, but  the  legislative  process  must  start  anew 
because  all  pending  bills  die  automatically  at  the 
end  of  a  two-year  Congress. 

Medicredit,  slated  for  early  introduction,  is  being 
expanded  to  include  home  care  and  limited  dental 
benefits.   In  the  92nd  Congress,  Medicredit  had  174 


sponsors,  by  far  the  largest  number  for  any  national 
health  insurance  legislation. 

Kennedy,  with  the  support  of  organized  labor, 
sponsored  the  most  costly  plan  in  the  92nd  Congress. 
It  also  called  for  extensive  reorganization  of  the 
nation's  health  care  delivery  system  with  the  govern- 
ment having  a  dominant  role.  At  this  writing,  he 
had  not  disclosed  any  details  of  his  new  bill. 

He  and  Mills  have  conferred  on  national  health 
legislation  to  see  if  they  could  agree  on  a  program. 
In  a  recent  speech,  Kennedy  said  that  Mills  "and  I 
plan  to  jointly  introduce  such  legislation  early  next 
year  (1973)."  But  Mills  has  not  gone  quite  this 
far,  at  least  in  his  public  statements.  Last  fall  Mills 
said  of  his  talks  on  the  matter  with  Kennedy: 

"We  found  wide  areas  of  agreement.  But  ob- 
viously there  were  key  areas  where  we  did  not — 
particularly  in  the  financing  and  administrative  areas. 
It  may  be  that  as  we  continue  to  discuss  these  areas 
further,  agreement  can  be  made.  I  think  I  will  be 
able  to  convince  him  that  reliance  on  the  federal 
treasury  and  the  federal  bureaucrat  is  not  the  best 
way  to  accomplish  our  common  objectives." 

%  #  % 

The  Bureau  of  Narcotics  and  Dangerous  Drugs 
has  proposed  restricting  sales  of  nine  barbiturates 
which  were  described  as  highly  addictive  and  linked 
to  1,771  suicides  and  deaths  in  17  months. 

The  Bureau  said  the  barbiturates  are  more  danger- 
ous than  heroin. 

"Withdrawal  from  the  use  of  these  drugs  can  be 
fatal  and,  in  many  instances,  withdrawal  symptoms 
are  more  severe  from  a  barbiturate  habit  than  from 
heroin  addiction,"  BNDD  Director  John  E.  Ingersoll 
said. 

He  identified  the  barbiturates  by  their  generic 
names  as  amobarbital,  butabarbital,  cyclobarbital, 
heptabarbital,  pentobarbital,  probarbital,  secobarbi- 
tal, talbutal  and  vinbarbital.  He  listed  only  five  brand- 
name  drugs:  Seconal  (secobarbital),  tuinal  (amobar- 
bital and  seconbarbital),  amytol  (amobarbital), 
nembutal  (pentobarbital)  and  butisol  (butabarbi- 
tal). 

The  BNDD  Director  asked  the  Food  and  Drug 
Administration  to  place  the  nine  barbiturates  under 
the  same  controls  for  cocaine,  morphine,  codeine, 
methadone  and  amphetamine. 

W.  R.  Barclay,  M.D.,  assistant  executive  vice 
president  of  the  American  Medical  Association,  said 
that  the   AMA   reserves   the    right   to    reject   drug 


v    January  1973,  NCMJ 


63 


advertising  even  if  it  conforms  to  Food  and  Drug 
Administration  regulations. 

He  said  the  AMA  had  accepted  the  FDA's  author- 
ity as  to  drug  advertising  when  it  was  promulgated 
in  1968  "after  determining  that  the  regulations  would 
provide  adequate  screening  and  furthermore  would 
have  the  advantage  of  being  consistently  applied  to 
all  medical  publications,  not  just  AMA  journals." 

However,  Dr.  Barclay  added,  the  AMA  reserved 
the  further  right  of  rejection,  not  only  as  to  drugs 
but  to  other  products  too,  "if  the  proposed  ad  is 
judged  to  be  in  poor  taste,  if  the  layout  would 
cause  confusion  with  the  editorial  content  of  the 
journal,  or  if  the  ad  is  for  a  product,  service  or  book 
which  is  not  covered  by  FDA  regulations  and  which 
in  AMA's  opinion  does  not  meet  our  standards 
of  acceptability." 

Dr.  Barclay  said  the  impact  of  advertising  on  drug 
prescribing,  use  and  misuse  is  not  known. 

"No  scientific  data  has  been  developed  on  this 
question,  and  no  reliable  method  has  been  proposed 
to  acquire  such  data,"  Dr.  Barclay  said.  "Ads 
placed  in  scientific  journals  reach  a  well  educated, 
well  informed  and  broadly  experienced  audience  that 
has  access  to  many  sources  of  scientific  information. 
Since  all  material  in  such  ads  has  been  judged  by 
FDA  to  be  correct  and  accurate,  it  is  difficult  to 
see  how  such  advertisements  could  adversely  affect 
prescribing  practices.    In  spite  of  the  plethora  of 


information  available  to  physicians,  AMA  has  de 
veloped  and  distributed  without  charge  to  its  mem' 
bers  its  own  evaluation  of  drug  products.  This  book 
is  titled  AMA  Drug  Evaluations  and  is  usually  re- 
ferred to  as  'ADE.'  Unfortunately,  we  are  in  no 
better  a  position  to  judge  the  impact  of  this  book 
than  we  are  to  judge  the  impact  of  advertising  or 
editorial  copy  in  our  journals." 

Dr.  Barclay  outlined  the  AMA's  position  at  a 
public  hearing  of  the  National  Council  of  Churches 

The  Department  of  Health,  Education  and  Wel- 
fare has  ended  a  40-year  study  of  the  effects  of 
untreated  syphilis  among  a  group  of  black  men  in 
Alabama. 

Assistant  HEW  Secretary  Merlin  K.  DuVal  an- 
nounced the  end  of  the  Public  Health  Service  study 
after  receiving  an  investigatory  report  from  a  HEW- 
appointed  citizens'  advisory  board. 

When  it  began  in  1932  in  rural  Alabama,  the 
study  involved  more  than  400  black  men  with 
syphilis  and  another  200  who  did  not  have  the 
disease  and  were  used  for  comparisons.  Of  the  125 
survivors,  50  were  in  the  nondiseased  control  group 

In  its  report  to  DuVal,  the  panel  said,  "No  con- 
vincing evidence  has  been  prescribed  to  this  pane 
that  participants  in  this  study  were  adequately  in 
formed  about  the  nature  of  the  experiments,  either 
at  its  inception  or  subsequently,"  and  added: 


ill 
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"The  U.S.  Public  Health  Service  from  the  onset 
}f  the  study  has  maintained  a  continuous  policy  of 
Withholding  treatment  for  syphilis  from  the  infected 
subjects.  There  was  common  medical  knowledge, 
before  this  study,  that  untreated  syphilitic  infection 
produces  disability  and  premature  mortality." 
'    "The  study  of  untreated  syphilis  in  black  males 


in  Macon  County,  Ala.,  now  known  as  the  Tuskegee 
Syphilis  Study,  should  be  terminated  immediately," 
the  panel  said. 

Autopsies  to  determine  the  effects  of  untreated 
syphilis  were  discontinued  several  months  ago. 

During  the  experiment  at  least  28  men  are  known 
to  have  died  of  syphilis. 


Book  Review 


Diabetes  Mellitus:  Diagnosis  and  Treatment,  Vol.  3. 
Edited  by  Stephanas  Fajans,  M.D.,  and  Carl  E.  Suss- 
man,  M.D.  430  pages.  New  York:  The  American  Dia- 
betes Association,  1971. 

Under  the  auspices  of  the  Committee  on  Profes- 
;ional  Education  of  the  American  Diabetes  Associa- 
ion,  Drs.  Fajans  and  Sussman  have  put  together  a 
:omprehensive  review  of  the  current  state  of  knowl- 
:dge  in  diabetes.  The  volume  is  intended  to  update 
he  basic  store  of  information  of  the  practicing  dia- 


betes clinician,  and  it  serves  this  purpose  admirably. 
The  editors  are  particularly  to  be  commended  for 
presenting  parallel  discussions  of  certain  important 
topics  about  which  swirl  considerable  clinical  contro- 
versy. Two  chapters  present  the  opposing  viewpoints 
on  the  effects  of  oral  hypoglycemics  on  cardiovascu- 
lar disease,  and  four  chapters  are  concerned  with 
different  modalities  of  treatment  of  diabetic  retino- 
pathy. 

This  volume  is  considerably  thicker  than  its  prede- 
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cessors.  One  may  surmise  that  this  thickness  reflects 
the  increasing  amount  of  knowledge  about  diabetes, 
or,  in  a  less  sanguine  mood,  that  some  of  the  chap- 
ters could  have  been  a  little  more  concise.    All  in 


all  it  is  a  useful  book,  put  together  in  a  sensible  and 
workman-like  way.    It  deserves  to  be  within  arm's 
length  of  every  clinician  with  an  interest  in  diabetes. 
Emery  C.  Miller,  M.D. 


1 

to 


In  Ms moriam 


Frank  Pelouze  Ward,  M.D. 

Rarely  in  the  memory  of  one  man's  lifetime  does 
there  appear  a  man,  friend,  and  physician  so  en- 
dowed with  the  traits  of  character  of  our  colleague, 
Dr.  Frank  Pelouze  Ward.  This  man  had  no  avarice, 
jealousy,  evil,  or  animosity  in  his  life  style  or  make- 
up. He  was  a  person  of  unlimited  compassion,  feel- 
ing, love,  and  sense  of  service  to  his  fellow  man. 
All  of  those  who  knew  him — and  most  people  in 
Robeson,  Bladen,  Columbus,  Scotland,  and  Dillon 
counties  did — know  how  dedicated  to  the  care  of 
the  rich  and  poor,  weak  and  strong,  black,  red,  and 
white,  he  was.  Dr.  Ward  gave  his  life  and  energy 
to  those  who  needed  his  help.  His  reward  was  the 
respect,  love,  and  heartfelt  thanks  of  many  thousands 
of  patients  and  friends.  How  futile  it  is  for  anyone 
to  try  to  put  into  words  the  contributions  "Doctor 
Frank"  made  to  the  people  of  Southeastern  North 
Carolina. 

Dr.  Ward  was  born  in  Lumberton,  North  Carolina, 
on  Oct.  24,  1916,  the  son  of  Mr.  and  Mrs.  Archie 
Ward. 

He  graduated  from  Wake  Forest  College  in  1940 
with  a  B.S.  in  Medicine  and  received  his  M.D. 
degree  from  the  Medical  College  of  South  Carolina 
in  March,  1943.  His  internship  was  served  at  Henry 
Ford  Hospital  in  Detroit,  Michigan,  from  April  1  to 
Dec.  31,  1943.  He  continued  at  Henry  Ford  in  inter- 
nal medicine  from  Jan.  1,  1944  until  October,  1944. 

Dr.  and  Mrs.  Ward  returned  to  Lumberton  to 
begin  the  practice  of  medicine.  He  continued  to 
practice  until  March  1944,  when  he  returned  to 
Duke  Medical  School  to  complete  his  requirements 
for  the  specialty  of  internal  medicine.  In  May  of 
1955  he  was  made  a  diplomate  of  the  American 
Board  of  Internal  Medicine.  Shortly  thereafter  he 
achieved  the  rank  of  Fellow  of  the  American  Col- 
lege of  Physicians. 

From  1944  until  his  death  in  1972  Dr.  Ward 
served  as  chief  of  staff,  chief  of  medicine,  and  other 
offices  available  at  Southeastern  General  Hospital 
in  Lumberton.  He  was  the  prime  mover  and  planner 
of  the  Intensive  Care  and  Coronary  Care  units  at 


Southeastern  Hospital,  and  the  Coronary  Care  Unit 
was  dedicated  in  his  honor.  Dr.  Ward  earned  the 
honors  and  awards  given  him  by  dedicating  his  time 
and  energy  above  and  beyond  the  call  of  duty  ex- 
pected of  any  one  person  in  the  practice  of  medi- 
cine, but  he  gave  his  time,  energy,  and  life  to 
improving  the  medical  care  of  the  people  of  this 
area  without  complaint. 

Frank  P.  Ward  was  more  than  one  of  the  dedi- 
cated men  of  medicine.  No  one  can  deny  the 
enormity  of  this  man's  contribution  to  the  profession. 
In  addition  to  the  many  recorded  services  which  ht 
rendered  in  a  public  sense,  he  endowed  the  practice 
of  medicine  with  true  examples  of  dignity,  integrity, 
compassion,  unsurpassed  dedication,  and  profes- 
sional excellence.  A  man  with  a  strong  character 
and  an  acute  perception  of  one's  feelings  that  grew 
keener  through  the  years,  Dr.  Ward  was  known  as 
a  man  with  whom  people  could  easily  communicate, 
a  man  who  always  afforded  sound  advice,  and  one 
whose  charming  wit  and  wisdom  made  him  a  friend 
and  guide  to  all  who  knew  him. 

Dr.  Ward  was  a  happy  man,  and  he  knew  success 
as  a  benefactor,  not  as  a  master.  He  considered 
the  diligence  of  his  work  as  an  opportunity  rather 
than  a  task.  His  success  and  happiness  extended 
its  roots  far  beyond  his  medical  practice,  as  he 
founded  and  raised  up  a  solid  family  relationship 
filled  with  love,  respect,  and  understanding.  He 
felt  that  the  nucleus  of  his  achievements  in  life  was 
his  intense  personal  religious  faith,  which  gave  hut 
the  support  and  strength  to  live  for  others  as  he  did 

Mastery  and  triumph  were  his  in  life.  Yet,  in  his 
gracious  form,  subtle  and  wise,  he  recognized  anc 
received  them  with  humility.  He  devoted  ever) 
aspect  of  his  life  and  all  of  his  energy  to  his  patients 
his  family,  and  his  loved  ones.  He  expected  little  ir 
return,  but  found  life's  greatest  reward  a  persona 
knowledge  and  feeling  that  by  his  own  presence 
in  the  world  he  had  made  her  people  better. 

These  few  words  cannot  possibly  convey  adequate 
feeling  toward  the  loss  of  Dr.  Frank  Ward,  but  the) 
are  humbly  dedicated  to  his  beloved  memory. 

Dr.  Ward  was  married  to  the  former  Miss  Mar) 
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Alice  Batson  of  Burgaw.  Mrs.  Ward  survives  with  Resolved,    that   this    statement   be    adopted    and 

the  following  children:   Frank  P.  Ward,  Jr.,  Mrs.  incorporated  into  the  minutes  of  the  Robeson  County 

Robert    Farnham    III,    Mrs.    Heustis    Pennington  Medical  Society,  and  that  copies  be  sent  to  the  mem- 

Whitesides   Jr  ,  and  Miss  Kathryn  Gray  Ward.    He  bers  of  the  bereaved  family,  to   The  Robesoman, 

is  also  survived  by  one  grandchild  and  three  brothers:  and  to  the  North  Carolina  Medical  Journal. 
Henry  D    Archie  F.,  and  Stephen  A.  Ward.  Robeson  County  Medical  Society 


When  a  child  is  seized  with  convulsions,  without  having  any  complaint  in  the  bowels, 
or  symptoms  of  teething;  or  any  rash  or  other  discharge  which  has  been  suddenly  dried  up, 
we  have  reason  to  conclude  that  it  is  a  primary  disease,  and  proceeds  immediately  from  the 
brain  Cases  of  this  kind  happen  but  seldom,  which  is  very  fortunate,  as  little  can  be  done 
to  relieve  the  patient.  When  a  disease  proceeds  from  an  original  fault  in  the  formation  of 
structure  of  the  brain  itself,  we  cannot  expect  that  it  should  yield  to  medicine.  But  as  this 
is  not  always  the  cause,  even  of  convulsions  which  proceed  immediately  from  the  brain, 
some  attempts  should  be  made  to  remove  them.  The  chief  intention  to  be  pursued  from 
this  purpose  is  to  make  some  derivation  from  the  head,  by  blistering,  purging  and  the  ike. 
Should  these  fail,  issues  or  setons  may  be  put  in  the  neck,  or  between  the  shoulders.— William 
Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by 
Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  385. 
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Classified  Ads 


DPENINGS  FOR  GP's,  Psychiatrists  and  Internists,  prefer- 
ably Board  eligible,  in  large  NP  hospital  using  all  accepted 
modern  treatment  modalities  and  having  active  medical 
and  surgical  services.  This  is  not  primarily  a  chronic  hos- 
pital but  presents  a  challenging  opportunity  to  exercise 
professional  skills  with  a  wide  variety  of  emotional  and 
physical  problems.  Excellent  lab  and  x-ray  facilities  and  a 
full  complement  of  ancillary  staff  are  available.  Salisbury 
is  a  progressive  small  town  in  Piedmont  NC,  midway  be- 
tween 3  larger  cities;  good  school  system;  moderate  cli- 
mate; usual  40-hr.  week;  30  days  vacation;  9  paid  holidays; 
excellent  fringe  benefits;  can  pay  moving  expenses;  salary 
$23,424-$29,848;  any  state  or  DC  license  qualifies;  equal 
opportunity  employer.  Write  Chief  of  Staff,  VA  Hospital, 
Salisbury,  N.  C.  28144. 

EMERGENCY  ROOM  PHYSICIAN— 351  bed  community 
hospital;  southwest  Virginia  and  Upper  East  Tennessee 
area.  Tennessee  license  required.  Present  group  of  four 
physicians  expanding  to  five.  $30,000  plus  annually  and 
liberal  benefits.  Write  or  call:  Executive  Director,  Bristol 
Memorial  Hospital,  Bristol,  Tennessee  37620.  Phone  615- 
968-1121. 

GENERAL  PHYSICIANS  for  routine  care  of  psychiatric 
and  geriatric  patients — specialty  referral  of  complicated 
cases  is  available.  Knowledge  of  psychiatry  is  not  neces- 
sary.   University    affiliation    offers    the    opportunity    for 


continuing  education.  Excellent  lab  and  x-ray  facilities. 
Malpractice  protection  and  administrative  help.  Forty 
hour  week.  Night  call  three-four  times  monthly  compen- 
sated by  time  off.  Salary  range  $17,436-$32,736.  Three 
weeks'  vacation — paid  holidays,  sick  leave,  retirement  and 
death-in-service  benefits.  Contact  Bob  Rollins,  M.D.,  Su- 
perintendent, Dorothea  Dix  Hospital,  Raleigh,  North 
Carolina  27611. 

EMERGENCY  ROOM  PHYSICIAN — Immediate  opening 
for  Emergency  Room  Physician,  $40,000.00  annual  guar- 
antee, all  in  excess  paid  to  physicians,  week  on,  week  off 
rotation,  contract  available.  259  bed  general  medical  and 
surgical  hospital  located  in  resort  area  noted  for  horses 
and  golf.  Excellent  climate  and  living  conditions,  ideal  for 
family.  Convenient  to  mountains  and  sea  coast.  Please 
contact  by  calling  collect  Dr.  Charles  A.  S.  Phillips  or 
Mr.  J.  F.  Shinn,  Administrator,  Moore  Memorial  Hospital, 
Pinehurst,  N.  C.  area  code  919-295-6861. 

OB-GYN  —  for  congenial  fourteen  man  multi-specialty 
group  located  in  eastern  North  Carolina  semi-rural  com- 
munity. Relaxed  pace.  Excellent  hunting  and  fishing.  One 
board  certified  OB-GYN  man  in  group.  Good  starring 
salary.  Full  partnership  early.  For  information  contact: 
Mr.  R.  M.  Thomas,  Tarboro  Clinic,  P.  O.  Box  40,  Tar- 
boro,  N.  C.  27886. 
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The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a  challenging 
learning  atmosphere. 

We  offer: 

A  co-educational,  college  prep  boarding  school 

program  for  boys  and  girls,  Grades  7-12. 

A  challenging  program  that  stimulates  excellence 
100%  of  students  go  to  college,  14  National  Merit 
Semi-Finalists,  6  commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence-including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility -with  a  Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 

Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming. 

Woodward  Academy 

For  further  information  write  or  call: 
Director  of  Admissions/ P.  0.  Box  87190 
College  Park,  Ga.  30337  /  Tel.  AC404-761-8881 


// 


NOW  AVAILABLE! 

History  of 
"Medicine  of 
North  Carolina 

1524-1960 

IN  TWO  VOLUMES 
$25.00  PER  SET 


Available  from 

North  Carolina  Medical  Society 
P.  0.  Box  27167 
Raleigh,  N.  C.  27611 
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made  Man  safer 
from  attack  but 

increased  blood 
pressure  in 
hemorrhoidal 


$*m» 


'recaution 

i  -Volonged  or  excessive 

ise  of  Anusol-HC  might 

iroduce  systemic 

Corticosteroid  effects. 
<;  Symptomatic  relief  should 

lot  delay  definitive 
:  liagnosis  or  treatment. 

)osage  and  Administration 

\nusol-HC:  One  suppository 
-■  :n  the  morning  and  one  at 

ledtime  for  3  to  6  days 
,  :>r  until  the  inflammation 

ubsides. 

tegular  Anusol:  one 

uppository  in  the  morning, 
;.;  |>ne  at  bedtime,  and  one 

Timediately  following  each 

:vacuation. 


Anusol'HC 


to  help  ease 
acute  symptoms  of 
hemorrhoids 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate.  On  your  Rx  only! 

Each  suppository  contains  hydrocortisone  acetate  10  mg;  bismuth  subgallate  2.25%; 

bismuth  resorcin  compound  1.75%;  benzyl  benzoate  1.2%;  Peruvian  balsam  1.8%;  zinc 

oxide  11.0%;  and  boric  acid  5.0%;  plus  the  following  inactive  ingredients;  bismuth 

subiodide,  calcium  phosphate,  and  coloring  in  a  bland  hydrogenated 

vegetable  oil  base  containing  cocoa  butter. 


Warner  Chiicott 


w 


Division, 
-^\     Warner  Lambert  Company 
I-  I     Morns  Plains,  New  Jersey 
'      07950 


Anusol 

Suppositories  and  Ointment  Each  suppository  or  gram  of 

ointment  contains  the  active  ingredients  of  an  Anusol-HC 

suppository  minus  the  hydrocortisone. 


for  long-term 
patient 
comfort 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician's 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 

Librium 
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5-mg,  iO-mg,  25-mg  capsules 

up  to  IOO  mg  daily  in 

severe  anxiety 
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Before  prescribing,  please  consult  com- 
plete product  information,  a  summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CMS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 
Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation,  increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5  mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5  mg, 
10  mg  or  25  mg  chlordiazepoxide. 
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IDENT'S  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


No.  9  February  1,  1973 

THE  MEMBERSHIP  OF  THE  AMA  ADVISORY  COMMITTEE  ON  PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATIONS  has  been  announced  by  AMA  Executive  Vice-President  Dr.  Ernest  B. 
Howard.   North  Carolina  has  three  appointees  on  this  committee.   These  are  Edgar  T. 
Beddingf ield,  M.D. ,  Wilson,  NC,  representing  the  Council  on  Legislation  of  the  AMA, 
Jay  M.  Arena,  M.D.,  Durham,  representing  the  House  Specialty  Council,  and  Douglas  S. 
Lloyd,  M.D.  of  Durham,  representing  the  AMA  Intern  and  Resident  Business  Session. 
It  is  anticipated  that  this  committee  will  be  working  with  the  Department  of  Health, 
Education,  and  Welfare  in  drawing  up  the  regulations  for  implementation  of  the 
Professional  Standards  and  Review  provisions  of  the  recently  passed  HR  1  law  signed 
into  effect  by  President  Nixon  on  October  30,  1972. 

A  MORATORIUM  ON  PSRO  IMPLEMENTATION  by  state  and  county  medical  societies  was 
called  for  at  the  first  meeting  of  the  AMA  Advisory  Committee  on  Professional 
Standards  Review.   At  the  meeting  held  recently  at  AMA  headquarters,  the  23-member 
committee  agreed  that  a  moratorium  is  necessary  because  there  is  no  national  admin- 
!-  istrator  of  the  PSRO  program  and  there  are  no  national  guidelines  for  establishing 
PSROs.   Seven  consulting  Task  Forces  will  be  established  by  the  advisory  committee. 
Each  task  force  will  concentrate  on  a  specific  aspect  of  professional  standards 
review.   The  areas  of  concentration  include:   drafting  of  regulations  for  PSRO 
implementation;  structure  and  organization  of  PSROs;  development  of  guidelines  for 
designating  various  PSRO  regions;  studying  PSRO  models  and  prototypes;  setting 
quality  standards  for  medical  care;  program  evaluation;  and  creating  communication 
and  education  programs  for  physicians  and  laymen. 

THE  SOCIAL  SECURITY  AMENDMENTS  OF  1972  (PL  92-603,  HR  1,  October  30,  1972) 
lave  made  significant  changes  in  the  Medicare  program.  The  Department  of  Health, 
Education,  and  Welfare  has  published  a  very  helpful  summary  of  these  changes  which 
:an  be  obtained  from  the  Distribution  Liaison  Officer,  Bureau  of  Health  Insurance, 
Social  Security  Administration,  Baltimore,  Maryland  21235.  Additional  information 
Jn  these  changes  can  be  obtained  from  Prudential  or  from  the  Medicare  Committee  of 
the  North  Carolina  Medical  Society. 


THE  OPERATIONS  DIVISION  OF  THE  UNITED  STATES  ENVIRONMENTAL  PROTECTION  AGENCY, 
^hamblee,  Georgia  30341  has  announced  that  DDT  has  been  banned  for  general  use  in 
:his  country  as  of  December  31,  1972.   This  was  based  on  the  concern  for  DDT  resi- 
lues  found  in  the  environment.   It  is  recognized,  however,  that  DDT  will  be  re- 
>laced  with  some  chemicals  that  will  be  more  highly  toxic,  such  as  organophos- 
>hates.  While  these  chemicals  break  down  rapidly  in  the  environment,  they  are 
;enerally  much  more  toxic  to  man  than  was  DDT.   For  this  reason  EPA  and  the  USDA' s 
Extension  Service  have  cooperated  in  developing  an  intensive  educational  and  train- 
.ng  program  to  counteract  this  potential  increase  in  hazards.   This  effort,  known 
is  "Project  Safeguard",  is  desi/gned  to  (1)  create  a  real  awareness  on  the  part  of 
'armers  and  applicators  to  the  increased  hazards  of  the  organophosphates  replacing 
>DT,  and  (2)  educate  and  train  users  in  the  safe  usage  of  these  chemicals.   It 
ias  been  demonstrated  many  times  in  the  past  that  highly  toxic  organophosphates 
an  be  safely  used  if  label  directions  and  precautions  are  carefully  followed. 


"Project  Safeguard"  will  be  emphasized  in  those  states  which  because  of  high 

DDT  usage  in  cotton,  soy  beans  and  peanuts  can  be  expected  to  be  exposed  to  the 

greatest  hazard  during  the  transition  period.  The  State  of  North  Carolina  is  one 
of  these  states. 

It  is  in  order  for  all  North  Carolina  physicians  to  be  aware  of  this  decision 
and  of  the  increased  toxicity  of  the  organophosphates  which  will  be  used  as  of 
January  1,  1973. 

LEGISLATION  BEFORE  THE  NEW  CONGRESS  WILL  LIKELY  INCLUDE:   A  twice-vetoed 
HEW  Appropriations  bill  for  fiscal  1973;  National  Health  Insurance;  Health 
Maintenance  Organizations  (HMO's);  and  Emergency  Medical  Services  -  in  addition, 
several  major  health  programs  are  scheduled  to  expire  on  June  30,  1973,  so  that 
it  can  be  expected  that  Congress  will  also  be  considering:   Hill-Burton  Program; 
Regional  Centers  for  Heart  Disease,  Cancer,  Stroke,  Kidney  Disease,  and  Related 
Diseases  (RMP) ;  Comprehensive  Health  Planning  (CHP) ;  Allied  Health  Professions 
Training;  Public  Health  Service  Traineeships;  Medical  Library  Assistance;  Health 
Services  for  Migrant  Workers;  Lead-Based  Paint  Poisoning  Prevention;  Maternal 
and  Child  Health  and  Crippled  Children  Services;  Family  Planning  Services;  Com- 
prehensive Drug  Abuse  Prevention;  and  Community  Mental  Health  Centers  Act. 

A  TASK  FORCE  IS  DRAFTING  OPERATING  GUIDELINES  for  the  Liaison  Committee  on 
Graduate  Medical  Education  that  held  its  first  meeting  in  December.   The  committee 
is  seeking  to  establish  a  body  for  supervision  and  accreditation  of  graduate 
medical  education.  WILLIAM  G.  ANYLAN,  M.D. ,  VICE  PRESIDENT  FOR  HEALTH  AFFAIRS 
AT  THE  DUKE  U.  MEDICAL  CENTER,  was  named  chairman  of  the  committee.   He  is  one 
of  four  committee  members  who  represent  the  Assn.  of  American  Medical  Colleges. 
The  committee  includes  four  representatives  from  the  AMA,  four  from  the  American 
Board  of  Medical  Specialties,  two  from  the  Council  on  Medical  Specialties  and 
two  from  the  American  Hospital  Assn.  At  its  next  scheduled  meeting  on  March  20, 
the  committee  is  expected  to  extend  representation  to  the  public,  federal  govern 
ment,  house  staff  officers  and  directors  of  hospital  medical  education  programs. 

NOMINATIONS  ARE  NOW  BEING  ACCEPTED  for  the  sixth  annual  Dr.  Rodman  E.  Sheen 
and  Thomas  G.  Sheen  Award  recognizing  outstanding  contributions  to  medical  science 
by  a  U.S.  physician  or  physicians.   The  Sheen  Award  consists  of  a  $10,000  cash 
prize  and  a  special  plaque  from  the  AMA.   Jointly  bestowed  by  the  AMA  and  the 
Guarantee  Bank  and  Trust  Co.  of  Atlantic  City,  the  1973  Sheen  Award  will  be  pre 
sented  at  the  AMA's  1973  Annual  Convention  in  New  York  City.  Nominating  forms 
and  background  information  have  been  sent  state,  county  and  specialty  associations 
and  to  other  medical  organizations  that  traditionally  have  been  invited  to  submit  iajj 
nominees.  Write  the  Sheen  Award  Committee,  AMA  Headquarters,  to  obtain  these 
materials.   Nominations  will  close  March  15. 

THE  TEXAS  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  will  meet  in  special  sessiot 
Jan.  20-21  to  discuss  medical  foundations....  At  a  special  session  of  its  House 
of  Delegates,  the  Medical  Society  of  New  Jersey  approved  the  creation  of  an  inde- 
pendent Foundation  for  Health  Care  Evaluation  as  a  base  for  a  statewide  peer 
review  mechanism. 


Sincerely, 


y^fi^- 
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John  Glass  on,  M.  D.  P»is 


Venereal  Diseases  of  Infants  and  Children 
At  Duke  University  Medical  Center 

M.  Ousama  Tomeh,  M.D.,  and  Catherine  M.  Wilfert,  M.D. 


TNFECTION  due  to  Neisseria  gonorrhea  is  the 

number  one  reported  communicable  disease  oc- 

urring  in  our  country  today,  and  is  the  single  most 

irevalent  bacterial  infection  in  adults.1  For  the  year 

971  there  were  624,371  cases  of  gonorrhea  reported 

,n  n  the  United  States,  for  a  case  rate  of  307.5  per  100,- 

!'00  population.2  This  represents  an  increase  of  8  per- 

I    lent  over  the  preceding  year  and  constitutes  more 

:il.  han  a  100  percent  increase  over  the  reported  cases 

.    i  I960.2  The  increasing  number  of  reported  cases 

>f  venereal  disease,  particularly  that  of  gonorrhea, 

lakes  it  likely  that  each  practicing  physician  will  en- 

ounter  such  patients. 

North  Carolina  reported  a  case  rate  of  366.6  per 

00,000  population  for  the  year  1971.2  The  rates  for 

everal  specific  reported  areas  are  listed  below  to  em- 

hasize  further  the  severity  of  the  problem  in  our 

itate.2  Berkeley  and  San  Francisco,  California,  and 

ions  Atlanta,   Georgia,   are  the  only  three  cities  in  the 

nit  jJnited  States  that  reported  more  cases  of  gonorrhea 

!|ian  did  Durham,  North  Carolina. 


end 


slot 

e 


Reporting  area 

Greensboro 

Ashevilie 

Fayetteville 

Charlotte 

Durham 


Ca 

ses/100,000 

339.0 

461.3 

614.1 

1557.8 

1670.6 

population 

The  national  increase  in  reported  gonorrhea  is  re- 
ected  in  all  age  groups.  The  recognized  rate  of  dis- 
ise  is  highest  in  the  20-24  year  age  group  (1,- 
60/100,000)  and  is  only  slightly  lower  in  the  15-19 
;ar  age  group  (1,121.2/100,000).2  In  the  United 
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States  in  1970  there  were  5,289  cases  of  gonorrhea 
reported  in  the  10-14  year  age  group,  and  2,226  cases 
reported  in  the  0-9  year  age  group.2  This  constitutes 
a  significant  amount  of  recognized  disease  in  very 
young  patients. 

The  reported  incidence  of  primary  and  secondary 
syphilis  in  the  United  States  has  also  been  increasing 
since  1960,  with  23,336  cases  reported  in  1971.3 
The  reported  case  rate  in  the  state  of  North  Carolina 
was  8.6  per  100,000,  but  the  case  rate  for  the  15-19 
year  age  group  was  twice  that  high,  and  for  the  20-24 
year  age  group  almost  four  times  that  high.2  These 
are  the  childbearing  age  groups,  and  therefore  disease 
may  be  diagnosed  with  greater  frequency  during  preg- 
nancy and  in  newborns.  Brief  notation  of  syphilis  in 
infants  and  young  children  will  be  made  because  of 
the  frequency  with  which  this  diagnosis  is  made  on 
the  basis  of  positive  serological  tests. 

Increased  recognition  of  a  number  of  children  with 
gonococcal  infection  at  Duke  University  Medical 
Center  during  1970-1971  led  to  a  retrospective  re- 
view of  the  available  records  at  this  institution. 
Charts  of  all  children  with  cultures  positive  for  N. 
gonorrhea  recorded  in  the  microbiology  laboratory 
were  obtained  and  reviewed.  In  addition,  the  inpatient 
charts  for  1960-1971  and  the  outpatient  charts  for 
1960-1967  had  been  coded  by  diagnosis  through  the 
computer.  All  records  coded  as  venereal  disease, 
gonococcal  infections,  or  syphilis  were  reviewed. 

PATIENT  MATERIAL 

Gonorrhea 

The  charts  of  19  pediatric  patients  with  gonorrhea 
were  reviewed.  A   summary  of  the  diagnoses,  the 
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year  of  diagnosis,  and  the  patient's  age  at  that  time 
are  included  in  Table  1. 

Conjunctivitis  occurred  exclusively  in  the  first 
month  of  life  and  was  diagnosed  initially  by  the  pres- 
ence of  gram-negative  diplococci  on  a  stained  smear 
of  the  ocular  exudate,  later  confirmed  by  culture.  The 
organisms  were  grown  on  Thayer-Martin  media  or 
chocolate  agar,  and  were  identified  by  positive  oxi- 
dase reactions  and  confirmatory  sugar  fermentations. 
The  conjunctivitis  was  bilateral  in  four  infants  and 
unilateral  in  four  others.  Five  of  the  eight  mothers 
were  subsequently  proved  by  culture  to  have  geni- 
tourinary tract  infection  due  to  N.  gonorrhea.  Three 
mothers  were  discharged  without  cultural  proof  of 
their  infection.  In  four  of  these  mothers,  premature 
rupture  of  the  membranes  occurred  18-72  hours 
prior  to  delivery  of  the  infants.  All  eight  infants  with 
gonococcal  conjunctivitis  had  received  prophylactic 
administration  of  a  1  percent  solution  of  silver  ni- 
trate. In  several  infants,  silver  nitrate  was  instilled 
both  in  the  delivery  room  and  upon  admission  to  the 
newborn  nursery. 

Peritonitis  occurred  exclusively  in  girls,  and  each 
of  them  experienced  lower  abdominal  pain,  fever, 
tenderness,  and  vaginal  discharge.  Two  of  the  girls 
underwent  surgery,  performed  because  of  a  presump- 
tive diagnosis  of  appendicitis.  At  laparotomy  one  was 
a  pelvic  abscess  and  the  other  salpingitis.  In  four  of 
the  girls  positive  cultures  were  obtained  from  the 
vaginal  discharge  and  in  one  from  the  pelvic  abscess. 
In  two  cases,  positive  gram-stained  smears  were  re- 
corded in  addition  to  positive  cultures.  In  the  one  girl 
who  had  salpingitis  at  laparotomy,  both  gram-stained 
smear  and  culture  of  materials  obtained  at  the  time 
of  surgery  were  negative,  but  ampicillin  therapy  had 
been  instituted  prior  to  operation. 

Vaginitis   was   found  in  three   prepubertal   girls. 
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Smear  and  cultures  obtained  from  each  of  these  chil 
dren  were  positive  for  N.  gonorrhea.  Only  one  chilcj 
was  known  to  have  had  any  sexual  contact.  Each  oi  JJ 
the  girls  had  a  symptomatic  vaginal  discharge  whei 
seen  by  the  physician,  but  were  not  systemically  ill. 

In  1971  gonococcal  urethritis  was  diagnosed  in  tw<     l 
boys,  aged  7  and  13  years.  Each  of  them  had  typica    ^ 
urethritis  and  the  diagnosis  was  made  by  positivi    -•'> 
gram-stained  smear  of  the  urethral  discharge  am  s 
confirmed  by  culture  of  N.  gonorrhea.  The  13-year 
old  youth  admitted  to  sexual  contact. 

A  single  newborn  infant  was  admitted  to  Duki 
Hospital  at  the  age  of  1 8  days  because  of  polyarthriti 
involving  his  right  elbow  and  ankle  and  left  wris 
joints.  The  diagnosis  of  gonococcal  disease  was  madi 
by  positive  smear  and  confirmatory  culture  of  N 
gonorrhea  obtained  from  fluid  aspirated  from  an  in 
volved  joint.  His  mother  had  an  illness  which  retro 
spectively  was  felt  to  be  consistent  with  gonococcemii 
occurring  within  the  week  prior  to  the  delivery  of  he 
infant.  Additionally,  she  had  culturally  confirmee 
gonorrhea  of  the  cervix  at  the  time  of  her  infant's  ill 
ness  and  received  antibiotic  therapy  only  after  thi 
diagnosis  was  made  in  her  infant. 


Syphilis 

The  serological  test  for  syphilis  employed  at  Duk< 
University  Medical  Center  is  a  standard  Venerea 
Disease  Research  Laboratory  (VDRL)  slide  floccu 
lation  test  employing  a  cardiolipin-lecithin  antigen 
Since  1968  the  Fluorescent  Treponemal  Antibody 
Absorption  (FTA-ABS)  test  employing  Treponein 
pallidum  antigen  and  absorption  of  the  patient' 
serum  with  nonpathogenic  treponemes  has  been  con, 
ducted.  The  record  review  revealed  a  total  of  59  chil 
dren  with  recorded  positive  reactions  for  the  year 
1969-1971. 

All  newborn  infants  delivered  at  Duke  Universit 
Medical  Center  had  serum  VDRL  determinations 
During  this  1 1-year  period  positive  reactions  were  re 
corded  for  49  infants.  Forty-seven  of  these  infant 
had  a  titer  of  only  1 :2  or  less,  and  each  of  the  coi( 
responding  mothers  had  similar  titers.  None  of  th 
serologically  positive  infants  had  recognizable  physi 
cal  findings  consistent  with  the  diagnosis  of  congeniU. 
syphilis.  Forty-one  of  the  49  seropositive  mothers  ha, 
received  penicillin  therapy,  either  during  pregnane 
or  before  they  became  pregnant.  None  of  the  infant 
gave  evidence  of  congenital  infection.  It  is  likely  th£| 
the  majority  of  the  infants  had  positive  serologic; 
reactions  on  the  basis  of  antibodies  which  were  trans 
placentally  acquired  from  their  mothers. 

In  addition,  three  infants  with  congenital  syphili 
have  been  seen  during  the  period  of  study  in  the  yeai 
1964,   1966,  and  1971.  The  infants  were  born  i 
North  Carolina  hospitals  other  than  DUMC.  The  , 
were  diagnosed  at  the  ages  of  5  weeks  to  2  month: 
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long  bones  were  present  in  all  three  infants.  In  addi- 
tion, one  infant  had  a  maculopapular  rash  and  one 
had  a  hydrocele  with  enlarged  fibrotic  testicles.  Each 
pf  the  infants  and  their  mothers  had  positive  serologi- 
cal reactions  at  the  time  the  infants  were  brought  to 
the  Center  ill.  One  of  these  women  had  not  been 
rested  for  venereal  disease  during  pregnancy  or  at  the 
:ime  of  delivery.  A  second  mother  had  negative  test 
results  recorded  during  the  first  trimester  of  preg- 
I  aancy,  and  the  test  was  not  repeated  until  her  infant's 
llness  was  diagnosed.  The  third  mother  had  a  nega- 
ive  VDRL  test  result  at  the  time  of  delivery  of  a 
clinically  well  baby.  Her  infant  had  a  titer  of  1 :  128  at 
he  age  of  5  weeks.  Both  the  mother's  and  father's 
.  :ests  were  positive,  with  titers  of  1:64  at  the  time  of 
diagnosis  of  the  infant.  The  entire  family  is  being  ob- 
:  served  after  taking  penicillin. 

A  single  child,  aged  4  years,  was  admitted  to  the 
:  aospital  with  a  chief  complaint  of  anal  lesions.  On 
physical  examination  this  child  was  found  to  have  a 
/aginal  discharge,  and  gram-negative  diplococci  were 
lleen  on  smear.  The  culture  of  this  material  was  posi- 
tive for  N.  gonorrhea.  She  manifested  a  lesion  con- 
;istent  with  a  chancre  on  her  labia  majora  and  also 
condylomata  lata  of  her  labial  and  rectal  areas.  Her 
/DRL  test  was  positive  at  1:64,  as  was  her  FTA- 
KBS  titer.  The  chancre  was  dark-field  negative,  and 

-  he  condylomata  were  not  examined.  The  appearance 
)f  the  lesions  and  the  positive  serological  test  indi- 
■ated  that  she  had  syphilis,  and  the  physical  findings 

•'  vere  consistent  with  primary  and  secondary  disease, 
n  addition,  this  youngster  had  bilateral  symmetrical 
\  cm  firm,  rubbery,  nonfixed,  painless  inguinal  lymph 

•  lodes  measuring  4x3x4  cm.  She  had  a  positive 

•  omplement    fixation    titer    to    Lymphogranuloma 

-  ■enereum  (LGV)  antigen  of  1:256  and  associated 

■  osinophilia.  Thus,  this  child  of  4  years  had  simul- 
aneous  infection  with  syphilis,  gonorrhea,  and  LGV. 

The  epidemiology  of  her  problem  was  incomplete 
>ut  included  several  suggestive  features.  The  child 

■  pends  a  few  minutes  each  morning  in  bed  with  her 

-  lother,  who  had  received  therapy  for  gonorrhea 
/ithin    the   preceding   nine    months.   The    mother's 

:  -'DRL  test  was  negative  but  a  14-year-old  male  con- 
act  of  the  patient  had  a  positive  serological  reaction. 
To  LGV  contact  was  identified.  This  child  demon- 

'    trates  the  increasing  complexity  of  the  venereal  dis- 

-  ase  problem  as  it  may  be  manifest  in  children. 

)ther  venereal  diseases 

One  six-year-old  girl  was  seen  because  of  perirectal 
nd  perineal  venereal  warts.  No  treatment  was  insti- 
ited  for  the  warts,  but  a  VDRL  test  was  nonreactive 
'nd  no  vaginal  discharge  was  present. 

DISCUSSION 

:  I  It  is  clear  from  the  listing  of  childhood  gonococcal 
ifections  that  the  majority  of  them  were  recorded 
etween  the  years  1967  and  1971.  This  appears  to 


represent  an  increased  incidence  of  disease  which  re- 
flects the  national  trend  noted  in  adults.  It  is  im- 
portant to  recognize  that  conjunctivitis  is  primarily 
limited  to  newborns  and  did  occur  in  some  infants 
known  to  have  received  silver  nitrate  prophylacti- 
cally.  It  is  postulated  that  the  organisms  may  gain 
access  to  the  fetus  in  the  presence  of  prolonged  rup- 
ture of  the  membranes,  so  that  the  baby  may  be  in- 
fected prior  to  the  administration  of  the  drug.  It  is  im- 
possible to  determine  if  the  infants  with  infection  at 
ages  1 1  days  and  25  days  acquired  N.  gonorrhea  at 
the  time  of  birth  or  were  infected  by  neonatal  contact 
with  their  infected  mothers  or  other  individuals  after 
delivery. 

Gonorrheal  infection  of  the  reproductive  tract  in 
immature  girls  usually  presents  as  vulvovaginitis.  The 
alkaline  environment  of  the  immature  nonestrogen- 
ized  vaginal  mucosa  will  support  the  growth  of 
N.  gonorrhea  which  the  mature  mucosa  will  not.6- 7 
The  endocervix  of  the  child  is  normally  not  patent  un- 
til the  age  of  9-10  years;7  hence  this  anatomical  differ- 
ence of  the  immature  cervix  usually  limits  the  exten- 
sion of  the  gonorrheal  infection  to  the  vagina  in  the 
preadolescent  girl.  The  cervix  of  the  adolescent  and 
mature  woman  supports  the  growth  of  the  organism, 
which  can  then  extend  via  the  patent  endocervix  and 
uterine  cavity  to  the  adenexal  areas. 

Peritonitis  due  to  the  gonococcus  has  been  recog- 
nized infrequently  in  prepubertal  girls  for  the  reasons 
cited  above.*-1"  Two  of  the  girls  seen  at  Duke  were 
adolescent  and  physically  mature,  but  two  were 
clearly  prepubertal  and  did  not  have  any  recognized 
sexual  contact.  Gonococcal  peritonitis  should  be  con- 
sidered in  the  differential  diagnosis  of  abdominal 
pain  of  young  girls,  and  the  presence  of  a  urethral  or 
vaginal  discharge  should  alert  the  physician  to  this 
diagnostic  possibility.  Such  material  can  readily  be 
examined  for  the  presence  of  gram-negative  diplo- 
cocci and  should  be  cultured  for  confirmation  of  this 
diagnosis. 

The  presence  of  polyarthritis  in  the  septic-appear- 
ing newborn  infant  should  alert  the  pediatrician  to 
the  possibility  of  gonococcal  infection.  As  in  the  case 
presented  briefly  here,  it  may  be  possible  to  make  the 
diagnosis  from  aspiration  of  the  involved  joints.  Ap- 
propriate cultures,  including  blood  and  joint  fluid, 
should  always  be  obtained  in  infants  with  these  find- 
ings. A  very  important  aspect  of  the  management  of 
this  situation  is  to  remember  that  the  mother  probably 
constitutes  the  source  of  infection  and  may  also  re- 
quire antimicrobial  therapy. 

The  evaluation  of  the  newborn  infant  with  posi- 
tive serological  tests  is  difficult.  The  infant  may  have 
positive  serological  test  results  representing  passive 
transmission  of  antibodies  from  the  mother.  Further 
appraisal  of  the  positive  serological  tests  includes  the 
history  regarding  penicillin  therapy  of  the  mother,  as 
well  as  the  physical  examination  of  the  infant  in  ques- 
tion. Roentgenograms  of  the  long  bones  may  be  ob- 
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tained  to  complete  the  examination  for  evidence  of 
congenital  syphilis.  Clinically  normal  infants  whose 
initial  serological  titer  does  not  exceed  that  of  the 
mother  and  who  can  be  followed-up  reliably  may  be 
observed  by  means  of  physical  examinations  and 
serial  determinations  of  their  sera  or,  as  with  the  in- 
fant who  may  be  lost  to  follow-up,  treated  with  a 
curative  dose  of  penicillin.  Infants  with  titers  that  are 
less  than  that  of  maternal  serum  at  birth,  who  demon- 
strate a  fall  in  the  VDRL  titer  over  the  first  six 
weeks  of  life  in  the  absence  of  any  detectable  disease, 
are  probably  infants  who  have  received  passive  anti- 
body transfer  rather  than  actively  infected  infants.  If 
the  infant  has  received  therapy,  the  antibody  decline 
could  also  be  an  indication  that  if  the  infection  was 
present  it  has  been  effectively  treated.  However,  an 
occasional  infant  may  manifest  a  low  VDRL  titer 
which  initially  falls  but  rises  coincident  with  the  de- 
velopment of  clinically  apparent  congenital  syphilis.11 
Presumably  these  infants  received  maternal  antibody 
and  acquired  their  own  infection  so  late  in  gestation, 
that  they  were  not  producing  their  own  antibodies  at 
the  time  of  delivery. 

It  is  necessary  that  mothers  have  serological  tests 
performed  both  in  the  first  trimester  of  pregnancy  and 
again  near  the  estimated  time  of  confinement,  to  pre- 
vent congenital  syphilis,1-  since  syphilis  may  be  ac- 
quired by  the  mother  at  any  time  during  pregnancy. 
One  of  the  mothers  discussed  here  had  a  nonreactive 
VDRL  test  at  the  time  of  delivery  of  her  apparently 
well  infant.  Both  the  infant  and  mother  were  in  the 
pre-primary  stage  of  incubating  syphilis.  Routine 
serological  testing  at  the  time  of  delivery  will  not  re- 
veal this  unfortunate  situation,  but  appropriate  sero- 
logical and/or  dark  field  studies  performed  when 
evaluating  illness  in  the  neonatal  period  will  lead  to 
the  correct  diagnosis. 

Venereal  warts  (condylomata  acuminata)  are 
known  to  be  caused  by  a  viral  infection  spread 
mainly  by  sexual  intercourse  and  hence  are  classified 
among  the  minor  venereal  diseases.13  Treatment,  if 
any,  is  usually  limited  to  local  application  of  podo- 
phyllin. 

Our  one  patient  with  three  simultaneous  infec- 
tions, and  the  child  with  venereal  warts,  provides  the 
opportunity  to  stress  the  importance  of  examining 
all  patients  with  a  single  venereally  transmitted  infec- 
tion for  gonorrhea  and  syphilis.  Patients  receiving 
penicillin  therapy  for  gonorrhea  may  be  adequately 
treated  for  syphillis  only  if  they  are  early  in  the  in- 
cubation period  of  primary  syphilis.  Other  forms  of 
antimicrobial  therapy  for  gonorrhea  may  not  eradi- 
cate incubating  syphilis,  which  is  concurrently  present 
in  approximately  8  percent  of  persons  with 
gonorrhea.14 

MANAGEMENT 

Penicillin  remains  the  drug  of  first  choice  for 
therapy  of  both  gonorrhea  and  syphilis,15' 10  even 
though  the  susceptibility  of  N.  gonorrhea  to  this  drug 


112 


has  been  slowly  decreasing  during  the  past  decade. 
Appropriate  selection  of  the  form  and  dosage  of 
penicillin  and  of  the  route  of  administration  continues 
to  make  it  possible  to  treat  gonorrhea  effectively  with 
this  antibiotic. 

The  newborn  infant  with  gonorrheal  conjunctivitis 
should  receive  50,000-100,000  units  per  kilogram 
per  day  of  aqueous  penicillin.  The  drug  can  be  ad- 
ministered at  12  hourly  intervals  by  the  intramuscu- 
lar route  and  is  continued  for  four  to  five  days. 
Systemic  therapy  is  necessary  to  treat  effectively  the  | 
established  infection.17  It  is  likely  that  such  vigorous  , 
therapy  of  the  infection  may  prevent  disseminated  in-  | 
fection,  since  the  conjunctiva  probably  constitutes  a 
portal  of  entry.  The  infant  with  established  systemic 
infection  requires  a  dosage  of  100,000-200,000  units 
per  kilogram  per  day.  Although  the  infant  usually  re-  i 
sponds  quickly  within  two  to  three  days  after  therapy 
is  initiated,   such  medication  is   continued  for  ap-  | 
proximately  two  weeks.  Therapy  of  gonococcal  peri- 
tonitis in  children  necessitates  the  parenteral  admin- 
istration   of     100,000-200,000    units    of    aqueous  | 
penicillin  per  kilogram  per  day.  The  medication  is  i 
usually  administered  in  4-6  hourly  doses,  and  the  du-  I 
ration  of  therapy  depends  upon  the  response  of  the  I 
individual  patient.  The  drug  is  administered  paren- 
teral^ for  24-28  hours  after  the  patient  has  defer- 
vesced.  The  patient  should  receive  medication  for  a  J 
total  period  of  five  to  ten  days. 

Vaginitis  can  be  successfully  managed  with  pro- 
caine penicillin.  A  single  dose  of  approximately  100,- 
000  units  per  kilogram  can  be  administered  at  the 
time  of  diagnosis.  Patients  have  also  been  successfully 
treated  with  the  daily  oral  administration  of  penicil- 
lin in  a  dosage  of  200,000  units  per  kilogram  per  day 
in  4  doses  for  seven  to  ten  days.  The  penicillin  must 
be  taken  as  prescribed  for  oral  therapy  to  be  success- 
ful. 

Syphilis  is  best  treated  with  penicillin,  to  which  the 
spirochete  remains  extremely  sensitive.  Low  levels  of 
penicillin  are  necessary  for  a  period  of  weeks  to  cure 
infection.  Therefore,  congenital  syphilis  is  treated 
with  100,000  units  of  procaine  penicillin  given  in  di- 
vided doses  over  a  ten-day  period.  Benzathine  peni- 
cillin can  be  administered  in  a  single  dose  of  50,000' 
units  per  kilogram.  Acquired  syphilis  is  treated  by  a 
single  intramuscular  injection  of  2.4  million  units 
of  Benzathine  penicillin.18  It  can  also  be  administered 
in  2  divided  weekly  doses. 

SUMMARY 

Gonococcal  infection  in  children  as  seen  at  Duke  I 
University  Medical  Center  during  the  years  1960- 
1971  is  described  in  some  detail  and  the  experience 
with  syphilis  summarized.  The  increasing  recognition 
of  gonorrhea  in  children  parallels  that  seen  in  young 
adults,  and  makes  it  likely  that  this  disease  will  be 
recognized  with  increasing  frequency  in  the  pediatric 
age   group.   The  varying  presentations  of  venereal 
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disease  in  children  are  discussed  and  the  recom- 
mended therapy  described. 
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All  that  art  can  do  towards  the  cure  of  a  broken  bone,  is  to  lay  it  perfectly  straight,  and 
to  keep  it  quite  easy.  All  tight  bandages  do  hurt.  They  had  much  better  be  wanting  altogether. 
A  great  many  of  the  bad  consequences  which  succeed  to  fractured  bones  are  owing  to  tight 
bandages.  This  is  one  of  the  ways  in  which  the  excess  of  art,  or  rather  the  abuse  of  it,  does 
more  mischief  that  would  be  occasioned  by  the  want  of  it.  Some  of  the  most  sudden  cures 
of  broken  bones  which  were  ever  known,  happened  where  no  bandages  were  applied  at  all. 
Some  method  must  be  taken  to  keep  the  member  steady;  but  this  may  be  done  in  many 
ways  without  bracing  it  with  a  tight  bandage. 

The  best  method  of  retention  is  by  two  or  more  splints  made  of  leather  or  pasteboard. 
These,  if  moistened  before  they  be  applied,  soon  assume  the  shape  of  a  very  slight  bandage, 
for  all  the  purposes  of  retention.  The  bandage  which  he  would  recommend,  is,  that  made 
with  twelve  or  eighteen  tails.  It  is  much  easier  applied  and  taken  off  than  rollers,  and  answers 
all  the  purposes  of  retention  equally  well.  The  splints  should  always  be  as  long  as  the  limb, 
with  holes  cut  for  the  ancles  when  the  fracture  is  in  the  leg. — William  Buchan:  Domestic 
Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  bv  Reqimen  and  Simple 
Medicines,  etc.,  Richard  Folwell,  1799,  p.  403. 
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Prevention  and  Management  of  Venous  Thrombosis 
And  Pulmonary  Embolism 

Stanley  R.  Mandel,  M.D.  and  George  Johnson,  Jr.,  M.D. 


"DULMONAR.Y  embolism,  the  most  severe  com- 
plication  of  deep  venous  thrombosis,  remains  a 
ubiquitous  problem  in  all  hospitals  today.  Despite 
a  voluminous  amount  of  research  on  the  problem 
of  thromboembolism,  pulmonary  embolism  sec- 
ondary to  deep  venous  thrombosis  remains  the  most 
common  cause  of  death  among  hospitalized  patients 
in  large  hopsitals.1,  -  The  exact  incidence  of  deep- 
vein  thrombosis  with  secondary  embolism  is  un- 
known, for  in  many  patients  embolism  occurs  with 
no  symptoms  related  to  it.  In  studies  utilizing  fibrin- 
ogen labelled  with  12r'I,  the  incidence  of  confirmed 
thrombosis  has  been  30  to  60  percent;  only  half 
of  these  patients  had  symptoms.3  r>  In  reality,  throm- 
bosis in  the  legs  is  probably  occurring,  often  at  the 
time  of  surgery,  in  a  large  percentage  of  hospitalized 
patients  who  tolerate  embolism  without  symptoms. 
The  patient  who  has  symptoms  suggestive  of  pul- 
monary embolism  receives  treatment  for  this  condi- 
tion; consequently,  it  is  the  asymptomatic  patient  who 
is  in  greater  danger.  All  too  frequently  such  patients 
die  suddenly  just  prior  to  discharge  after  successful 
treatment  of  a  medical  or  surgical  illness. 

Since  thromboembolism  often  results  from  failure 
to  observe  preventive  measures,  I  will  discuss  these 
before  turning  to  the  subject  of  management,  both 
medical  and  surgical. 

FACTORS  PREDISPOSING  TO 
THROMBOEMBOLISM 

Prevention  should  begin  with  the  recognition  of 
the  high-risk  patient.  Obesity  as  an  entity,  as  well 


as  promoting  immobility,  contributes  to  the  incidence  t 
of  thromboembolism  in  these  patients.  The  multiple 
injury  patient,  because  of  the  factors  of  infection,  j 
hemorrhage,    local    vessel    thrombosis    and    stasis,  ', 
is  particularly  prone  to  the  complications  of  venous 
thrombosis."   Young  women  who   are   pregnant  or  ! 
taking  oral  contraceptives  probably  have  a  higher . 
than  average  incidence  of  thromboembolism.7' 8  Con- 
gestive heart  failure,  a  common  underlying  problem  I 
on  the  medical  service,  predisposes  the  patient  to'  - 
thromboembolism,  presumably  on  the  basis  of  the1 
slow  circulation  time  leading  to  venous  stasis,  and 
on  the  whole  represents  the  most  common  condition 
leading  to  deep-vein  thrombosis.8  Carcinoma  of  any  | 
organ,   but  particularly  carcinoma  of  the   prostate . 
and  pancreas,  is  associated  with  a  high  incidence  I 
of  deep  venous  thrombosis  and  secondary  embolism.8 
The  high  incidence  of  thromboembolism  in  patients ' 
with  carcinoma  may  be   related  more  to  reduced 
activity  and  dehydration  than  to  any  particular  asso- 1 
ciation  with  the  disease  itself  as  a  cause  for  deep- 1 ' 
vein  thrombosis.  Advanced  age,  previous  thrombo- 1 
embolism  or  venous  disease,  operations  within  the 
pelvis,  and  trauma  to  the  lower  extremities  all  con 
tribute  to  placing  the  patient  in  a  high-risk  category.1' 
The  important  elements  in  these  conditions  are  stasi;  | 
of  blood,  infection,  trauma,  or  abnormalities  in  the1 
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coagulation  system11  —  factors  which  were  pointer1 
out  as  early  as  1856  in  Virchow's  classic  paper  ot 
the  pathophysiology  of  deep-vein  thrombosis.12 

What  are  the  methods  of  prevention  to  be  useo1 
in  all  patients  as  well  as  in  the  high-risk  group?  TO 
use  of  prophylactic  measures  has  been  shown  tt  I  :» 
reduce  significantly  the  incidence  of  thromboembo1 
lism  in  elderly  patients  undergoing  major  surgery. 
Some  of  the  measures  are  so  obvious  that  it  seem! 
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unnecessary  to  mention  them,  and  yet  they  are 
frequently  not  stressed  in  hospital  operating  rooms 
and  wards. 


ROUTINE  PREVENTIVE  MEASURES 

Elastic  stockings 

Properly  applied  elastic  stockings  or  compressive 
bandages  of  some  description,  by  promoting  deep 
venous  return,  effect  a  significant  reduction  in 
venous  pooling  and,  with  few  exceptions,  should  be 
placed  on  all  patients  entering  the  hospital.13  It 
should  be  remembered  that  even  young  and  active 
individuals  can  have  pulmonary  emboli.  For  surgical 
patients,  the  stockings  should  be  applied  before 
the  operative  procedure  and  reapplied  two  to  three 
times  a  day  throughout  the  postoperative  period, 
juntil  the  patient  is  fully  ambulatory.  Improperly 
applied  stockings  act  as  tourniquets  and  are  worse 
than  none  at  all. 

Early  ambulation 

The  value  of  early  ambulation  for  the  postopera- 
tive patient,  and  for  any  hospitalized  patient  whose 
zondition  permits  it,  is  well  established14  and  should 
;  pe  a  routine  religiously  adhered  to  by  both  physicians 
and   nursing   staff.    "Ambulatory"    means   that    the 
oatient  is  up   and  walking,   not  sitting  in  a  chair 
or  standing  for  any  prolonged  period  of  time.  Unfor- 
tunately, the  very  patient  who  needs  this  measure 
most  desperately  is  the  one  to  whom  it  is  most  often 
ienied.  A  prime  example  is  the  obese  patient  who  has 
lad  major  surgery  and  is  attached  to  multiple  tubes 
ind  catheters  exiting  from  several  ports.  As  a  rule, 
.  puch  patients  are  poorly  motivated  with  regard  to 
•:arly   ambulation   and  require  the  help  of  several 
jeople  to  get  up  and  move  about.  It  is  much  easier 
o  make  these  patients  comfortable  with  analgesics 
nan  to  mobilize  the  help  necessary  to  get  them  ambu- 
latory. Nevertheless,  it  is  the  obese  patient  with  stasis 
ind  trauma  who  is  at  greatest  risk  for  the  develop- 
ment of  deep-vein  thrombosis  and  subsequent  pul- 
nonary  embolus.  In  order  to  insure  early  ambulation 
or  high  -   risk   patients,   consistent   and  persistent 
urveillance  by  an  enlightened  physician  and  an  edu- 
:ated  nursing  service  is  required. 

Elevation 

Elevation   of  the   foot   of  the  bed   is   beneficial 

.  pr  patients    who   have   to   be   confined   to   bed.14 

iowever,  elevation  of  the  head  and  foot  simultane- 

msly  does  nothing  more  than  create  a  severe  45- 

,legree    angle    at    the    groin,    thus    constricting   the 

emoral  vein  and  promoting  stasis  of  blood  flow.  For 

levation  to  be  effective,  the  foot  of  the  bed  should 

-  >e  raised  on  blocks  to  an  angle  of  30  to  45  degrees, 

i  hus   putting  the   patient   in   a  true   Trendelenberg 

iosition.   While  this  position  is  somewhat  uncom- 

■ortable  initially,  the  patient  usually  makes  a  rapid 

'sychological  adjustment,  especially  if  the  physician 


explains  the  purpose  of  the  "head-down"  position  to 
his  patient. 

Anticoagulation 

It  is  now  generally  accepted  that  prophylactic 
anticoagulation  is  effective  in  preventing  venous 
thrombosis  and  pulmonary  embolism,  as  well  as  in 
the  treatment  of  these  conditions.1"'19  Although  nu- 
merous anticoagulant  drugs  are  available,  the  ones 
most  frequently  used  are  coumarin,  heparin,  dextran, 
aspirin  and  dipyridamole. 

Coumarin  (Coumadin) 

This  drug,  an  oral  anticoagulant,  achieves  its 
anticoagulant  effect  by  prolonging  the  prothrombin 
time.  It  is  not  satisfactory  for  use  in  the  acutely 
ill  patient  who  needs  immediate  anticoagulation,  since 
it  is  necessary  to  give  coumarin  for  several  days  be- 
fore effective  blood  levels  are  reached.  Because  cou- 
marin affects  the  coagulation  system,  its  prophylactic 
use  has  been  associated  with  serious  bleeding  com- 
plications in  patients  who  have  had  extensive  opera- 
tions or  trauma.-"  When  such  a  complication  occurs, 
coumarin  cannot  be  counteracted  as  rapidly  as 
heparin.  Injectable  phytonadione  (Aqua  Mephyton) 
counteracts  the  effect  of  coumarin,  but  only  after 
several  hours  have  elapsed. 

The  major  advantage  of  coumarin  is  that  it  can 
be  given  orally  and  hence  is  more  satisfactory  for 
use  in  the  ambulatory  patient  following  discharge 
from  the  hospital. 

Heparin 

Heparin  is  by  far  the  most  effective  and  reliable 
of  all  the  anticoagulants  available.21  It  not  only  pre- 
vents activation  of  clotting  Factor  IX,  an  essential 
component  of  the  intrinsic  coagulation  mechanism, 
but  also  inhibits  the  action  of  thrombin,  thereby 
retarding  the  conversion  of  fibrinogen  to  fibrin, 
preventing  thrombin  -  induced  aggregation  of  plate- 
lets.22 Since  the  drug  can  be  given  intravenously  by 
the  push  or  continuous  infusion  methods,  effective 
anticoagulation  can  be  achieved  immediately.  Lee- 
White  clotting  times  or  activated  partial  thrombo- 
plastin times  should  be  determined  before  each  sub- 
sequent dose  of  heparin,  and  the  dosage  regulated 
accordingly. 23' 24  Enthusiasm  for  any  given  scheme  is 
largely  emotional,  and  there  are  no  clinical  data 
which  establish  the  superiority  of  any  schedule  or 
method  of  administering  heparin. 

The  major  disadvantage  of  heparin  is  its  tendency 
to  increase  or  initiate  bleeding  in  the  acutely  trauma- 
tized patient,  particularly  if  the  patient  is  a  woman 
past  60. 2r'  For  this  reason,  it  is  seldom  used  pro- 
phylactically  in  injured  patients. 

Therapeutically  for  the  patient  with  proven  pul- 
monary emboli,  there  is  general  agreement  that  hepa- 
rin is  the  anticoagulant  of  choice.20  While  some 
authors27  recommend  immediate  interruption  of  the 
inferior  vena  cava  for  such  a  patient,  most  clinicians 
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give  anticoagulants  a  trial  first.  The  incidence  of  fatal 
emboli  in  patients  on  adequate  doses  of  anticoagu- 
lants is  unknown,  but  when  one  considers  the  high 
mortality  associated  with  major  surgery  in  any  patient 
who  has  sustained  a  pulmonary  embolism,  anticoagu- 
lation with  heparin  seems  to  be  the  safest  initial 


measure. - 


Dextran 


A  great  deal  has  been  written  about  this  drug 
and  its  effectiveness  in  the  prevention  of  pulmonary 
emboli.  There  are  as  many  papers  appearing  in  the 
literature  to  support  its  value2931  as  there  are  those 
which  claim  that  dextran  is  no  better  than  saline.32 

It  is  my  opinion  that  dextran  represents  a  very 
acceptable  compromise  to  heparin,  which  is  the 
best  of  our  anticoagulants  when  it  is  properly  used. 

For  patients  undergoing  surgery,  the  administra- 
tion of  dextran  should  be  started  just  before  the 
operation,  or  at  the  time  of  admission  if  the  patient 
is  considered  to  be  a  potential  candidate  for  pul- 
monary embolism.  The  usual  24-hour  dose  is  7  to 
10  ml  per  kilogram  of  body  weight,  given  intraven- 
ously; this  dosage  should  be  continued  throughout 
the  entire  postoperative  period  until  the  patient  is 
ambulatory  and  ready  for  discharge. 

The  major  advantage  of  dextran  is  that  it  will  not 
promote  any  bleeding  complications,  and  can  be 
used  safely  in  most  patients.33- 34 

The  exact  mechanism  by  which  dextran  increases 
flow  in  the  microvasculature  is  unknown.  Current 
theories  are  ( 1 )  that  it  prevents  stasis  or  thrombosis 
by  coating  the  vessel  wall  and  the  formed  elements 
of  blood,  thereby  making  the  platelets  less  adhesive; 
(2)  that  its  osmotic  effect  causes  hemodilution.33 
The  flow  -  improving  qualities  of  dextran-70  appear 
to  be  superior  to  those  of  other  forms  of  the  drug.33 

The  major  problems  associated  with  the  use  of 
dextran  have  been  overloading  of  the  vascular  sys- 
tem35 and,  in  rare  cases,  anaphylactoid  reactions36 
of  unknown  pathogenesis.  In  spite  of  the  rarity  of 
these  reactions,  the  first  dose  of  dextran  should  be 
given  slowly,  with  the  physician  present.  It  has  been 
suggested  that  dextran  can  be  hazardous  in  the  pres- 
ence of  severe  renal  failure,  and  it  should  be  used 
cautiously  in  patients  with  this  condition.3"' 

Dextran  has  not  been  recommended  as  a  thera- 
peutic measure  after  embolism  has  occurred,  when 
heparin  or  surgical  intervention  seems  more  reliable.29 
However,  for  prophylactic  use  in  high-risk  patients 
subjected  to  immobility,  dextran  represents  a  superb 
compromise  and  has  few  contraindications.29 

Aspirin  and  dipyridamole 

Theoretically,  both  of  these  agents,  which  have 
been  evaluated  recently,  prevent  venous  thrombosis 
by  inhibiting  the  aggregation  of  platelets.37' 38  Dipyri- 
damole (Persantine)  proved  to  be  inferior  to  aspirin 
as  a  prophylactic  anticoagulant.  Aspirin  was  as  ef- 
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Table  1 

Occlusion  of  the  Inferior  Vena  Cava 

in  81  Patients 

Clip 

Ligation 

Total  number  of  patients 

53 

28 

Number  survived 

50 

22 

More  than  one  year  since  operation 

39 

16 

Total  cases  followed-up 

34 

14 

Angiograms 

24 

2 

fective  as  coumarin  in  preventing  thromboembolism,  | 
but  was  associated  with  the  same  frequency  of  bleed-  i 
ing  complications.38  To  date,  there  have  been  no   '; 
reports    of    controlled    clinical    studies    establishing 
aspirin  as   a  superior   anticoagulant  to  heparin  or 
coumarin,  and  its  role  remains  ill-defined. 

SURGICAL  THERAPY 

The  prime  indication  for  the  surgical  treatment  i* 
of  deep-vein  thrombosis  is  recurrent  emboli  in  pa-  ito 
tients  on  adequate  doses  of  anticoagulants.  The  * 
three  basic  approaches  are  (1)  partial  or  (2)  com-!  i™ 
plete  interruption  of  the  inferior  vena  cava,39  and,i|;i>™ 
more  recently  (3)  insertion  of  the  Mobin-Uddin  um-  '■■■» 
brella.40' 41    '  - 

Experience  with  Interruption  of  the  Inferior  VenaVjzi 
Cava  at  North  Carolina  Memorial  Hospital 
(NCMH) 

In  the  past  17  years  81  patients  at  NCMH  have  had 
either  complete  or  partial  interruption  of  the  inferior 
vena  cava  to  protect  them  against  pulmonary  emboli. 
These  two  modalities  are  considered  jointly  in  Table  ~ 
1.  Of  the  39  patients  with  partial  occlusion  of  the.  L, ,.. 
inferior  vena  cava,  34  were  available  for  follow-up  « 
evaluation  one  year  after  operation.  Angiograms  were     a 
performed   on   24  of  the  patients  to  evaluate  the  i — 
patency  of  the  vessel. 

Indications  for  interrupting  the  inferior  vena  cava  * 
in  these  81  cases  are  listed  in  Table  2.  The  most  ~ 
frequent  indication  was  repeated  pulmonary  emboli  r*8 
uncontrolled  by  appropriate  anticoagulant  therapy,  ;.*" 
The  adjective  appropriate  bears  emphasis,  since  f  ij* 
many  patients  sent  to  the  surgeon  for  consideration' r"1 
of  surgical  therapy  have  not  had  effective  anticoagu-  "'' 
lation  therapy.  In  several  of  the  patients  who  had  'a™ 
thrombosis  of  the  deep  venous  system  of  the  lower  " 
extremity,  the  clip  was  applied  to  the  vena  cava  :J 
as  a  prophylactic  measure  against  pulmonary  emboli 


Table  2 
Indication  for  Vena  Caval  Interruption 


Repeated   recurrent  emboli 
One  large  embolus 
Anticoagulants  contraindicated 
Deep  vein   thrombosis 


No. 

Clip 
Percent 

Ligation 
No.      Percenl 

45 

84 

22 

79 

1 

2 

5 

18 

11 

21 

1 

4 

13 

25 

4 

14 
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Table  3 
Criteria  of  Pulmonary  Emboli 


Chest  film 
Electrocardiogram 
Pulmonary  angiogram 
Pulmonary   scan 
Clinical  diagnosis  only 


No. 

Clip 
Percent 

No. 

Ligation 
Percent 

40 

75 

2 

7 

14 

26 

14 

50 

12 

23 

1 

4 

28 

53 

3 

11 

13 

25 

1 

4 

occurring  at  the  time  of  venous  thrombectomy.  Sur- 
gery to  the  vena  cava  was  also  performed  on  patients 
with  proven  pulmonary  emboli  for  whom  anticoagu- 
lants were  contraindicated.  Among  the  contraindica- 
tions to  anticoagulation  are  active  peptic  ulcer,  severe 
diastolic  hypertension,  a  hemorrhagic  diathesis,  gas- 
trointestinal bleeding,  and  gross  hematuria. 

The  criteria  of  pulmonary  emboli  are  listed  in 
Table  3.  In  the  past,  the  diagnosis  has  been  made 
ion  the  basis  of  the  clinical  findings  such  as  chest 
roentgenograms;  now  a  pulmonary  scan  or  angio- 
gram is  required.  Many  of  the  recent  patients  in 
iwhom  pulmonary  emboli  were  strongly  suspected 
ion  clinical  grounds  did  not  have  an  operation  because 
the  diagnosis  was  not  confirmed  by  angiogram. 

The  mortality  of  the  operation  and  late  deaths 
are  shown  in  Table  4.  As  can  be  seen  from  Table 
;4,  surgery  in  this  group  of  patients  was  associated 


Table  4 

Mortality 

Clip 
No.      Percent 

Ligation 
No.      Percent 

Early  postoperative 
-ate 

Totals 

3  6 

4  8 
7              14 

6  21 

7  25 

13              46 

vith  a  significant  operative  and  postoperative  mor- 
:ality.  The  mortality  was  particularly  high  in  patients 
undergoing  ligation,  all  of  whom  were  acutely  ill. 
In  such  patients,  mortalities  in  the  range  of  10  to 
15  percent  are  often  reported  in  association  with  sur- 
gical interruption  of  the  inferior  vena  cava.42 

While  interruption  of  the  inferior  vena  cava  de- 
creased the  incidence  of  subsequent  pulmonary  em- 
boli in  our  series  of  cases,  neither  ligation  nor  the 
:lip  eliminated  this  event  entirely  (Table  5);  there- 
ore,  one  cannot  be  assured  that  surgical  interruption 
vill  eliminate  the   possibility  of  recurrent  emboli, 


Table  5 
Recurrent  Pulmonary  Emboli 

Clip 
No.      Percent 

^mediate  postoperative                         2              4 

ate  postoperative                                    7            13 

Totals                                                       9             17 

Ligation 
No.      Percent 

0                0 
2               7 
2               7 
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Table  6 
Postoperative  Phlebogram— Clip 

Total  patients  studied 

Number  of  patients  with  patent  inferior  vena  cava 


25 

23*  (92%) 


*  One  demonstrated  at  autopsy 


but  obviously  it  will  markedly  reduce  the  incidence. 
Angiograms  were  performed  on  25  of  the  patients 
following  partial  occlusion  of  the  inferior  vena  cava, 
and  in  23  of  these  (90  percent)  the  inferior  vena  cava 
was  patent  (Table  6).  Figure  1  shows  the  angiogram 
of  a  patient  who  had  a  Moretz  clip  applied  to  the 
inferior  vena  cava  24  months  earlier.  Dye  is  seen  to 
pass  unobstructed  through  a  constriction  which  repre- 
sents the  clip,  and  there  was  no  suggestion  of  an 
impediment  to  flow;  in  fact,  it  was  frequently  diffi- 
cult to  demonstrate  the  exact  site  of  the  clip. 

Although  one  of  the  patients  had  thrombosis  below 
the  clip,  angiography  demonstrated  the  patency  of  the 


Fig.  1.  Phlebogram  obtained  24  months  after  application 
of  Moretz  clip.  Dye  is  seen  to  pass  unobstructed  through  a 
constriction  which  represents  the  Moretz  clip. 
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Fig.  2.  Phlebogram  demonstrates  large  embolus  below  a 
Moretz  clip. 


inferior  vena  cava  (Fig.  2).  Since  this  patient  did  not 
have  symptoms  suggesting  a  recurrent  embolus,  it  is 
concluded  that  the  clip  prevented  the  embolus  from 
reaching  the  lungs.  Two  patients  had  complete  occlu- 
sion of  the  inferior  vena  cava  below  the  clip  (Fig.  3) . 
The  morbidity  following  partial  occlusion  of  the 
inferior  vena  cava  has  been  minimal  (Table  7). 
Over  70  percent  of  our  patients  remained  asympto- 
matic and  returned  to  their  previous  employment. 
The  long-term  patency  of  the  vessel,  demonstrated 
by  angiography,  probably  accounts  for  the  excellent 
symptomatic  results.  In  our  series,  ligation  of  the 
inferior  vena  cava  has  been  equally  effective  in  the 
prevention  of  pulmonary  emboli,  but  it  is  associated 
with  a  higher  morbidity. 

Mobin-Uddin  umbrella 

The  most  recent  innovation  in  the  surgical  treat- 
ment of  pulmonary  emboli  has  been  the  Mobin-Uddin 


Table  7 

Morbidity* 

No. 

Clip 
Percent 

No. 

Ligation 
Percent 

Edema 

8 

24 

9 

64 

Pain   with   exercise 

0 

0 

3 

21 

Recurrent   phlebitis 

4 

12 

5 

36 

Ulceration  with  stasis 

0 

0 

2 

14 

Asymptomatic 

26 

76 

3 

21 

Resume  preoperative  act 

vity                25              71 
ith  one  year  follow-up. 

9 

64 

*  Includes  only  patients  n 

umbrella.40' 41  This  method  utilizes  a  collapsed  sili-« 
cone  filter  which  can  be  inserted,  under  fluoroscopic 
control,  into  the  inferior  vena  cava  below  the  renal 
veins.  The  major  advantage  of  this  procedure  is  that  it 
can  be  performed  under  local  anesthesia,  thereby 
avoiding  a  major  surgical  operation.  During  the  two 
years  that  this  technique  has  been  available,  the 
morbidity  and  mortality  associated  with  its  use  has 
been  low.43  The  major  complications  have  been 
misplacement  of  the  filter  and  fatal  embolization  to 
the  pulmonary  artery. 

The  Mobin-Uddin  umbrella  will  probably  have  its 
greatest  value  in  high-risk  patients  for  whom  interrup- 
tion of  the  inferior  vena  cava  is  mandatory.  Whether 
the  umbrella  should  be  used  prophylactically  in  pa- 
tients particularly  prone  to  pulmonary  embolism  is  a 
very  reasonable  question  which  has  not  yet  been 
adequately  studied. 

CONCLUSION 

Pulmonary  emboli  are  still  the  most  common 
cause  of  death  among  hospitalized  patients.  In  the 
treatment  of  thromboembolism,  the  most  important 
aspect  is  prophylaxis,  which  should  begin  with  recog- 
nition of  the  high-risk  patient  and  with  training  the 
nursing  staff  in  the  measures  that  should  be  used 
routinely  to  prevent  deep-vein  thrombosis  in  all  such 
patients.  The  prophylactic  use  of  dextran  should  be 
considered  for  all  "bedfast"  patients;  and  for  high- 
risk  patients,  prophylactic  coumarin  or  heparin  is 
justified. 

Once  the  diagnosis  of  pulmonany  embolism  is  es- 
tablished, the  intravenous  administration  of  heparin 
should  be  begun  immediately.  Surgical  procedures  de- 
signed to  prevent  further  emboli  from  reaching  the 
lung  should  be  reserved  for  patients  who  continue  to 
have  recurrent  emboli  after  receiving  adequate 
amounts  of  heparin,  for  those  who  have  a  massive 
embolus,  or  for  those  in  whom  anticoagulants  are 
contraindicated.  The  advisability  of  using  the  Mobin- 
Uddin  umbrella  prophylactically  is  still  to  be  de- 
termined. 

The  problem  of  thromboembolism  is  a  grave  and 
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Fig.  3.  Phlebogram  (PA  lateral)  on  left  obtained  immedi 
ately  after  application  of  Moretz  clip  shows  a  patent  inferioi 
vena  cava.  Phlebogram  on  right  performed  two  years  later  ii 
same  patient  reveals  complete  obstruction  with  marked  col 
lateral  circulation. 
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challenging  one;  its  solution  depends  in  large  measure 
upon  an  aggressive  team  approach  by  the  attending, 
resident,  and  nursing  staff  of  every  hospital. 
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One  cause  of  the  rickets  is  diseased  parents.  Mothers  of  a  weak  relaxed  habit,  who 
neglect  exercise,  and  live  upon  weak  watery  diet,  can  neither  be  expected  to  bring  forth 
strong  and  healthy  children,  or  to  be  able  to  nurse  them  after  they  are  brought  forth. 
Accordingly,  we  find,  that  the  children  of  such  women  generally  die  of  the  rickets,  the 
scrophula,  consumptions,  or  such  like  diseases.  Children  begotten  by  men  in  the  decline 
of  life,  who  are  subject  to  the  gout,  the  gravel,  or  other  chronic  diseases,  or  who  have 
been  affected  with  the  venereal  disease  in  their  youth,  are  likewise  very  liable  to  the 
rickets. — Willian  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure 
of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,   1799,  p.   3S2. 
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Dr.  Jerome  L  Reeves  on  Continuing  Education 

An  Interview 


Hugh  A.  Matthews,  M.D. 


nil 


T)  URING  the  spring  of  1913  Dr.  Jerome  L. 
Reeves  nailed  his  literal,  not  proverbial,  shingle 
on  the  one-room  office  door  in  the  old  drug  store 
in  the  town  of  Whittier,  tucked  away  in  the  heart  of 
North  Carolina  Appalachia.  Arriving  by  train,  he 
brought  with  him  his  formal  training,  mountain 
heritage,  compassion  for  people,  and  little  else, 
not  even  a  blood  pressure  apparatus. 

Born  in  the  home  of  a  Little  Sandy  Mush  farmer 
and  lay  Methodist  preacher  in  the  northwestern 
corner  of  Buncombe  County,  the  inchoate  physician 
was  later  moved  down  to  the  Leicester  community, 
where  public  school  was  available  for  three  months 
instead  of  his  original  one  month.  After  Camp  Acad- 
emy was  opened  the  young  man  was  entered  into 
the  "subscription  school."  Upon  graduation,  he 
studied  at  North  Carolina  A  and  M  in  Raleigh  for 
four  years  when  he  was  "named"  to  the  Naval  Acad- 
emy at  Annapolis.  After  one  year  at  Werentz  Prepar- 
atory School  in  Annapolis,  he  studied  four  years  at 
the  Naval  Academy  and  then  four  years  at  Vander- 
bilt  Medical  School,  graduating  in  the  class  of  1913. 
During  succeeding  years  he  was  recurrently  in  Chi- 
cago and  at  "New  York  Postgraduate"  for  continued 
surgical  and  medical  training. 

When  Dr.  Reeves  —  now  85  —  retired  from  the 
Haywood  County  Hospital  staff  two  years  ago,  he 
was  respected  in  this  decision  as  he  was  respected 
for  his  medical  and  surgical  skills.  In  his  practice 
expertise  as  in  his  enthusiasm  for  development,  he 
was  regarded  as  one  of  the  newer  men  as  all  his 
fellow  physicians  will  attest. 

Interviewer:  Dr.  Reeves,  when  you  retired,  your 
fellow  physicians  regarded  you  still  as  an  up-to-date 
physician.  How  did  you  manage  to  keep  up? 


Dr.  Reeves:  I  kept  on  learning. 

Interviewer:  This  is  obvious.  But  constantly  bom- 
barded by  patients  and  comparatively  isolated,  howi 
did  you  keep  up? 

Dr.  Reeves:  I  learned  the  same  way  any  other 
physician  learns,  if  he  does. 

Interviewer:  How  is  that? 

Dr.  Reeves:  Well,  just  think  about  it.  You  learn 
from  books  and  magazines.  You  learn  by  association, 
with  your  fellow  physicians.  You  learn  from  special- 
ists. You  learn  from  going  back  for  short  courses 
(long  pause),  and  perhaps  most  of  all  you  learn  from 
experience. 

Interviewer:  You  said,  "books  and  magazines." 
How  did  you  find  time  to  read  all  of  them? 

Dr.  Reeves:  You  don't;  but  you  learn  from  just 
scanning  what  is  being  written.  Then,  when  you  hit 
problems,  you  go  back.  The  best  learning  is  when  you 
are  confronted  with  the  problem.  Just  reading  in 
general  does  not  do  as  much  good. 

Interviewer:  Did  you  always  have  current  books 
and  magazines  back  in  the  Whittier  years  and  when 
you  were  with  the  lumber  company  in  Cherokee? 

Dr.  Reeves:  I  always  had  the  JAMA  and  thei 
Southern  Medical  Journal.  All  along  you  get  a  book 
at  the  medical  meetings.  There  wasn't  as  much  tc 
know  then;  but  when  the  welfare  of  people  was  con- 
cerned, it  was  just  as  important  to  know  what  was 
known. 

Interviewer:  In  later  years  did  you  find  the  Hay- 
wood County  Hospital  Library  helpful? 

Dr.  Reeves:  I  certainly  did.  I  had  many  of  the 
things  in  the  office,  but  every  hospital  ought  to  have 
more  books  and  magazines  right  where  you  can  ge 
to  them  at  the  time.  The  best  learning  is  right  wher 


120 


Vol.   34,  No.  'i 


T* 


you  have  it  on  your  mind.  For  research  purposes, 
it  is  O.K.  to  have  some  things  in  the  big  libraries,  in 
the  medical  schools,  but  current  things  should  be  right 
where  the  doctors,  nurses,  and  all  of  them  work. 

Interviewer:  You  said  you  learned  by  association 
with  your  fellow  physicians.  Can  you  give  me  some 
examples? 

Dr.  Reeves:  Well,  I  don't  know.  Common  sense 
tells  you  that  you  learn  something  from  everybody. 
The  other  man  always  knows  something  you  do  not 
know  or  does  something  better.  The  main  thing  is 
to  ask  if  you  don't  know,  (pause)  We  learn  more 
than  we  know  by  association  —  by  osmosis,  I  guess; 
even  the  wrong  things  at  times  if  you  don't  watch. 
Even  at  medical  meetings  you  learn  things  you  don't 
know.  You  learn  by  just  being  with  the  men.  You  get 
home  and  you  do  things  better  and  help  people  more 
than  you  know. 

Interviewer:  How  about  the  formal  programs 
themselves? 

Dr.  Reeves:  You  have  to  learn  something,  and 
some  programs  are  excellent.  All  will  help  you  more 
if  you  think  in  terms  of  your  own  patients  and  their 
own  problems. 

Interviewer:  Why  don't  more  doctors  attend  medi- 
cal meetings,  workshops,  seminars,  short  courses? 

Dr.  Reeves:  Well,  they  make  a  mistake  when  they 
don't.  Most  doctors  do  keep  up. 

Interviewer:  But  what  about  those  who  do  not? 

Dr.  Reeves:  They  are  busy  and  many  don't  have 
my  one  to  carry  on  their  work.  They  want  to  keep 
jp,  but  they  give  up.  More  practical  programs  ought 
to  be  brought  to  the  doctor,  especially  to  people  out 
lere  and  places  like  it. 

Interviewer:  Through  your  practice  life  you  were 
is  busy  as  any.  Why  didn't  you  give  up? 

Dr.  Reeves:  People  aren't  all  alike,  but  this  doesn't 
nean  that  people  not  like  me  are  bad. 

Interviewer:  What  do  you  think  about  the  move- 
nent  to  require  physicians  and  other  health  care  de- 
iverers  to  show  evidence  of  continuing  education? 

Dr.  Reeves:  You  mean  nurses,  technicians,  and 
the  others?  It's  a  good  idea.  There  is  so  much  to 
earn  now.  Changes  take  place  so  fast. 

Interviewer:  You  mean  that  physicians  ought  to  be 
orced  to  continue  their  education? 

Dr.  Reeves:  Well,  I'd  rather  say,  "motivated." 
(on  have  to  go  to  medical  school  four  years  and 
ake  internships  and  residencies.  This  isn't  forcing, 
it's  meeting  standards.  School  teachers  have  to  re- 
ertify. 


Interviewer:  Then  you  would  be  willing  for  the 
government  to  set  the  requirement? 

Dr.  Reeves:  The  medical  society  and  the  medical 
schools  should  set  up  the  postgraduate  programs  just 
like  they  do  the  medical  school  programs.  Govern- 
ment might  pay  for  some  of  it  and  doctors  some. 

Interviewer:  How  would  the  government  pay? 

Dr.  Reeves:  That  could  be  worked  out.  Additional 
medical  school  doctors  could  be  financed  to  go  out 
into  the  region.  A  corps  of  residents  could  be  supplied 
to  carry  on  with  the  local  doctor's  practice.  The  doc- 
tor could  get  full  deduction  for  all  his  expenses  in 
postgraduate  study. 

Interviewer:  You  mentioned  that  you  learned  from 
specialists. 

Dr.  Reeves:  That's  right.  Other  doctors  too.  But 
something  bad  is  happening  here.  At  one  time  you 
(the  referring  doctor  and  the  specialist)  saw  the 
patient  together  —  or  at  least  talked  together.  Now 
you  refer.  Both  learned  from  each  other.  All  doctors 
ought  to  be  on  a  hospital  staff. 

Interviewer:  You  mentioned  postgraduate  short 
courses  in  Chicago  and  New  York? 

Dr.  Reeves:  Oh  yes.  New  York  Postgraduate  was 
great.  You  observed.  You  listened.  You  felt.  You 
learn  most  by  doing.  These  types  of  programs  ought 
to  be  set  up  in  our  medical  schools.  They  could  be 
set  up  in  Asheville  or  at  Haywood  County. 

Interviewer:  You  said  that  the  greatest  teacher  is 
experience.  Isn't  this  rough  on  the  patient? 

Dr.  Reeves:  Not  necessarily.  Now,  take  Whittier 
in  the  lumber  camp  days:  typhoid,  intestinal  para- 
sites, and  of  course  lumbering  accidents  were  the 
big  killers.  All  the  books  and  medical  schools  taught 
you  to  starve  the  typhoid  patient.  Before  the  War, 
watching  the  patient  told  me,  before  I  read  anything 
about  it,  to  force  clear  liquids  off  and  on,  day  and 
night,  even  if  at  a  teaspoon  at  the  time.  The  tough 
lumbermen  wouldn't  or  couldn't  stay  in  bed  for  days 
after  appendectomies,  cholecystectomies,  explora- 
tories.  They  got  fewer  thromboses  and  less  pneu- 
monia than  others.  I  moved  them  and  got  them  up 
earlier  before  the  medical  schools  said  to.  One  tough 
guy  had  a  hernia  repair.  He  got  mad  at  the  hospital 
and  everybody.  He  signed  out  against  advice  and  did 
better  than  most.  After  that,  I  felt  like  I  was  cheating 
for  getting  them  up  and  around  early. 

Interviewer:  I  am  enjoying  talking  with  you,  but  I 
don't  want  to  tire  you  out. 

Dr.  Reeves:  It's  you  that  is  tired. 


Bleeding  for  topical  inflammations  ought  always  to  be  performed  as  near  the  part  affected 
as  possible.  When  this  can  be  done  with  a  lancet,  it  is  to  be  preferred  to  any  other  method; 
but  when  a  vein  cannot  be  found,  recourse  must  be  had  to  leeches  or  cupping. — William  Buchan: 
Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  388. 
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SUICIDE  AMONG  PHYSICIANS 

The  obituary  section  of  the  JAMA  affords  a  good 
source  for  speculations  about  what  kills  members  of 
our  profession.  Of  late,  considerable  attention  has 
been  given  to  the  frequency  of  suicide  in  our  ranks, 
for  this  almost  seems  to  be  an  occupational  hazard 
for  us,  especially  for  those  practicing  psychiatry. 

Braun,  writing  in  the  January  1,  1973  issue  of  the 
JAMA  (223:81),  suggests  that  medical  students  be 
told  of  "possible  basic  conceptual  errors  in  psychiat- 
ric knowledge,"  so  that  those  who  are  themselves 
having  psychiatric  difficulty  will  not  enter  that  field, 
presumably  if  they  are  looking  to  it  for  help  with  their 
own  problems.  But  who  knows  whether  psychiatrists 
kill  themselves  more  often  than  other  members  of 
the  profession  because  of  presumed  basic  errors  in 
psychiatric  knowledge,  a  predisposition  to  disturbed 
mental  processes  which  drove  them  into  psychiatry, 
or  having  to  deal  with  dismal  psychiatric  problems 
for  which  so  little  help  can  be  offered? 


That  psychiatrists  are  different  from  other  physi- 
cians does  have  some  objective  support  in  the 
Medical  Tribune  poll  taken  during  presidential  elec- 
tion years,  which  consistently  shows  most  psychia- 
trists supporting  the  Democratic  candidates  while 
most  everyone  else  in  the  profession  goes  Republican 
(though  internists  came  close  to  the  preference  of 
the  psychiatrists  this  last  time).  No  connection  be- 
tween a  preference  for  the  Democrats  and  suicide 
is  suggested,  though  equally  specious  correlations 
have  been  proposed  in  matters  medical;  it  only  throws 
some  weight  toward  the  view  that  psychiatrists  might 
kill  themselves  more  often  than  their  confreres  be- 
cause of  a  basic  mental  difference,  and  not  some- 
thing induced  by  the  nature  of  their  work.  But  what- 
ever the  reason  for  the  high  suicide  rate  among 
psychiatrists,  its  existence  deserves  the  publicity  it  is 
getting  in  the  hope  that  the  specialty  itself,  and  the 
rest  of  the  profession,  can  prevent  some  of  these 
tragedies  through  individual  intervention,  and  by  way' 
of  research  into  motivation  for  a  career  in  psychiatry. 


Emergency 

Medical 

Services 


THE  AMBULANCE  ATTENDANT  OF  THE 
FUTURE 

Life  Support  at  the  Scene  of  the  Emergency 

Ambulance  personnel  have  been  accepted  by  the 
public  as  knowing  more  than  the  average  layman; 
thus,  there  has  been  little  demand  for  improvement 
in  their  services.  Although  there  is  an  atmosphere  of 
change  across  the  nation,  there  are  inadequate  data 
available  on  which  to  plan  emergency  medical  care 
prior  to  hospitalization. 

Of  the  400,000  deaths  in  the  United  States  due 
to  heart  attacks  each  year,  250,000  occur  before  the 
patient  reaches  the  hospital.  One  hundred  and  seven 
thousand    people    die  each    year    from    accidents, 
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57,000  of  these  from  traffic  accidents.  A  recent  sur- 
vey in  Philadelphia  revealed  72  per  cent  of  the 
traffic  fatalities  occurred  before  the  patient  reached 
the  hospital  or  in  the  first  five  to  10  minutes  after 
reaching  the  hospital.  In  California  it  was  found  that 
the  fatality  rate  from  traffic  injuries  in  rural  areas  is 
approximately  400  percent  more  than  in  urban  areas. 
Although  these  data  are  incomplete,  they  do  suggest 
the  heavy  responsibility  placed  on  the  ambulance 
personnel. 
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Experience  has  indicated  that  such  techniques  as 
constant  monitoring  of  the  heart,  early  use  of  ap- 
propriate drugs  and  defibrillation  and  the  mainte- 
nance of  a  proper  airway  would  significantly  reduce 
the  mortality  from  heart  attacks.  The  use  of  endo 
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tracheal  intubation,  respirators,  intravenous  fluids 
and  drugs  might  likewise  save  the  lives  of  many  traf- 
fic victims. 

Thus  it  seems  that  efforts  must  be  concentrated 
on  developing  emergency  medical  technicians  -  am- 
bulances with  intensive  training  and  widespread  use 
radio  communication  and  electrocardiographic 
monitoring.  The  technicians  must  be  career-oriented 
individuals,   their  activities   must  be  supported  on 


a  legal  basis,  and  their  salaries  must  be  appropriate 
for  their  services. 

— abstracted  by  George  Johnson,  Jr.,  M.D. 
From  "Emergency  Medicine  Today",  AM  A  Com- 
mission on  Emergency  Medical  Services,  Volume  1, 
Number  3,  May  1972,  John  M.  Howard,  M.D.,  Edi- 
tor. Original  article  may  be  obtained  from  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Bulletin  Board 


WHAT?  WHEN?  WHERE? 


I.   Current   Events  in  North   Carolina 

A  limited  number  of  curriculum  guides  which  were  used 
or  the  Continuing  Education  series  on  pulmonary  disor- 
ders September  1972-February  1973  (see  previous  issues  of 
.he  Journal)  are  available  upon  request  from  the  Depart- 
ment of  Medical  Education  Edgecombe  General  Hospital, 
Tarboro,  North  Carolina.  Ask  for  "Curriculum  Guide  for  the 
Diagnosis  and  Management  of  Pulmonary  Disorders." 

February   16-17 

iVatts    Symposium,    30th    Annual    Medical    and    Surgical 

Symposium 
Dlace:   Durham   Hotel 
or  Information:  C.  Robert  Lincoln.  M.D.,  1828  Hillandale 

Road,  Durham,  N.  C.   27705 

February   19-23 

.espiratory  Care  Nursing  training  programs,  both  basic 
and   advanced 

V  Basic  training  program,  for  RNs  and  LPNs — two  weeks, 
Monday  through  Friday,  "highly  structured  experience  in 
the  concepts  and  practice  of  respiratory  care."  Tentative 
remaining  dates:  March  5-16,  March  26-ApriI  6,  April  30- 
May  11,  May  21-June  1. 

J.  Advanced  Course  (five  days)  for  "nurses  who  have  at- 
tended the  basic  course  or  who  already  have  been  intro- 
duced to  the  basic  concepts  of  respiratory  care."  Tentative 
remaining  dates:  February  19-23,  April  16-20,  June  11-15. 
SCI  legislation  limited;  pre-registration  required. 
■•    tponsor:  N.  C.  Emphysema  and  Lung  Disease  Program 

-or  Information:  Johnsie  Whitt,  R.N.,  Box  3804,  Duke 
Hospital,  Durham  27710 
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February  21 

econd  District  Medical  Society.  Annual  Meeting 
lace:   Holiday   Inn.   Kinston 

or  Information:  W.  T.  Parrott,  Jr.,  M.D.,  905  N.  Queen 
Street,  Kinston,  N.  C.  28501 


Nutrition  and  the  Physical  Bases  of  the  Mind" 

lace:    UNC    at   Wilmington 

ponsored    by:    AMA    &    New    Hanover-Brunswick-Pender 

County  Medical  Society 
or   Information:    Maggie    E.    Moore,   Nutritionist.   Section 

on   Nutrition   Information,   AMA,    535    North   Dearborn 

Street,  Chicago,  Illinois  60610 
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March  1 

Rowan-Davie  County  Medical  Society  Meeting 
Dr.   John   F.   Warner,    VA    Hospital,    Richmond,    Virginia, 
feature  speaker  on  "The  Gram  Negative  Organisms,  Di- 
agnosis and  Treatment" 
For  Information:  J.  T.  Dameron,  M.D.,  320  Wallace  Build- 
ing, Salisbury,  N.  C.  28144 

March  8 

Greensboro  Academy  of  Medicine,  26th  Annual  Medical 
Symposium 

Place:  Jefferson  Standard  Country  Club 

Symposium  and  10th  Annual  Herman  Cone  Lecture.  Starting 
at  10: 15  a.m.  and  continuing  through  Dinner.  AMA  Presi- 
dent Charles  A.  Hoffman,  M.D..  to  be  Banquet  Speaker 

For  Information:  Samuel  A.  Sue,  Jr.,  M.D.,  Program  Chair- 
man, 1311  N.  Elm  Street,  Greensboro,  N.  C.  27401 

March   8-10 

Postgraduate  course  on  The  Hand  and  Upper  Extremity 
Place:  Page  Auditorium.  Duke  University,  Durham 
Sponsored  by:  American  Academy  of  Orthopaedic  Surgeons' 

Committee  on   Injuries 
For  Information:  J.  Leonard  Goldner,  M.D. 
Duke  University  Medical  Center 

Division  of  Orthopaedics.  Durham,  North  Carolina  27710 
or  American  Academy  of  Orthopaedic  Surgeons,  430 
North  Michigan  Avenue,  Chicago,  Illinois  60611 

March   12-16 

Development  of  Leadership  Skills 

Designed  for  registered  nurses  in  leadership  positions  (super- 
visor, head  nurse,  team  leader,  charge  nurse)  in  all  health 
care  facilities. 

Tuition:   $100.00;  assistance  available 

Place:  UNC  School  of  Nursing,  Greensboro,  N.  C. 

For  Information:  Dorothy  J.  Danielson,  Director,  Continu- 
ing Education  Program,  UNC.  School  of  Nursing,  Chapel 
Hill   27514 

March  14-15 

Second  Annual  Cancer  Symposium  of  the  N.  C.  Cancer 
Registry 

Place:  Plantation  Inn,  U.S.  Highway  #1  North,  Raleigh 

Sponsors:  State  Board  of  Health,  N.  C.  Division  of  the 
American  Cancer  Society,  and  the  N.  C.  Regional  Medical 
Program 

For  Information:  J.  A.  Buckwalter,  M.D.,  Box  7574,  Doro- 
thea Dix  Hospital,  Raleigh,  N.  C.  27611 

March  23-24 

Conference  on  the  Problem-Oriented  Medical  Record  System 
Place:  Velvet  Cloak  Inn,  Raleigh,  North  Carolina 
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Fee:  $20.00  per  person 

Contact:  Mrs.  Ruth  Harris,  Assistant  Professor,  UNC  School 

of   Nursing,    Room   413,   Carrington   Hall,   Chapel   Hill, 

N.  C.  27514 

March  29 
"New  Advances  in  Medical  Sciences" 
Place:   Elizabeth  City   State   University 
Sponsored  by:  AMA  &  Pasquotank-Camden-Currituck-Dare 

Medical  Society 
For   Information:    Maggie   E.    Moore,   Nutritionist,    Section 

on  Nutrition   Information,   AMA,   535   Dearborn   Street, 

Chicago,   Illinois  60610 


II.  Coming  Events  in  North  Carolina 
May  9-10 

North  Carolina  Heart  Association,  24th  Scientific  Sessions 
and  Annual   Meeting 

Key  Speaker — William  B.  Kannel,  M.D.,  Director,  Fram- 
ingham  Study  of  1949.  His  theme  will  be,  "The  Natural 
History  of  Heart  Disease — How   Can   It   Be  Changed?" 

Out  of  state  physicians  who  will  make  presentations  at  the 
sessions  include  Walter  M.  Kirkendall,  M.D.,  Houston, 
Texas  on  "The  Natural  History  of  Hypertension,  and 
Henry  Buchwald,  M.D.,  Minneapolis,  Minnesota  on 
"Surgical  Treatment  of  Hyperlipidemias." 

For  Information:  North  Carolina  Heart  Association,  P.  O. 
Box  2408,  Chapel  Hill  27514 

May  14-18 

Development   of   Leadership   Skills   (See    March  12-16    for 

details) 
Course  described  under  date  of  3/12-16  will  be  repeated  at 

UNC  School  of  Nursing,  Chapel  Hill 

May  19-23 

Annual   Session,  North  Carolina  Medical  Society 
Place:  The  Carolina,  Pinehurst 

For  Information:  William  H.  Hilliard,  Executive  Director 
P.  O.  Box  27167,  Raleigh  27611 


III.   Out  of  State  (through  May,  1973) 
February   19-25 

Fourth  Annual  Family  Practice  Refresher  Course 
Place:   Sheraton-Fort   Sumter   Hotel,   Charleston 
Enrollment  limited  to  75;  Tuition:  $140  payable  in  advance 

on  or  before  February  1,   1973 
For  Information:  Dr.  Vince  Moseley,  Director,  Division  of 
Continuing  Education,  Medical  University  of  South  Caro- 
lina, 80  Barre  Street,  Charleston,  S.  C.  29401 

February  22-23 

Stoneburner  Lecture  Series 

Postgraduate  Course  in  Clinical  Adult  and  Pediatric 
Urology 

Sponsored  by:  Department  of  Continuing  Education  and  the 
Mid-Atlantic  Section  of  the  American  Urological  Associa- 
tion 

For  Information:  Warren  W.  Koontz,  Jr.,  M.D.,  Professor 
and  Chairman,  Division  of  Urology,  Medical  College  of 
Virginia,  Richmond,  Virginia  23219 

March  20-23 

Workshop  on  Audiovisual  Materials  Development 

Place:  Downtowner  Motor  Inn,  Columbia,  South  Carolina 

For  Information:  E.  Martin  Egleston,  American  Hospital 
Association,  840  North  Lake  Shore  Drive,  Chicago,  Illi- 
nois 60611 

April  20-22 

TAP  Institute — An  educational  program  for  hospital  Trus- 
tees, Administrators  and  Physicians.  Focus  on  Quality 
Assurance  Programs  for  Community  Hospitals. 

Place:  Myrtle  Beach  Convention  Center,  Myrtle  Beach, 
S.  C. 

Sponsors:  S.  C.  and  N.  C.  Hospital  Associations  in  Coopera- 
tion with  the  S.  C.  and  N.  C.  Medical  Societies 

For  Information:  Ms.  Diane  Turner,  N.  C.  Hospital  Assn., 
P.  O.  Box  10931,  Raleigh,  N.  C.  27605 


For  Information  on  the  following  Manpower  Development 
Conferences  contact:  Helen  O'Toole,  Division  of  Continu- 
ing Education,  MUSC,  Charleston,  S.  C.  29401 

February   28-March   1 

Nursing  Care  of  the  Diabetic 

March  29-30 

Care  of  the  Child  with  Leukemia 

April  8 

Cytology  Workshop 

April  12-14 

Ophthalmology  Residents  Conference 

April   15-17 

4th  Annual  Symposium  on  Gynecological  Cancer 

April  26-27 

Occupational  Health 

May  24-25 
Current  Concepts  in  Oncological  Nursing 
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NEW  MEMBERS 

of  the  State  Society 


Aiken,  Warwick,  III  (Student),  37  Cedar  Court,  Carrboro, 

NC  27510 
Alexander,  John  Charles.  Jr.  (Intern-Resident)  1320  Vickers 

Ave.,  Duham  NC  27707 
Allison,  Earl  Jackson,  Jr.  (Student),  P.  O.  Box  86,  Bynum, 

NC  27228 
Bouteneff,  Alex  C.  (Student),  540-B  Dogwood  Dr.,  Chapel 

Hill,  NC  27514 
Caughey,  Dale  Wells,  Jr.,  MD  (GP),   105  Hawthorne  Dr., 

Wilmington,  NC  28401 
Davis,  Lionel  Lloyd,  MD,  Wonderland  Trail,  Blowing  Rock, 

NC  28605 
Dingfelder,   James    Ray,    MD    (ObG),    2003    Fireside   Dr., 

Chapel  Hill,  NC  27514 
Douglas,  Benjamin  (Student),  P.  O.  Box  501,  Carrboro,  NC 

27510 
Eaves,  Rupert  Spencer,  Jr.,  MD  (Renewal),  224  New  Hope 

Rd.,  Gastonia,  NC  28052 
Elson,  Melvin  L.  (Intern-Resident),  Duke  Hospital,  Durham, 

NC  27710 
Eskridge,  Louise  Craig,  MD  (P),  Sonate  Drive,  Lewisville, 

NC 
Gregg,    Donald    Gordon    (Student),    419    Carolina   Circle, 

Durham  NC  27707 
Hobbs,  LaFIoyd  Hueston,  Jr.  (Student),  809  Kingswood  Dr., 

Cary,  NC  27511 
Hodgson,  Robert  Bennett,  MD   (GP),   118  W.  Market  St., 

Hertford,  NC  27944 
Krug,  Ernest  John  Frederick,  III  (Student),  608  Tinkerbell 

Rd.,  Chapel  Hill,  NC 
McDevitt,  Noel  Bruce,  MD  (Intern-Resident),  UNC  Dept. 

of  Surg.,  Chapel  Hill,  NC 
McMillan,   Julia   Arrowood   (Student),   607   N.   Greensboro 

St.,  Carrboro,  NC  27510 
Moser,   Wade   Houser,   Jr.    (Student),    100-D   Bernard   St., 

Chapel  Hill,  NC  27514 
Murray,  William  J.,  MD  (Renewal),  Duke  Medical  Center, 
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BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Bowman  Gray  School  of  Medicine's  Depart- 
ment of  Laboratory  Animal  Medicine  started  the 
new  year  with  a  new  name. 

The  name  has  been  changed  to  the  Department 
of  Comparative  Medicine.  The  new  name  better 
describes  the  scope  of  the  department's  teaching 
and  research  programs,  according  to  Dr.  Richard 
Janeway,  dean. 

Activities  of  the  department  are  divided  into  two 
sections.  Dr.  Noel  D.  M.  Lehner,  associate  professor, 
is  chief  of  the  section  on  laboratory  animal  medi- 
cine. Dr.  Bill  C.  Bullock,  associate  professor,  is  chief 
of    the    section    on    comparative    pathology.    Dr. 


Thomas  B.  Clarkson  is  director  of  the  department. 
The  name  change  is  the  second  for  the  department, 
which  was  established  in  1957  as  the  vivarium. 
It  became  the  Department  of  Laboratory  Animal 
Medicine  in  1964. 

♦  sjc  H5 

Dr.  Charles  E.  McCall,  associate  professor  of 
medicine,  has  been  awarded  a  fellowship  which  will 
support  three  months  of  study  in  immunology  in 
England.  The  fellowship  was  awarded  by  the  Royal 
Society  of  Medicine,  Inc. 

Dr.  McCall  began  his  fellowship  in  February  at 
the  Royal  Postgraduate  Medical  School  at  Hammer- 
smith, London,  England.  He  will  be  associated  with 
Dr.  Peter  Lachman,  director  of  the  Department  of 
Immunology  at  the  medical  school. 

Dr.  McCall's  work  will  deal  with  the  ability  of 
white  cells  to  fight  infection  caused  by  bacteria  and 
the  changes  that  occur  in  white  cells  during  bacterial 
infection. 

His  aim  is  to  develop  better  methods  of  diagnosing 
bacterial  infections  and  methods  that  will  be  more 
effective  in  distinguishing  between  the  presence  of 

bacterial  and  viral  infections. 

*  *  * 

The  Medical  Center — Bowman  Gray  School  of 
Medicine  and  Baptist  Hospital — is  one  of  the  first 
medical  centers  in  the  nation  to  begin  full-time 
coverage  of  the  hospital's  emergency  room  with  doc- 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

Visiting  hours  2:00  P.M.  -  8:00  P.M.  daily. 

Accredited  by  the  Joint  Commission  on  Accreditation  and 
Certified  for  Medicare 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,  M.D. 
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\>    'ebruary   1973,  NCM J 


129 


tors  who  have  full-time  academic  status  in  the  medi- 
cal school. 

The  medical  school  has  created  a  section  of  emer- 
gency medical  services  in  the  Department  of  Surgery 
and  plans  are  under  way  to  begin  in  1974  a  program 
to  train  residents  in  emergency  medical  services.  A 
chief  of  the  new  section,  Dr.  James  T.  McRae,  has 
been  hired  and  the  rest  of  the  section's  core  faculty 
is  expected  to  be  hired  soon. 

Part  of  the  expanded  effort  in  emergency  medical 
services  is  a  more  formal  approach  to  educating 
medical  students  in  emergency  medicine. 


The  main  teaching  hospital  of  the  medical  school, 
Baptist  Hospital,  recently  opened  its  new  Reynolds 
Patient  tower. 

The  opening  of  the  tower's  352  beds  increases 
the  hospital's  bed  capacity  to  655,  a  net  increase  of 
137  beds.  By  1975  the  number  of  hospital  beds  will 
be  more  than  700. 

Patients  will  occupy  the  fifth  through  the  11th 
floors  of  the  tower  in  44-bed  nursing  units.  In  addi- 
tion, the  hospital  has  a  new  surgical  suite  on  the 
tower's  first  floor  and  a  new  surgical  and  medical 
intensive  care  unit  on  the  fourth  floor. 


The  Harry  O.  Parker  Neurosciences  Research 
Fund,  honoring  the  man  who  was  the  medical  school's 
director  of  the  Division  of  Resource  Management 
until  his  retirement  in  1971,  has  been  established. 

The  fund,  established  by  Mrs.  Parker,  will  pro- 
vide unrestricted  support  for  pilot  research  projects 
in  the  neurosciences.  The  funds  are  to  be  used 
at  the  discretion  of  the  dean  in  consultation  with  the 
chairman  of  the  Department  of  Neurology. 

Parker  was  appointed  controller  of  the  medical 
school  in  1947  and  served  as  its  controller,  associate 
dean,  and  director  of  resource  management  until 
his  retirement. 

*  ^  -\- 

Dr.  Richard  T.  Myers,  professor  and  chairman  of 
the  Department  of  Surgery,  was  a  visiting  professor 
at  Portsmouth  Naval  Hospital  in  mid-December  in 
Portsmouth,  Va.  He  spoke  on  "Surgery  of  the  Gall- 
bladder and  Bile  Ducts"  and  "Upper  G.I.  Bleeding." 


Dr.  Eugene  R.  Heise,  assistant  professor  of  mi- 
crobiology, was  elected  secretary-treasurer  of  the 
North  Carolina  Branch  of  the  American  Society  of 
Microbiology  on  Nov.  17. 


Dr.  Carolyn  C.  Huntley,  professor  of  pediatrics, 
has  been  appointed  a  member  of  the  Bacteriology 
and  Mycology  Study  Section  of  the  National  Institutes 
of  Health  for  a  four-year  term  beginning  July  1, 
1973. 
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"When  alcohol  is  so  well  protected,"  says  Dr. 
Arthur  McBay,  "it's  no  wonder  our  kids  think  of  us 
as  hypocrites  when  we  threaten  them  about  the  use  of 
drugs." 

Dr.  McBay  is  chief  toxicologist  for  the  office  of 
the  N.  C.  Chief  Medical  Examiner  here  on  the 
UNC  campus. 

The  "in"  thing  to  do  is  to  show  concern  about 
drug  abuse  and  the  misery  and  death  drugs  cause, 
he  says. 

Everyone  worries  about  LSD,  mescaline,  mari- 
juana and  amphetamines. 

And  yet,  according  to  Dr.  McBay,  not  a  single 
death  has  occurred  in  the  last  three  years  in  North 
Carolina  due  to  these  drugs. 

Heroin,  barbiturates  and  other  narcotic  drugs  have 
been  responsible  for  a  fairly  substantial  number  of 
deaths.  So  has  aspirin. 

But  the  really  big  killer  is  alcohol! 

Dr.  McBay  reports  that  acute  alcohol  poisoning 
killed  62  persons  in  1970.  This  figure  doubled  in 
1971  with  126.  Figures  for  1972  will  be  much  higher, 
partly  because  of  stricter  reporting  requirements  by    i 
the  State  Medical  Examiner  system. 

"Don't   confuse   these   deaths   with   those   where 
alcohol  was  the  precipitating  factor,"   Dr.   McBay    l3! 
says. 

"We  are  only  talking  about  those  persons  who 
died  as  a  result  of  an  alcohol  overdose — the  guy 
who  just  plain  drinks  himself  to  death  in  one  sitting." 

Another  1,000  fatalities  are  caused  by  drunk  driv- 
ers each  year  in  North  Carolina,  and  some  600 
intoxicated  persons  die  each  year  in  the  state  from 
gunshot  wounds. 

No  one  knows  how  many  die  from  the  chronic 
and  long-term  effects  of  alcoholism,  Dr.  McBay, 
says. 

"For  example,  many  die  from  liver  disease,  di- 
rectly the  result  of  long-term  alcoholism,  but  the 
family  physicians  may  list  the  cause  of  death  on  the 
death  certificate  as  'coronary  occlusion'  or  'heart 
failure.'  Technically  they're  right  because  when  his 
heart  stops — he's  dead,  and  the  skeleton  of  alco- 
holism remains  in  the  closet." 

A  number  of  changes  have  been  made  or  are  on  the 
way  to  rectify  this  situation.  Take  insurance  com- 
panies, for  example.  They're  tightening  up  on  claims 
where  alcohol  or  drugs  can  be  shown  as  the  proxi- 
mate cause  of  death.  The  death  certificate  of  a  drunk 
driver  may  show  "broken  this"  and  "fractured  that" 
with  the  level  of  alcohol  found  in  the  blood  conveni- 
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ently  omitted  or  so  far  down  the  list  that  it  becomes 
inconsequential. 

Thus  the  clam  for  double  indemnity  due  to  an 
accidental   death   is   paid   to   the   bereaved   family. 
But  more  and  more,  insurance  companies  are  clamp- 
ing down  and  insisting  on  their  right  to  autopsy 
r   or  full  autopsy  reports. 

When  it  can  be  shown  that  alcohol  disabled  the 
;    driver,  the  complexion  of  the  claim  changes. 

"Now,"  says  Dr.  McBay,  "we're  seeing  many  more 

death  investigations  to  determine  the  real  cause.  Even 

the  family  of  the  little  old  lady  who  was  beyond 

suspicion  as  an  alcoholic — except  by  the  insurance 

if.  :ompany — may  be  in  for  a  rude  awakening  when 

-:  autopsy  proves  her  little  old  liver — ain't." 

Dr.   Page  Hudson,   Chief  Medical  Examiner,  is 
-:  :oncerned  that  death  statistics  are  really  inaccurate 
iue  to  antiquated  federal,  state  and  local  require- 
k  ments  and  even  downright  dishonest  reporting. 

"Supposing,"  points  out  Dr.  Hudson,   "that  Joe 

Doakes  chug-a-lugs  close  to  a  fifth  of  Old  Grandad 

•  ind  dies.  His  death  certificate  may  indicate  this  as 

:    in  accidental  death  (which  it  technically  is).  Then 

vhen  this  is  fed  into  the  computer,  it's  listed  as 

natural'." 

-  The  alcohol  poisoning  is  lost  because  Federal  vital 
c  .tatistics  requirements  say  this  is  the  proper  nomen- 
~  :lature  for  death  due  to  this  cause.  "Now,  how  in  the 
r  vorld  can  accurate  statistics  be  maintained  with  this 
;ort  of  system?"  he  asks. 

Hudson  makes  a  strong  case  for  realistic  data  re- 
'■'-  sorting,  not  only  from  a  records-keeping  standpoint, 
>ut  from  the  societal  responsibility  angle  as  well. 
;:  ie  cites  past  accident  court  records.  An  example 
j.  le  refers  to  is  "accident — personal  injury  involved." 
x;i  Fhis  could  relate  to  a  broken  leg,  cut  lip,  1  death, 
jr  5  deaths — they're  all  simply  lumped  together. 


Three  UNC  faculty  members,  Margaret  L.  Moore, 
.label  M.  Parker,  and  E.  Shepley  Nourse,  have  writ- 
2n  a  book  on  contractural  arrangements  between 
iniversities  and  health  care  centers. 

The  book,  "Form  and  Function  of  Written  Agree- 
lents  in  the  Clinical  Education  of  Health  Profes- 
ionals,"  deals  with  arrangements  between  universi- 
ies  with  health  professional  programs  and  the 
lultiple  centers  in  which  health  students  receive  part 
if  their  education. 

It  is  being  published  by  Charles  B.  Slack,  Inc. 
>f  Thorofare,  N.  J. 

i  Dr.  Moore  is  assistant  dean  of  Allied  Health  Pro- 
jssions  Programs  and  professor  of  Physical  Therapy 
1  the  School  of  Medicine.  Miss  Parker  is  an  asso- 
iate  professor  of  Physical  Therapy,  and  Miss  Nourse 
•  communications  coordinator  of  the  UNC  Health 
ervice  Research  Center. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Supported  by  a  new  $225,000  federal  grant,  Duke 
researchers  are  trying  to  determine  the  relationship 
between  certain  cancers  and  the  little  understood 
blood  factor  NGF. 

The  three-year  grant  from  the  National  Institutes 
of  Health  is  being  administered  through  Duke's  De- 
partment of  Ophthalmology. 

The  studies  center  primarily  on  retinoblastomas. 
Although  retinoblastomas  are  relatively  rare — occur- 
ing  spontaneously  in  one  out  of  approximately 
25,000  births — the  Duke  eye  department  sees  and 
treats  many  of  them  in  its  monthly  Eye  Tumor  Clinic. 
Neuroblastomas  also  figure  in  the  investigation. 

The  researchers  feel  that  some  of  the  techniques 
being  developed  in  these  studies  may  have  applica- 
tion throughout  the  field  of  cancer  research. 

The  principal  clinical  investigators  are  Dr. 
Joseph  A.  C.  Wadsworth,  chairman  of  Duke's  De- 
partment of  Ophthalmology,  and  Dr.  Arthur  C. 
Chandler,  Jr.,  an  associate  professor  in  the  depart- 
ment. 

The  men  primarily  responsible  for  the  laboratory 
studies  are  Dr.  Gordon  K.  Klintworth,  an  associate 
professor  of  pathology  who  recently  received  a 
$25,000  personal  research  grant  from  Research  to 
Prevent  Blindness,  Inc.,  and  Dr.  Hugo  Jauregui,  an 
assistant  professor  of  pathology.  Klintworth  also  is  a 
research  associate  in  ophthalmology. 

The  central  focus  of  their  investigation  is  NGF, 
Nerve  Growth  Factor,  a  substance  that  is  known  to 
influence  the  rapid  maturation  of  nerve  cells  in  em- 
bryos. 

"Some  tumors,  such  as  retinoblastomas,  have  been 
known  to  be  associated  with  elevated  levels  of  NGF 
in  the  blood,"  Klintworth  explained. 

One  question  this  raises  is  whether  a  direct  correla- 
tion can  be  drawn  between  the  level  of  NGF  in  the 
blood  and  the  presence  of  cancer.  If  so  it  might  prove 
a  key  for  the  development  of  a  blood  test  for  certain 
types  of  tumors. 

Follow-up  studies  are  being  made  on  patients  who 
have  had  tumors  removed  to  see  if  the  level  of 
NGF  rises  or  falls.  If  it  drops  and  then  rises  again 
months  later,  the  investigators  will  want  to  determine 
if  this  indicates  the  presence  of  another  tumor. 

Aside  from  the  role  NGF  might  play  as  an  indica- 
tor of  the  presence  of  a  tumor,  the  scientists  also 
want  to  know  whether  NGF  itself  stimulates  the 
growth  of  cancer. 

Sometimes  in  cases  of  retinoblastoma,  the  doctors 
explained,  a  patient  will  experience  spontaneous  re- 
gression— an    unexplained    "cure"    of    the    cancer 
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caused  by  some  factor  or  factors  within  the  body  it- 
self. 

This  could  indicate  that  the  body's  own  defense 
mechanism  has  produced  antibodies  to  NGF  and  to 
the  tumor.  Investigation  into  this  possibility  figures 
in  Klintworth's  blood  serum  analysis  studies. 

s|c  afc  4* 

A  Duke  biochemist  has  been  awarded  a  $48,600 
grant  from  the  National  Cancer  Institute  as  part  of 
a  nationwide  research  effort  against  breast  cancer. 

Dr.  Kenneth  S.  McCarty,  a  professor  of  biochemis- 
try, received  the  grant  for  a  study  of  "Protein  Nucleic 
Acid  Interactions  in  Transcriptional  Controls  of 
Normal  and  Malignant  Cells." 

McCarty  said  he  is  studying  the  effect  of  various 
hormones  on  protein  synthesis  in  both  normal  and 
malignant  mammary  cells.  He  is  injecting  hormones 
into  three  types  of  tissue  cultures — normal  cells, 
fast-growing  tumors  and  slow-growing  tumors — to 
study  the  effect  on  the  formation  of  nuclear  acidic 
proteins. 

Hormones  being  used  in  the  study  are  insulin, 
hydrocortisone,  and  prolactin. 

The  grant  is  part  of  $984,000  in  contracts  awarded 
by  the  National  Cancer  Institute  to  12  research  cen- 
ters for  studies  on  how  normal  breast  tissue  functions 
and  the  changes  that  occur  as  the  breast  becomes 
cancerous. 

Breast  cancer  is  the  most  common  form  of  cancer 
among  American  women,  striking  70,000  women 
and  causing  31,000  deaths  a  year.  Most  cases  occur 
in  women  over  45  when  many  changes  are  taking 
place  in  the  body.  The  NCI  believes  hormone  im- 
balances may  play  an  important  role  in  the  develop- 
ment of  breast  tumors. 

*  *  * 

Dr.  Douglas  S.  Lloyd,  a  resident  in  family  practice 
at  Duke,  has  been  elected  chairman  of  the  Section 
on  Interns  and  Residents  of  the  American  Medical 
Association. 

Lloyd,  a  native  of  Suffield,  Conn.,  will  serve  a 
one-year  term  in  the  post.  The  section  was  estab- 
lished by  the  AMA  last  year  after  the  organization 
voted  to  accept  the  young  physicians  as  members. 

"I  am  firmly  committed  to  bringing  young  phy- 
sicians into  the  mainstream  of  medicine,"  Lloyd 
stated  following  his  election.  "I  believe  we  should 
have  a  major  role  in  determining  how  medicine 
will  be  practiced  during  the  last  part  of  the  century." 

Lloyd  also  said  he  believes  that  house  staff  physi- 
cians have  both  the  right  and  responsibility  to  have  a 
voice  in  how  they  are  educated. 

Following  graduation  from  Duke,  Dr.  Lloyd  spent 
two  years  as  a  naval  flight  officer  and  navigator. 
His  medical  career  includes  1 8  months  at  the  School 
of  Public  Health  at  the  University  of  North  Carolina, 
where  he  studied  health  planning  and  administration, 
and  four  months  in  England  where  he  studied  the 
National  Health  Service. 


5,C 


Dr.  Arvin  E.  Robinson,  assistant  professor  of 
radiology,  has  been  appointed  director  of  the  Diag- 
nostic  Division   of  the   Department  of   Radiology. 

Robinson  succeeds  Dr.  Reed  P.  Rice,  associate 

professor  of  radiology,  who  asked  to  be  relieved  of  U 

his  duties  to  devote  more  time  to  his  clinical,  teaching  .;> 

and  research  interests  in  gastrointestinal  radiology.  ; 

A  native  of  Richmond,  Va.,  Robinson  received  & 

an  A.B.  degree  from  the  University  of  Pennsylvania  i* 

and  an  M.D.  from  the  Medical  College  of  Virginia  «i 

in  1964.  He  served  his  internship  at  the  Albert  Ein-  D- 

stein  Medical  Center  in  Philadelphia,  Pa.,  from  1964  it 

to   1965   and  his  residency  in  Duke's  Department  a 

of  Radiology  from  1965  to  1968.  W 

In  1968  Robinson  was  named  instructor  of  radi-  i 

ology  at  Duke,  and  from  1969  until  1971  served  as  x 

staff  radiologist   at  Fitzsimmons   General  Hospital  »sl 

in  Denver,  Colo.  ops 

He  returned  to  Duke  in  1971  to  assume  a  position  si 
as  assistant  professor  of  radiology. 
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Notices  have  been  issued  concerning  the  North 
Carolina  Regional  Medical  Program's  conference  on 
the  Problem-Oriented  Medical  Record  System,  to  be1  l; 
held  March  23-24  at  the  Velvet  Cloak  in  Raleigh. 
Information  about  the  conference  is  presented  here 
for  those  who  have  not  been  notified,  in  the  hope  thai1 
it  will  serve  as  a  reminder  to  those  who  have  been1 
notified  to  register  if  they  have  not  already  done  so. 

Because  25  per  cent  of  the  United  States  popula- 
tion moves  each  year,  because  of  ever  more  potent 
drugs  and  sophisticated  health  care,  because  of  in 
adequacies  of  traditional  health  records,  better  sys- 
tems  are   needed.   The   Problem-Oriented   Medica;  v. 
Record  is  not  only  a  better  record  that  is  logical 
standardized,  and  suitable  for  computer  use,  but  it  i; 
generally  agreed  to  lead  to  higher  quality  medica     :, 
care.  There  are  isolated  departments  of  North  Caro-     • 
lina  hospitals  and  practices  in  which  the  POMR  ii 
being  used,  but  the  system  deserves  wider  considera- 
tion by  health  professionals.  In  certain  instances,  it! 
implementation  will  be  found  to  be  desirable. 
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The  POMR  is  used  in  assessment  of  the  quality  o 
health  care.  It  reorganizes  and  integrates  the  healtf   ; 
care  team;  it  reduces  fragmentation;  and  most  im- 
portant, it  leads  to  improved  patient  care  througl 
education  of  health  personnel. 

The  North  Carolina  Regional  Medical  Progran 
and  the  conference  planning  committee  hope  tha 
physicians  will  be  well  represented  at  the  POMF 
Conference,  since  they  play  a  crucial  role  in  patien 
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:  record  keeping.  Also  invited  are  hospital  administra- 
ij'iors,  occupational  therapists,  pharmacists,  dietitians, 

lospital  social  workers,  and  other  interested  health 

professionals. 

Ruth  J.  Harris,  M.S.N.,  will  preside  at  the  first 

-  day's  session,  which  will  begin  with  registration  at 
:"  3:30.  Speakers  include  H.  Kenneth  Walker,  M.D.,  of 

ihe  Emory  University  School  of  Medicine;  Joan  Mc- 

-  Cracken,  R.N.,  B.S.N.,  Director  of  Planned  Parent- 
P  iood  in  Billings,  Montana;  and  George  J.  Ellis  III, 
:  vI.D.,  of  the  Duke  University  School  of  Medicine.  Dr. 
'  »Valker,  who  is  co-editor  of  the  "Problem-Oriented 
■  ■  System,"  will  give  an  introduction  to  the  POMR  and 

discuss  the  elements  of  the  data  base.  Mrs.  Mc- 
['•  bracken  will  cover  problem  formulation  and  plans, 
;  vhile  Dr.  Ellis  will  talk  about ,  progress  notes  and 
?■  'low  sheets.  Following  a  poolside  buffet  lunch,  work 

;roups  will  identify  problems  from  source  oriented 
~  'ecords  provided.  A  social  hour  will  be  held  from 
■5:00  to  7:00. 

Francis  Neelon,  M.D.,  will  preside  at  the  second 
lay's  session,  opening  with  a  philosophical  overview 

-  >f  the  implications  of  the  POMR  system.  Following  a 
>resentation  on  the  POMR  in  a  specialized  clinic  by 
Ats.  McCracken,  Clayton  McCracken,  M.D.,  chief 
>f  the  Office  of  Special  Health  Programs  in  Billings, 
vill  review  the  POMR  in  the  administrative  dimen- 
ion  of  health  care  delivery.  Richard  H.  Dixon,  M.D., 

~  if  the  Duke  University  School  of  Medicine,  will  ex- 

<,,.  mine  the  medical  audit,  followed  by  Samuel  Feitel- 
:e|lerg,    chairman    of    the    University    of    Vermont's 

.,  Department  of  Physical  Therapy,  on  the  physical 

le;;  herapist's  use  of  the  POMR,  and  Bea  Phillips,  Direc- 

'-■  or  of  Social  Work  at  Beth  Israel  Hospital  in  Boston, 

.,.  ma  social  worker's  experience  with  the  POMR.  The 

•.:  fternoon  will  close  with  a  question  and  answer  ses- 

...  ion. 

':.  The  registration  fee  for  the  conference  is  $20.00 
■:  >er  person,  which  will  cover  two  luncheons  and  the 
c:  ocial  hour.  The  registration  enrollment  is  limited  to 
t  i.  00  owing  to  the  size  of  the  facility,  and  will  be  on  a 
ed  irst-come,  first-serve  basis.  A  block  of  rooms  has 
E.l|een  reserved  at  the  Velvet  Cloak  for  the  nights  of 
:t:'  larch  22  and  23,  and  participants  are  requested  to 
ei  eal  directly  with  the  Velvet  Cloak  in  making  reserva- 
C.  ;.ons  for  overnight  accommodations. 

To  register  or  obtain  a  copy  of  the  program,  please 

"•'ij'rite  to  Mrs.  Ruth  Harris,  Room  413,  Carrington 

:~   Tall,  UNC  School  of  Nursing,  Chapel  Hill,  N.  C. 

7514.  Checks  for  the  registration  fee  should  be 

L    lade  payable  to  the  North  Carolina  Regional  Medi- 

■    al  Program. 


The  following  article  describing  NCRMP's  project 
br  "Care  of  Patients  with  Chronic  Uremia"  was  writ- 
m  for  the  NCRMP  News  Notes  by  Charles  D.  Lee, 
oordinator  for  the  NCRMP  project.  (It  was  re- 


ceived too  late  for  inclusion  in  the  January  issue,  for 
which  it  was  intended. — Ed.) 

THE  NORTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM'S  KIDNEY  PROJECT 

It  has  often  been  said  that  nowhere  in  medicine 
does  such  a  gap  exist  between  technology  and  the  de- 
livery of  care  to  patients  as  in  end-stage  renal  disease. 
Some  1,500  people  die  of  kidney-related  diseases  in 
North  Carolina  each  year.  Of  this  number,  it  is  esti- 
mated that  180-300  qualify  medically  for  the  life- 
sustaining  treatments  of  hemodialysis  or  transplanta- 
tion. Yet  many  North  Carolinians  who  qualify  for 
these  therapies  are  not  presently  receiving  them. 

The  N.  C.  Kidney  Disease  Planning  Board  Report, 
produced  by  the  N.  C.  State  Board  of  Health  through 
a  planning  grant  from  Regional  Medical  Programs 
Service,  noted  that  there  were  many  modalities  of 
treatment  to  maintain  kidney  disease  patients  in  rea- 
sonably good  health  and  habilitation,  but  few  ad- 
vances in  the  vast  socioeconomic  problems  which  the 
cost  of  dialysis  and  transplantation  represented. 

North  Carolina  has  recently  enacted  legislation  to 
alleviate  these  problems.  G.S.  130-27  established  a 
Kidney  Program  at  the  State  Board  of  Health  and 
provided  for  financial  assistance  to  kidney  patients. 
Due  in  large  part  to  this  increased  funding  for  end- 
stage  kidney  disease  treatment,  the  North  Carolina 
Regional  Medical  Program's  project  for  Care  of  Pa- 
tients with  Chronic  Uremia  can  now  have  full  effect 
upon  the  state-wide  Kidney  Program. 

The  objective  of  the  NCRMP  kidney  project  is  to 
significantly  increase  the  numbers  of  qualified  North 
Carolina  patients  receiving  dialysis  or  transplantation 
by  increasing  both  the  availability  and  accessibility  of 
kidney  disease  treatment.  To  meet  this  objective,  the 
NCRMP  project  is  concentrating  on  the  procurement 
of  organs,  the  upgrading  of  existing  transplant  pro- 
grams, and  the  upgrading  of  community  dialysis  cen- 
ters. 

IN  CHARLOTTE:  PROVIDING  FOR  ORGAN 
PROCUREMENT 

Perhaps  the  project  component  having  the  most 
potential  impact  on  end-stage  kidney  disease  treat- 
ment in  North  Carolina  is  the  development  of  an  or- 
gan procurement  program  in  Charlotte.  While  trans- 
plantation is  the  most  desirable  and  least  costly  form 
of  treatment  for  chronic  uremia,  many  patients  are 
not  able  to  receive  transplants  due  to  the  lack  of 
cadaver-donors. 

The  primary  reason  that  these  organs  have  not 
been  retrieved  in  sufficient  numbers  to  meet  the  need 
for  transplants  in  North  Carolina  is  the  absence  of 
a  coordinated,  systematic  approach  which  provides 
the  administrative  mechanism  for  organ  procurement. 
Organs  have  not  been  readily  available  due  to  the 
logistics  of  obtaining  permission  to  retrieve  the  organ, 
having  it  harvested,  typed,  and  matched,  and  trans- 
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porting  it  to  the  potential  recipient — all  of  which  must 
take  place  in  a  very  limited  time  period. 

Through  the  NCRMP  project,  a  procurement  co- 
ordinator will  begin  to  provide  the  administrative  co- 
ordination necessary  to  retrieve  greater  numbers  of 
cadaver  organs.  Mr.  Lanny  Ellis,  who  is  working  as 
a  Nephrology  Assistant  under  Dr.  Joseph  Chandler 
and  Dr.  Charles  Farmer  at  the  Nalle  Clinic  in  Char- 
lotte, will  be  available  at  all  times  by  telephone  or 
radio  to  respond  to  possible  cadaver  donors.  He  holds 
a  baccalaureate  degree  in  nursing  and  has  been 
trained  in  dialysis  and  the  technical  aspects  of  organ 
retrieval,  including  the  operation  of  a  perfusion  ap- 
paratus. It  is  anticipated  that  at  least  10  organs  will 
be  procured  through  the  efforts  of  the  Charlotte  com- 
ponent of  the  program  during  the  first  year. 

In  order  to  support  the  organ  procurement  efforts, 
the  NCRMP  project  has  supplied  Charlotte  Me- 
morial Hospital  with  a  perfusion  apparatus.  This 
should  permit  greater  numbers  of  harvested  organs 
to  be  maintained  in  a  more  viable  state  for  transplan- 
tation. 

IN  DURHAM:  UPGRADING  TRANSPLANT 
CAPABILITIES 

Most  of  the  kidney  transplants  in  North  Carolina 
are  performed  through  the  Duke-Veterans  Admin- 
istration Hospitals'  Renal  Transplant  Program.  The 
NCRMP  project  is  supporting  the  Duke-VA  Program 
by  providing  a  Transplant  Technician  and  a  perfusion 
apparatus.  Mr.  Paul  Hendrix,  the  Transplant  Tech- 
nician, will  work  under  the  direction  of  Dr.  Delford 
Stickel,  Principal  Investigator  for  the  Renal  Trans- 
plantation Program.  The  addition  of  this  personnel 
and  equipment  will  increase  the  time  available  to 
transport,  type,  and  match  cadaver  organs  to  poten- 
tial recipients,  and  should  therefore  increase  the 
chance  for  successful  transplant. 

IN  CHARLOTTE,  ASHEVILLE,  AND 

GREENVILLE:  UPGRADING  COMMUNITY 

DIALYSIS  CENTERS 

Community  dialysis  centers  in  North  Carolina  are 
located  in  Charlotte,  Asheville,  and  Greenville,  and 
are  directed  by  Dr.  Charles  G.  Farmer,  Dr.  Artus 
Moser,  and  Dr.  Alfred  Ferguson  respectively.  These 
centers  are  currently  providing  approximately  14 
units  for  hemodialysis.  The  university  centers  bring 
the  total  number  of  dialysis  units  in  North  Carolina  to 
30,  an  insufficient  number  to  provide  service  for  the 
projected  180-300  patients  who  qualify  for  treatment 
each  year. 

The  NCRMP  project  is  attempting  to  alleviate  this 
shortage  by  assisting  the  community  centers  in  pur- 
chasing equipment  such  as  dialysis  units  and  home 
training  audio-visual  supplies,  and  by  providing  them 
with  additional  nurses  and  technicians.  The  additional 
personnel  should  permit  greater  emphasis  to  be 
placed  on  home  training,  which  in  turn  can  reduce  the 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13,ig/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren  and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1  mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5  mg./lb.); 
maximum  total  dose  1  gram.  This 
corresponds  to  a  simplified  dosage 
regimen  of  1  cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
—  5  cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day:  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 
How  Supplied.  Antiminth  is  avail- 
able as  a  pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROeRIG<& 

A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


with  a  single  dose  of  Antiminth 

99  (pyrantel  pamoate)  ORAL  a***** 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
3r  oral  mucosa  on  ingestion,  to 
>tools,  clothing,  linen 

Simple  dosage  with  a 
;ingle-dose  regimen:  1  cc.  per 
0-lb.  body  weight  (1  tsp./50  lb.; 
naximum  dose,  4  tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 
family  ROGRIG<^ 


A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 

ORAL  SUSPENSION 

While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
*Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 


number  of  patients  dependent  on  in-center  dialysis 
units. 

Home  training  also  allows  a  tremendous  saving  to 
both  the  patient  and  the  health  care  system.  In-hospi- 
tal  dialysis  normally  costs  about  $165  per  dialysis, 
while  home  dialysis  costs  only  about  $25.  Thus  the 
home-trained  patient  reduces  his  treatment  costs  sig- 
nificantly and  also  reduces  the  amount  of  medical 
personnel  time  and  effort  and  hospital  space  required 
for  his  maintenance. 

In  Charlotte,  NCRMP  funding  of  personnel  has 
allowed  the  dialysis  center  to  expand  outside  the  hos- 
pital and  to  provide  additional  chronic  dialysis  ser- 
vices through  the  Nalle  Clinic.  It  is  anticipated  that 
this  will  reduce  costs  from  about  $165  to  $100  per 
dialysis  for  those  patients  who  are  unable  to  be  trans- 
planted or  home-trained,  but  who  are  being  main- 
tained on  chronic  dialysis.  The  NCRMP  project  cur- 
rently is  planning  to  provide  personnel  support  in 
Greenville  to  facilitate  a  similar  move  outside  the 
Pitt  County  Memorial  Hospital. 

Traditionally  the  community  centers  have  not  been 
able  to  provide  sufficient  counseling  to  deal  with  the 
dietary  and  socioeconomic  problems  associated  with 
the  chronically  ill  kidney  patient.  Overworked  dialy- 
sis personnel  have  had  neither  the  time  nor  training  to 
provide  these  services.  Follow-up  of  transplant  and 
home  dialysis  patients  have  been  particularly  ne- 
glected. 

The  NCRMP  project  is  providing  a  nurse,  dieti- 
tian, and  social  worker  to  help  alleviate  these  de- 
ficiencies. Under  the  guidance  of  Dr.  R.  R.  Robinson 
at  Duke  and  Dr.  W.  B.  Blythe  at  UNC,  this  team  will 
provide  consultation  and  teaching  for  the  community 
dialysis  centers  of  the  state.  This  should  permit  fur- 
ther development  of  home  training  programs  and 
training  of  existing  personnel  to  better  deal  with  die- 
tary and  social  problems  of  kidney  patients  and  their 
families. 

The  ultimate  objective  of  the  NCRMP  project  for 
Care  of  Patients  with  Chronic  Uremia  is  the  develop- 
ment of  a  system  of  health  care  that  would  extend 
sophisticated  renal  care  to  an  increasing  number  of 
kidney  patients  in  North  Carolina.  By  implementing 
the  approach  of  the  NCRMP  project,  availability  of 
and  accessibility  to  treatment  for  kidney  disease  can 
be  significantly  increased  for  qualified  dialysis  and 
transplant  patients. 


AMERICAN  COLLEGE  OF  CARDIOLOGY 

Five  North  Carolina  doctors  have  been  granted 
fellowships  in  the  American  College  of  Cardiology 
(ACC),  the  national  medical  society  for  specialists  in 
cardiovascular  diseases. 

Dr.  Edward  S.  Orgain,  Durham,  the  ACC  Gover- 


nor for  North  Carolina,  listed  the  new  Fellows  as: 
Drs.  John  H.  Russell,  Asheville;  W.  Tyson  Bennett, 
Charlotte;  Yihong  Kong,  D.  Edmond  Miller,  Abe 
Walston  II,  all  from  Durham,  N.  C. 

The  North  Carolina  doctors,  as  well  as  the  other 
new  Fellows,  have  fulfilled  stringent  membership  re- 
quirements based  on  years  of  practice  and  specialty 
certification.  This  effort,  according  to  Dr.  Orgain, 
culminates  in  their  being  considered  by  colleagues  in 
their  communities  as  specialist  or  consultant  in 
cardiovascular  diseases. 


SEMINAR  ON  ELECTROPHYSIOLOGY 

The  University  of  Miami  School  of  Medicine  and 
the  Council  on  Clinical  Cardiology  of  the  American 
Heart  Association  will  present  a  postgraduate  semi- 
nar entitled  "Master  Interpretation  of  Clinical  Elec- 
trophysiology"  on  May  29-31,  1973.  The  program 
will  be  held  at  the  Contemporary  Hotel  at  Disney 
World,  Lake  Buena  Vista,  Florida. 

Inquiries  should  be  addressed  to  Dr.  Louis  Lem- 
berg,  University  of  Miami  School  of  Medicine,  P.  O. 
Box  875,  Biscayne  Annex,  Miami,  Florida  33152. 


NEW  NIMH  PUBLICATION  DISCUSSES 
THE  DEPRESSIVE  ILLNESSES 

Learning  About  Depressive  Illnesses,  a  pamphlet 
describing  the  emotional  disorder  which  is  estimated 
to  afflict  as  many  as  4  million  to  8  million  Ameri- 
cans, has  been  released  by  the  National  Institute  of 
Mental  Health,  of  HEW's  Health  Services  and  Men- 
tal Health  Administration. 

The  booklet  describes  for  the  lay  reader  how  a 
normal  reaction  to  a  sad  or  disappointing  experience 
may  persist  and  become  more  intense  with  time,  re- 
sulting in  serious  depression.  Signs  of  a  severe  case 
of  depression  are  described  as  they  may  appear  in  the 
three  major  types  of  the  depressive  illnesses. 

Following  a  discussion  of  its  causes,  the  booklet 
stresses  that  depressive  illness  is  among  the  psychiat- 
ric disorders  most  responsive  to  treatment  and  ex- 
plains the  various  therapeutic  approaches  most  com- 
monly used  by  psychiatrists  and  psychologists.  Also 
included  is  a  discussion  of  the  role  that  family  and 
friends  may  serve  in  the  treatment  of  a  depressed 
individual. 

Single,  courtesy  copies  of  Learning  About  Depres- 
sive Illnesses  (DHEW  Publication  No.  HSM  72- 
9110)  are  available  from  Public  Inquiries,  National 
Institute  of  Mental  Health,  Room  15C-17,  5600 
Fishers  Lane,  Rockville,  Maryland  20852.  Copies  in 
quantity  may  be  obtained  from  the  Superintendent 
of  Documents,  U.S.  Government  Printing  Office, 
Washington,  D.  C.  20402,  at  10  cents  a  copy. 
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WE  WILL 

PAY  YOU 

WHEN  YOU 

ARE... 


^%ll  |K         As  long  as  total  disability,  total  loss  of  time, 
%#1^#1»        confinement  within  doors,  and  regular 

medical  attention  continue  from  sickness  —  EVEN  FOR  YOUR 

ENTIRE  LIFETIME! 


HURT 


As  long  as  total  disability,  total  loss  of  time 
and  regular  medical  attention  continue 
from  accident.  Lump  sum  accidental  death  benefit.  Lump  sum  pay- 
ment in  lieu  of  the  monthly  benefit  if  dismemberment  or  loss  of  sight 
results  within  one  hundred  days  from  totally  disabling  accident. 


PAID  FROM  THE  FIRST  DAY  OF  MEDICAL  ATTENTION  As  long  as  total  disability, 
total  loss  of  time  and  regular  medical  attention  continue  because  of  accident  or  confining  sickness— 
EVEN  FOR  YOUR  ENTIRE  LIFETIME!  Additional  Monthly  Benefits  while  you  are  in  the  hospital  for 
as  long  as  THREE  MONTHS. 


EFFECTIVE  DATES  OF  COVERAGE.  This  policy  covers  acci- 
dents from  noon  of  the  policy  date  and  sickness  originating  more 
than  30  days  after  the  policy  date,  unless  specifically  excluded, 
except -it  covers  hernia  of  any  type,  tuberculosis,  diseases  of 
the  organs  peculiar  to  females  or  heart  disease  if  the  loss  occurs 
more  than  six  months  after  the  Policy  Date. 
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Executive  Offices:  3130  Wilshire  Boulevard 

Santa  Monica,  California  90406 

One  of  the  nation's  leading  underwriters  of 
protection  for  self-employed  businessmen. 


EXCEPTIONS  AND  LIMITATIONS.  This  policy  does  not  cover  any  loss 
caused  by,  or  resulting  from  or  which  occurs  outside  the  United  States  of 
America,  Mexico  or  the  Dominion  of  Canada,  and  any  premium  paid  to  the 
Company  for  any  period  not  covered  by  reason  of  such  territorial  limitation 
will  be  returned  pro-rata  to  the  Insured;  suicide  or  any  attempt  thereat  (sane 
or  insane);  mental  derangement  regardless  of  the  cause  thereof;  any  inten- 
tionally self-inflicted  injury;  participation  in  aeronautics  or  air  travel  except 
as  provided  therein;  pregnancy,  miscarriage  or  childbirth;  occurences  while  en- 
gaged in  military  or  naval  service  of  any  country  at  war,  or  resulting  from  war 
or  any  act  of  war,  and  any  premium  paid  to  the  Company  for  any  period  not 
covered  by  reason  of  the  Insured's  military  or  naval  service  will  be  returned 
pro-rata  to  the  Insured;  dental  treatment  except  when  such  treatment  results 
directly  and  independently  from  accidental  bodily  injury  to  natural  teeth.  Ben- 
efits change  at  age  65. 
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New  faces  will  be  leading  the  nation's  major 
governmental  health  programs  in  President  Nixon's 
second  term  in  office. 

At  the  helm  of  the  Department  of  Health,  Edu- 
cation and  Welfare  will  be  a  new  kind  of  secretary, 
a  man  with  a  reputation  as  a  budget  slasher  with  a 
zeal  for  protecting  the  taxpayers'  dollar. 

Caspar  Weinberger  will  be  the  first  HEW  secre- 
tary schooled  in  the  money  world  of  fiscal  prudence. 
Nicknamed  "Cap  the  Knife,"  the  appointment  of 
Weinberger  to  run  the  government's  social  welfare, 
health,  and  educational  programs  perhaps  marks  the 
President's  most  daring  cabinet  decision. 

Selection  of  the  55-year-old  California  lawyer 
seems  to  be  proof  of  the  President's  intention  to 
reverse  the  tide  of  heavier  federal  welfare  spending, 
to  channel  more  money  and  responsibilities  to  states 
and  localities,  and  to  steer  away  from  the  European 
welfare  state  concept. 

Weinberger  will  be  moving  over  to  HEW  from 
the  post  of  director  of  the  White  House  Office  of 
Budget  and  Management,  a  cabinet  post  but  one 
where  Weinberger  was  able  to  function  in  the  com- 
parative anonymity  he  has  preferred  to  date.  At  HEW 
he  will  be  thrust  into  the  limelight  and  in  short  time 
will  become  one  of  the  best  known  public  figures  in 
the  nation. 

Despite  its  reputation  as  a  wrecker  of  reputations, 
the  HEW  Department  secretaryship  has  served  most 
of  its  occupants  well.  Outgoing  Secretary  Elliot 
Richardson  was  elevated  to  the  more  powerful  and 
prestigious  post  of  defense  secretary.  Abraham  Ribi- 
coff,  who  despaired  of  presiding  over  the  "can  of 
worms"  at  HEW,  found  his  tenure  there  no  handicap 
in  his  race  for  the  Senate. 

Ribicoff  will  be  one  of  the  senators  present  at 
the  Senate  Finance  Committee  confirmation  hearing 
in  January  on  Weinberger's  nomination.  The  con- 
frontation between  Ribicoff  and  Weinberger  prom- 
ises to  be  an  interesting  exchange  as  Weinberger 
outlines  his  views  on  his  new  position  and  Ribicoff 
contributes  his  advice. 

Few  fireworks  are  expected  at  the  confirmation 
hearing.  No  committee  on  Capitol  Hill  is  more 
conscious  of  the  waste  and  duplication  at  HEW 
than  the  Senate  Finance  Committee,  which  has  a 
membership  considerably  more  conservative  than 
the  Senate  as  a  whole. 

Weinberger  undoubtedly  will  give  a  good  picture 
of  his  general  views   and   philosophies   during  his 
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appearance.  If  he  follows  tradition,  a  more  detailed 
explication  will  be  made  at  a  news  conference  after 
he  is  confirmed  and  sworn  in  as  HEW  Secretary. 

Weinberger  is  no  stranger  to  the  operations  of 
HEW.  At  the  Budget  Office  he  became  well  ac- 
quainted with  the  finances  of  HEW  and  indeed  in 
tandem  with  the  White  House  exerted  extraordinary 
fiscal  powers  over  federal  health  programs. 

His  appointment  may  end  a  chafing  dichotomy 
between  the  White  House  staff  and  the  White  House 
OMB  on  the  one  hand  and  HEW  on  the  other.  As  a 
loyal  Administration  servant,  Richardson  was  willing 
to  put  up  with  the  situation  while  it  lasted,  but  it  is 
doubtful  he  would  have  remained  compliant  much 
longer. 

There's  little  question  that  Weinberger  is  going 
to  propose  HEW  cuts  that  will  enrage  some  congress- 
men, but  on  the  whole  the  expectation  here  is  that 
he  won't  be  easily  categorized  except  perhaps  as  a 
pragmatist. 

He  has  noted,  for  example,  that  more  than  71 
per  cent  of  federal  expenditures  are  for  things  over 
which  the  Administration  has  no  control — such 
items  as  interest  on  the  national  debt,  Medicare,  and 
veterans  compensation. 

*  *  * 

John  G.  Veneman,  the  number  two  man  at  HEW, 
has  also  announced  his  resignation,  presumably  with 
an  eye  to  running  for  lieutenant  governor  of  Cali- 
fornia. 

Veneman  was   a  frequent  spokesman  for  HEW 
before  the  Congress  before  he  became  under  secre-  i 
tary  of  Health,  Education  and  Welfare  in  1969  at 
the  request  of  then  HEW  Secretary  Robert  H.  Finch.   , 

Frank  C.   Carlucci,   the   former   director  of  the 
Office  of  Economic  Opportunity  who  now  is  deputy 
budget  director  is  in  line  to  replace  Veneman.  Car-  II 
lucci  was  number  two  man  in  the  Office  of  Manage- 
ment and   Budget  to  Caspar  Weinberger. 

Carlucci's  place  in  the  Office  of  Management  and 
Budget  will  be  taken  by  Fred  Malek,   the  Nixon  , 
Administration  troubleshooter  who  now  heads  re-  | 
cruiting  efforts  in  the  reshuffle  taking  place  before   i 
the  President's  second  term. 

*  *  * 

Also    departing    from    the    command   line-up    at ' ! 
HEW  are  Assistant  Secretary  for  Health  and  Scien- 
tific   Affairs,    Merlin    DuVal,    M.D.,    and    Vernon 
Wilson,  M.D.,  chief  of  Health  Services  and  Mental 
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Health  Administration,  the  largest  operating  branch 
'of  HEW. 

Dr.  DuVal,  whose  resignation  comes  16  months 
iafter  his  appointment,  returns  to  the  University  of 
Arizona  where  he  will  be  vice-president  for  medical 
laffairs.  Dr.  Wilson  returns  to  the  University  of  Mis- 
souri Medical  School  after  guiding  HSMHA  since 
May,   1970. 

Dr.  DuVal  believes  that  the  administration  of 
health  programs  has  been  tightened  and  control 
over  the  various  health  agencies  strengthened  during 
his  tenure.  He  gives  HEW  Secretary  Elliot  Richard- 
rson  credit  for  moving  in  this  direction,  though  he 
helped  institute  much  of  the  change.  DuVal  also 
significantly  broadened  HEW's  health  liaison  with 
other  federal  departments. 

Dr.  Wilson  carried  out  a  sweeping  reorganization 
of  HSMHA,  focusing  management  in  his  office  and 
among  his  deputies.  He  was  given  high  marks  for 
bringing  order  out  of  an  amorphous  spread  of 
agencies. 

In  neither  case  were  the  resignations  of  DuVal 
and  Wilson  the  result  of  any  pressure  from  above. 
The  Administration  wanted  both  physicians  to  stay 
on. 

The  departures  of  DuVal  and  Wilson  will  give  new 
HEW  Secretary  Caspar  Weinberger  two  important 
lealth  slots  to  fill.  These  slots  in  all  likelihood  will 
lot  be  filled  until  after  new  HEW  Secretary  Caspar 


Weinberger  is  confirmed  by  the  Senate  and  sworn 
into  office,  probably  in  January. 

&  *  * 

The  firing  of  Robert  Q.  Marston,  M.D.,  director 
of  the  National  Institutes  of  Health  and  the  only 
top  holdover  from  the  Johnson  Administration, 
prompted  some  angry  reaction  from  Congress  and 
stunned  surprise  from  the  medical  academic  com- 
munity. No  reason  was  given  for  the  President's  ac- 
ceptance of  Dr.  Marston's  pro-forma  resignation. 

Rep.  Paul  Rogers  (D.,  Fla.),  head  of  the  House 
Health  Subcommittee,  commenting  on  the  Marston 
firing,  said  "every  top  health  administrator  now  has 
either  resigned  or  been  relieved.  This  latest  an- 
nouncement precludes  any  hope  of  continuity  in 
the  health  field  on  the  federal  level,  with  more  than 
a  dozen  pieces  of  health  legislation  coming  up." 

Dr.  Marston  had  built  strong  ties  with  Congress 
and  the  academic  research  community  since  he  suc- 
ceeded James  Shannon,  M.D.,  at  NIH  in  1968. 
NIH's  appropriations  rose  to  $2.1  billion  with  broad 
new  programs  on  cancer  and  heart  research  added 
in  the  past  two  years. 

John  Twiname,  Administrator  of  HEW's  Social 
Rehabilitation  Service  (Medicaid),  also  had  his  pro- 
forma  resignation  accepted  by  the  President. 

There  was  no  great  surprise,  however,  when  the 
White  House   announced   the   resignation  of  Jesse 
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WINCHESTER 

"CAROLINAS'  HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  South  Torrence  St.        Charlotte,  N.  C.  28201 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.        Greensboro,  N.  C.  27401 
Phone  No.  919-272-5656 

Serving   the  MEDICAL  PROFESSION   of  NORTH   CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.  C.  State  Medical  Society  Meeting  since  1921,  and 
advertised  CONTINUOUSLY  in  the  N.  C.  Journal  since  January  1940  issue. 
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What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 


Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


Female                              159 

^^^^^^H 

Male  117  KT: 


L_J  Persons  without  solar  keratoses         I  Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 
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!olar,  actinic,  senile  keratoses 

piled  by  many  names,  the  typical  lesion  is  flat 
c  slightly  elevated,  brownish  or  reddish  in 
uilor,  papular,  dry,  adherent,  rough,  sharply 
I  (fined;  usually  multiple  lesions,  chiefly  on 
{posed  portions  of  the  skin. 

fequence/selectivity  of  response 

lythema  in  areas  of  lesions  may  begin  after 
sveral  days  of  therapy;  height  of  reaction 
(nly  in  affected  areas)*  usually  occurs  within 
to  weeks,  declining  after  discontinuation  of 
tsrapy.  Since  this  response  is  so  predictable, 
pons  that  do  not  respond  should  be  biopsied 
t  rule  out  the  presence  of  a  frank  neoplasm. 

Cosmetic  results 

Osmetic  results  are  highly  favorable.  Inci- 
tnce  of  scarring  is  low— important  with  multi- 
p  facial  lesions.  Efudex  should  be  applied 
vth  care  near  the  eyes,  nose  and  mouth. 

9b  cream-a  Roche  exclusive 

Cily  Roche  formulates  the  5%  cream . . . 
bh  in  patient  acceptability . . .  high  in  clinical 
eicacy,  especially  for  lesions  of  hands  and 
f  rearms . . .  economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a  summary  of  which  follows: 
Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 
Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2  to  4  weeks. 
How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or5%fluorouracil  on  a  weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5% fluorouracil  in  a  vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex 


(fluorouracil) 

cream/solution 


DflPUC  \    ^ocne  Laboratories 
HULHt  /  Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N.J.  07110 


Steinfeld,  M.D.,  as  Surgeon  General  of  the  Public 
Health  Service. 

The  45-year-old  Dr.  Steinfeld,  a  career  PHS  officer 
who  has  held  the  Surgeon  General's  post  since 
1969,  may  be  the  last  man  to  fill  the  position.  The 
Administration  has  made  clear  its  intent  to  abolish 
the  PHS's  Commissioned  Corps.  In  the  past  several 
years  the  Surgeon  General  has  been  divested  of  most 
of  his  authority,  and  the  hopes  of  the  PHS  Commis- 
sioned Corps  that  it  might  be  revived  have  faded. 

With  the  massive  resignations  and  firings,  only 
Charles  Edwards,  M.D.,  Food  and  Drug  Administra- 
tion Commissioner,  now  remains  of  the  old  guard. 

&  %  & 

After  16  months  of  deliberation  marred  with  dis- 
sension, a  federal  advisory  commission  has  decided 
not  to  recommend  any  single  solution  to  the  problem 
of  medical  malpractice  insurance.  The  gist  of  the 
divided  commission's  report  to  HEW  is  to  explore 
a  variety  of  ways  to  modify  malpractice  laws  at  the 
state  level. 

Nothing  that  will  be  submitted  in  the  commission's 
final  report  to  the  HEW  secretary  by  the  first  of  the 
year  apparently  would  have  much  effect  on  the  ris- 
ing costs  of  malpractice  insurance,  the  growing 
number  of  claims,  and  the  resulting  impact  on  physi- 
cian's fees. 

Any  hopes  that  some  sort  of  a  consensus  might 


be  attained  in  the  year  and  a  half  since  the  commis- 
sion's formation  were  dashed  at  its  final  meeting 
when  members  aired  their  disagreements  over  vari- 
ous aspects  of  the  report. 

The  clash  for  the  most  part  involved  spokesmen 
for  physicians  and  insurance  companies  on  the  one 
hand,  and  lawyers'  groups  and  consumer  organiza- 
tions on  the  other.  A  strong  minority  report  was  ex- 
pected challenging  the  brunt  of  the  final  findings. 

The  report  by  the  21 -member  committee  is  strictly 
advisory.  The  HEW  secretary  is  not  required  to  make 
any  legislative  proposals  on  the  basis  of  it.  Unless 
HEW  has  some  legislative  recommendations  in  the 
works,  it  appears  doubtful  the  Administration  will 
seek  any  changes  in  malpractice  statutes  as  part  of 
its  legislative  health  package  this  year. 

One  of  the  more  controversial  findings  of  the  com- 
mission was  the  suggestion  that  the  contingent  fee 
system  actually  hinders  litigants  with  small  malprac- 
tice claims  and  a  suggestion  that  there  should  be 
public  legal  assistance  for  those  with  small  claims. 
The  report  did  not  recommend  abolishment  of  the 
contingent  fee  system. 

Carl  A.  Hoffman,  M.D.,  AMA  President  and  a 
member  of  the  commission,  has  submitted  to  the 
commission  some  40  pages  of  comments  that  address 
themselves  to  a  number  of  shortcomings  contained 
in  the  report. 
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Book  Reviews 


Manual  of  Clinical  Laboratory  Procedures  for  Non- 
routine  Problems.  By  S.  Winsten  and  F.  Dalai.  151 
pages.  Price,  $15.30.  Cleveland,  Ohio:  CRC  Press, 
1972. 

Drs.  Winsten  and  Dalai  have  compiled  procedures, 
based  on  published  methods  for  carrying  out  approxi- 
mately 50  chemical  determinations  which  are  infre- 
quently requested  of  routine  clinical  chemistry 
laboratories.  In  some  cases,  the  authors  state  that 
slight  variations  on  the  published  procedures  have 
been  introduced  on  the  basis  of  personal  experience. 
Tests  include  those  for  hemoglobin  and  its  products, 
vitamins,  renal  function  tests,  glycoproteins,  tests  for 
gastrointestinal  disease,  and  others.  In  many  in- 
stances, eponymic  names  have  been  used  to  avoid 
tedious  literature  search  for  the  methods. 

For  each  procedure,  the  principle  is  briefly  dis- 
cussed, preparation  of  the  reagents  is  described, 
and  the  procedure  is  given  step-by-step  fashion  that 
should  make  it  relatwely  easy  to  carry  out  the  tests. 
The  directions  are  clearly  presented  and  of  special 
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usefulness  is  the  section  on  patient  preparation  and 
specimen  handling  in  those  cases  where  this  influ- 
ences the  interpretation  or  validity  of  the  test.  A 
minor  criticism  is  that  there  is  little  mention  of  the 
precision  and  accuracy  of  the  procedures,  but  in 
many  instances,  this  aspect  has  probably  not  been 
established,  owing  to  the  rarity  of  the  disease  states 
being  tested. 

This  volume  represents  a  most  welcome  contribu- 
tion to  the  literature  in  clinical  chemistry  inasmuch 
as  specific  directions  for  most  of  the  procedures 
require  going  to  the  original  literature.  In  my 
opinion,  most  clinical  chemists  and  laboratory  direc- 
tors will  find  this  to  be  a  most  useful  reference. 

Hugh  B.  Lofland,  Jr.,  Ph.D. 

Zinsser  Microbiology.  Edition  15.  Edited  by  Wolf- 
gang K.  Jolik  and  David  T.  Smith.  1120  pages. 
Price,  $23.73.  Philadelphia:  Appleton-Century- 
Crofts,  1972. 

The  new  edition  of  this  familiar  text  is  a  typical 
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jxample  of  our  changing  ideas  towards  medical  edu- 
cation. The  previous  edition  was  written  primarily 
for  the  beginning  student  of  microbiology  with  the 
jibliographies  intended  for  the  graduate  and  medical 
tudent.  In  the  15th  edition  the  authors  have  os- 
ensibly  modified  their  aims  and  have  the  student 
)f  medicine  at  heart. 

The  addition  of  the  new  sections  concerning  molec- 
ilar  genetics,  immunology,  and  basic  virology  pro- 
vide a  solid  foundation  for  the  understanding  of 
nolecular  biology  and  how  it  relates  to  infectious 
lisease  processes.  The  text  has  been  noticeably  short- 
med  by  the  condensation  of  certain  chapters  dealing 
vith  specific  organisms. 

The  new  format  for  the  bibliographies  with  the 
iddition  of  selected  texts  and  review  articles  is  a 
velcome  change  to  the  conventional  documentation 


of  statements.  Subsequently,  it  should  provide  the 
student  with  a  broader  perspective  of  the  material, 
while  also  giving  him  a  consensus  in  a  specific  area 
of  study. 

The  section  dealing  with  medical  mycology  has 
been  revised,  and  the  chapter  on  Actinomycetaceae 
has  been  appropriately  placed  among  those  of  the 
bacteria,  demonstrating  the  accepted  taxonomic 
change  in  this  area. 

No  elaborate  changes  have  been  made  in  the 
medical  parasitology  section  other  than  the  absorp- 
tion of  the  chapter  on  Arthropods  into  chapters 
dealing  with  specific  disease  entities. 

The  text,  as  in  past  editions,  has  been  written 
in  a  concise  and  easy  to  understand  style,  and  should 
provide  a  handy  reference  for  students  of  medicine. 
B.  L.  Wasilauskas,  Ph.D. 


In  Jftemmiam 


Wilburt  Cornell  Davison,  M.D. 


Dr.    Wilburt 
nore  than   any 


Cornell  Davison,  the  man  who 
other  charted  the  course  for  the 
)uke  University  Medical  Center  to  become  the  in- 
titution  of  excellence  it  is  today,  died  June  26,  1972, 
t  the  age  of  80  in  the  hospital  he  helped  build. 

"Though  Dave  is  no  longer  with  us  physically," 
me  of  his  successors,  Duke  Vice  President  for  Health 
Affairs  William  G.  Anlyan,  said  at  a  memorial  ser- 
ice,  "he  has  left  his  indelible  imprint  and  style — 
outhful  faculty  leadership,  flexibility,  informality, 
nvolvement  in  innovation  and  change  .  .  .  and  above 
Jl  the  desire  to  meet  the  needs  of  our  people  with 
ove  and  compassion." 

1  It  was  1926  when  the  34-year-old  pediatrician 
nd  assistant  dean  of  the  Johns  Hopkins  Medical 
School  attracted  the  eye  of  Duke  President  William 
'reston  Few,  who  was  searching  for  a  man  to  de- 
elop  the  Duke  School  of  Medicine.  The  eminent 
Jr.  William  H.  Welch  recommended  that  "Davison 
/ould  be  the  best  man  for  Dr.  Few  to  secure  to 
levelop  the  school." 

In  the  years  that  followed,  no  detail  was  too  small 
or  Dr.  Davison's  concern,  and  he  sometimes  joined 
he  labor  crew  in  overalls  to  help  build  stone  on 
tone.  But  he  built  in  something  else  at  Duke  equally 
s  strong — flexibility. 

It  was  this  demand  for  flexibility  that  pressed  him, 
s  a  Rhodes  Scholar  at  Oxford,  to  request  of  Sir 
Villiam  Osier  permission  to  complete  the  first  two 
ears  of  medical  training  in  one  year.  Years  later  at 


Duke  he  built  into  the  medical  curriculum  flexibility 
for  successive  generations  of  medical  students. 

From  1927-1960,  while  he  was  dean  of  the  School 
of  Medicine.  Duke  was  Davison  and  Davison  was 
Duke.  As  Dr.  Eugene  A.  Stead,  Florence  McAllister 
Professor  of  Medicine,  expressed  it:  "On  all  of  our 
walls,  under  the  paint,  one  finds  inscribed,  'Davison 
was  here'." 

A  native  of  Grand  Rapids,  Michigan,  and  the  son 
of  a  Methodist  minister,  he  earned  his  A.B.  degree 
at  Princeton  in  1913  and  then  went  to  Oxford, 
England,  where  he  earned  B.A.  and  B.Sc.  degrees. 
He  returned  to  Johns  Hopkins  for  his  M.D. 

His  survivors  include  his  wife,  Mrs.  Atala  Davi- 
son, herself  a  pediatrician;  a  daughter,  Dr.  Atala 
(Jane)  Davison  Levinthal,  a  pediatrician  in  Petaluma, 
California;  and  two  sons,  Alexander  (Sandy)  Davi- 
son, a  forester  in  Hillsborough;  and  Dr.  William  T. 
Davison,  an  orthopaedic  surgeon  in  Port  Huron, 
Michigan. 

World  traveler,  tradition  wrecker,  consultant  to 
governments,  detester  of  idleness,  personification  of 
informality,  recipient  of  honors,  author,  moulder  of 
men — Dr.  Davison  was  all  these.  But  above  all  else 
he  was  teacher  and  compassionate  physician. 

During  a  newspaper  interview  in  the  last  years 
of  his  life,  Dr.  Davison  lamented  what  he  felt  was 
a  de-emphasis  on  humanism  in  medicine  as  he  re- 
flected on  his  own  philosophy: 

"Medical  schools  across  the  nation  are  filled  with 
all  kinds  of  scientific  types  who  don't  have  a  lot  of 
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personal   interest   in   students   or   patients   as   indi-  is  particularly  so  in  medicine,"  Dr.  Davison  said. 

viduals,"  he  said.  "It  just  doesn't  take  that  much  more  time  to  be  nice 

"That's  wrong.   You  ought  to  know  both  your  to  people,  to  treat  patients  or  students  with  com- 

students  and  your  patients  by  their  first  names.  passion." 

"All  fields  need  more  humanistic  people,  but  it  Durham-Orange  County  Medical  Society 


At  the  beginning  of  this  disease  (rickets)  the  child's  flesh  grows  soft  and  flabby;  its 
strength  is  diminished;  it  loses  its  wonted  cheerfulness,  looks  more  grave  and  composed 
than  is  natural  for  its  age,  and  does  not  choose  to  be  moved.  The  head  and  belly  become 
too  large  in  proportion  to  the  other  parts;  the  face  appears  full,  and  the  complexion 
florid.  Afterwards  the  bones  begin  to  be  affected,  especially  in  the  more  soft  and  spungy 
parts.  Hence  the  wrists  and  ancles  become  thicker  than  usual;  the  spine  or  back-bone  puts 
on  an  unnatural  shape;  the  breast  is  likewise  often  deformed;  and  the  bones  of  the  arms 
and  legs  grow  crooked.— William  Buclian:  Domestic  Medicine,  or  a  Treatise  on  the  Pre- 
vention and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell, 
1799,  p.  383. 
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Change  the  AMA! 


Maybe  you're  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is:  how  do  you  change  them? 

First,  consider  who  sets  those  policies.  In  a  real  sense,  it  is 
you.  You  elect  the  delegates  to  your  state  association.  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 

As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right-and  responsibility. 

Write  your  delegates,  call  them,  see  them.  If  they  aren't 
responsive,  tell  them  they'll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  the  AMA  House's  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it's  up  to  you.  If  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard. 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more  about  the  AMA.  Send  for  the  pamphlet, 
"The  AMA  and  the  American  Doctor:  Sharing  a  Common 
Goal."  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


T     J     T     A    L       DELIVER 


I     T     H       RATE 


I     E    S 

H    D 
S       P 


,N   u   v   l    m   a   E 


AND       PER 
S    E    L     E     C     T     E 
E     R        I     ,     r.    r     r 
1572       A    N    0 


N    A     T     4    I 

C     1     I     [ 
D    E     L     I     V 


D    E    A     I 

E    S      OF 
I    E 

R    E    C    E    ^ 


h  s     a  ' 

R  E    S    I 

>«  -       N 

t  12- 


c  a 

DEN 

o  R  r 


.  a  r 

.    E    , 

1       CAR 

T    H      r  o 


J    R       COUNTIES 


J    L     1     N    A 


-WHITE NONWHITE  . 


PERINATAL        TOTAL 
DEATHS.  DELVY 


NJV 
1972 


OEC 
1971- 

NjV 
1972 


DEC 
1971- 

NJV 
1972 


PERI- 
NATAL 
RATE 
PER 
W3CC 
JELVY 


PERINATAL 
DEATHS 


NOV 
1972 


DEC 
1971- 

NOV 
1972 


TOTAL 
DELVY 

DEC 
1971- 

NOV 
1972 


PERI- 
NATAL 
RATE 
PER 
lilCD 
Dt  LVY 


PERINATAL 
DEATHS 


TOTAL 
DELVY 


NOV         DEC  DEC 

1972       1971-  1971- 

NOV  NOV 

1972  1972 


PERI- 
NATAL 

RATE 

PER 
1,303     1972 
DELVY 


PERINATAL 
DEATHS 


TOTAL 
DELVY 


NuV 


DEC 
1971- 

NUV 
1972 


PERI- 
NATAL 
RATE 
DEC  PER 

1971-  1 ,300 
NOV  JELVY 
1972 


NORTH     CAROLINA     126        1 7' 5       03C53 


ALAMANCE 

ALEXANDER 

ALLEGHANY 

ANSON 

ASHE 


112d 
34? 

13a 
lai 


30.1 
3a. 2 
30.2 


ll>9       1134      2793o 


15 

1 


399 
35 


1.1.3 
37.6 


JOHNSTON 
JONES 

LEE 
LENOIR 

LINCOLN 


40) 
532 
52* 


25.3 
2o.3 


1  1 
2 


2113 
71 
165 
447 
102 


48.5 
24.6 


AVERY 

BEAUFORT 

BERTIE 

8LA0EN 

BRUNSWICK 

BUNCOMBE 

BURKE 

CABARRUS 

CALDWELL 

CAMDEN 

CARTERET 
CASwELL 

CATAWBA 
CHATHAM 
CHEROKEfc 


211 

3al 

111 

2*6 


iaa"> 

9J5 


4»3 
151 
1451 
233 
2o7 


33.2 

42." 

20.3 

19.2 

36.2 
25.4 
25.3 
36. 


16.2 
46.4 
30.3 
35.3 
22.5 


15  256 

o  247 

17  211 

a  151 

12  249 

3  88 

11  2ot 

2  61 


1  67 
IP       16  5 

7     254 

2  143 

15 


5u.6 
32.4 
or.  6 
53.3 

48.2 

35.7 


MCDOWELL 
MACON 
MADI SON 
MARTIN 
MECKLEN3JR3 

MITCHELL 

MONTGOMERY 

MOORE 

NASH 

NEW  H4N0VER 

NORTHAMPTON 

ONSLOW 

ORANGE 

PAMLICJ 

PASQUOTANK 


1  11 
7     U2 

3 
5 

2  12 

3  15 
2     22 


57 
23 


519 
22J 
222 

196 

3983 

1  I , 
233 
.11 
547 
1143 

97 

213j 

665 


3o.  3 
5o.l 
23.6 


21.5  1 

27.5  1 

27.4  4 

19.2  I 


26.1 

34.6 


19 
67 


30 


269 
2186 


144 
209 
482 
426 

282 
433 
210 
47 
154 


70. 
30. 


55.6 
57.4 
37.3 
26.0 

53.2 
32.3 
57.1 


CHUWAN 

CLAY 

CLEVELAND 

CELOMBUS 

CRAVEN 

CUMBERLAND 

CURRITUCK 

DARE 

DAVIDSON 

DAVIE 

DUPLIN 

DURHAM 

EDGECOMBE 

FORSYTH 

FRANKLIN 

GASTON 

GATES 

GRAHAM 

GRANVILLE 

GREENE 

GUILFORD 
HALI FAX 
HARNETT 
HAYWOOD 
HENDERSON 

HERTFORD 

HOKE 

HYDt 

IREUELL 

JACKSON 


13  4 
939 
514 

1131 

3612 


1333 
254 

362 
12  >a 

374 
2397 

15B 


97 
223 


4a.  1 

31.9 


27.0 
31.5 


29.4 
22.1 


377 

5fi 

4 

64l 

21 

o 

619 

45 

2 

665 

2o 

6 

119 

5.? 

t. 

17 

3a 

Bo7 

23 

t 

273 

4r 

3 

26 
20 
13 


13 

38 


76 


356 
429 


1557 
33 


233 
57 


893 

5C9 

1145 

219 

522 


141 


64.5 

56.2 
3".  3 


43.3 
42.6 


45.7 
49. a 


PENDER 

PERJOIMANS 

PERSON 

PITT 

POLK 

RAN30LPH 
R  1CHMU4D 
K0BES04 
ROCKINGHAM 
ROWAN 

RUTHERF 3RD 

SAMPSOH 

SCOTLAND 

STANLY 

STOKES 

SORRY 
SWAl  N 

TRANSYLVANI  A 
TYRRELL 
UNIJN 


65    1507  43.1  VANCE 

36     63'"  57.1  WAKE 

21     329  63.0  r.ARREN 

0  -  WASHINGTON 

2      34  -  WATAUGA 


263 

30.4 

WAYNE 

251 

27.9 

wILKES 

4a 

- 

WILSON 

341 

46.9 

YADK IN 

61 

- 

YANCEY 

2 

7 

2d7 

24.4 

5 

213 

23.5 

1 

14 

613 

23.0 

3 

36 

630 

63.3 

4 

143 

- 

1 

3  0 

- 

4 

25 

1152 

21.7 

4 

118 

_ 

3 

17 

487 

34.9 

1 

8 

262 

30.5 

2 

13 

ili 

22. o 

11 

54 

1691 

31.9 

2 

^3 

1033 

27.9 

2 

20 

357 

56. n 

3 

24 

nay 

22.3 

3 

14 

30  7 

45.6 

3 

19 

o4t 

29.6 

1 

6 

166 

36.1 

- 

13 

403 

32.3 

1C 

336 

29.8 

1 

15 

291 

51  .5 

1 

13 

33  7 

38  .6 

14 

564 

24.0 

8 

133 

60.2 

13 

391 

33.2 

1 

49 

- 

3 

25 

869 

23.  J 

t 

56 

_ 

) 

92 

— 

66 

— 

2 

a 

271 

29.3 

1 

12 

- 

16 

— 

1 

28 

— 

1 

21 

754 

27.9 

2 

19 

319 

59.6 

1 

13 

313 

32.3 

20 

346 

57.8 

3 

67 

2617 

25.6 

4 

41 

1046 

39.2 

J6 

— 

2 

11 

17d 

61.8 

1 

2 

103 

— 

i 

8 

114 

70.2 

1 

9 

35d 

23.1 

3 

- 

33 

1133 

29.1 

2 

27 

620 

43.5 

17 

845 

23.1 

1 

53 

- 

10 

50  9 

19.6 

2 

21 

544 

38.6 

b 

359 

22.3 

2 

22 

- 

1 

7 

20  3 

33.  7 

3 

— 

CITY  TuTALS  AkE  ALS3  INCLJDEO  14  COUNTY  TOTALS 


ALBEMARLE 
ASHEBORO 
ASHEVILLE 
BURLINGTON 
CHAPEL  HILL 

CHARLOTTE 

CONCORD 

DURHAM 

EDEN 

ELIZABETH  CITY 

FAYETTEVILLE 

GASTONIA 

GOLOSBORO 

GREENSBORO 

GREENVILLE 

HENDERSON 
HICKORY 
HIGH  POINT 
JACKSONVILLE 
KINSTON 


136 

- 

199 

- 

579 

M.  j 

416 

36.1 

22: 

22.7 

23d6 

21.4 

17~ 

4/.1 

72  9 

17. a 

2~'3 

- 

129 

- 

377 

27.4 

682 

24.9 

2aa  - 

133  52.0 

2yi  37.3 

637  3-... 

3)9  37. o 

231  54.  o 


3 

51 

26 

12 

2C9 

2 

147 

2 

64 

62 

19C7 

5 

16 

32 

793 

7 

46 

3 

81 

27 

572 

13 

255 

12 

252 

43 

938 

47.2 

51.: 

47.0 
45. t 
47.4    SHEL 


129  36. a  STATESVILLE 

122  -  THOMASVILLE 

420  35.2  WILMINGTON 

91  -  WILSON 

233  25. S  wINSTON  SALEM 


LENOIR 

1 

11 

199 

55.3 

LEX1  NGTO'4 

6 

231 

2o.J 

L0MBERTG4 

1 

4 

173 

- 

MONROE 

4 

123 

— 

MORjANTON 

1 

5 

119 

42.3 

NEW    BERN 

2 

147 

— 

RALEIGH 

1 

26 

1187 

21.9 

REIDSVILLE 

5 

133 

3  7.0 

ROANOKE     RAPIDS 

1 

12 

17* 

o<.  1 

kOCKY   MOUNT 

E. 

1 

68 

- 

ROCKY    MOUNT 

N. 

3 

202 

_ 

ROCKY    MJJNT 

C. 

4 

293 

- 

SALI SBURY 

5 

153 

32.1 

SANFGRJ 

3 

142 

- 

5 

199 

25.1 

o 

94 

— 

1 

24 

- 

5 

168 

29.8 

28 

560 

50. 0 

1 

76 

- 

26 


489 
26a 
1375 


246 

40.7 

136 

58.8 

71 

- 

105 

47.6 

157 

31.6 

90 

— 

365 

24.7 

24o 

32.5 

1089 

42.2 

PERINATAL     UE4TH3     =     3TILL&IKTH3     JF     2-     WEEKS    GESTATION    OR    MORE     +     NEONATAL    JEATHS    J.NOER    26    DAYS     OF     A„E 
TOTAL    DELIVERIES     =     STILLBIRTH:.     UF     2n     WEEKS     GESTATION    OK    MOKE     +    T0T4L    LIVE     BIRTHS 
•PERINATAL     DEATH    RATE    =    PERINATAL     JEATHS    DIVIDED    BY    TOTAL    DELIVERIES     TIMES     1300 
RATES     ARE    NJT     C4LC0L4TEJ    F'Jk    LESS     THAN     ICC     DELIVERIES    OR     LESS    THAN    5    PERINAI4L    DEATHS 


146 


Vol.  34,  No.  2 


MORTH  CAROLINA 


. 


Medical  Journal 


IN  THIS  ISSUE:  High  Risk  Indicators  of  Fetal,  Neonatal,  and  Postneonatal  Mortality,  Theodore  D.  Scurletis,  M.D.,  M.P.H., 
Craig  D.  Turnbull,  Ph.D.,  M.P.H.,  and  David  C.  Corkey,  M.S.P.H.;  Specific  Therapy  in  Hemophilia,  Lucile  W.  Hutaff,  M.D.; 
The  Assessment  of  Patients  with  Injuries  and  Surgical  Procedures  of  the  Hand,  A.  Griswold  Bevin,  M.D.;  Dr.  Jerome  L. 
Reeves  on  Pellagra  in  North  Carolina  Appalachia:  An  Interview,  Hugh  A.  Matthews,  M.D. 
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Announcing . .  .^^^  *?     - 


U-100  Iletin®  (in,u\ 

(100  units  of  Insulin  per  cc.) 

This  is  a  concentration  suitable  for  most 
Insulin-dependent  diabetics. 

U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 


Note:  A  U-100  syringe  must  be 
used  with  U-100  Iletin. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Leadership  in  Diabetes  Research 
for  Half  a  Century 


Additional  information 
available  to  the  profession  on  request. 


1974  LEADERSHIP  CONFERENCE 
January  25-26— Pinehurst 


1973  ANNUAL  SESSIONS 
May  19-23— Pinehurst 


1973  COMMITTEE  CONCLAVE 
September  26-29— Southern  Pines 


Everybody  experiences  psychic  tension 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


f 


and  a  few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


The  Rx  that  says 

"Relax" 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 
BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes... yet. 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a  "roller-coaster"  nor  a  'hangover''  effect. 
BUTISOL  Sodium  is  remarkably  well  tolerated: 
a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 
BUTISOL  Sodium  saves  your  patients  money: 
costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

•Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM" 


!> 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a  long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover'  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation. 
15  mg  to  30  mg  t  i.d.  or  q.i.d.  For  hypnosis.  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg  per  5  cc.  (alcohol  7%). 
BUTICAPS^  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg. 
50  mg.,  100  mg. 


(McNEIL) 


McNeil  Laboratories,  Inc.,  Fort  Washington.  Pa.  19034 
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AN  OHIO  CONGRESSMAN  WHO  IS  SPONSORING  a  bill  to  license  TV  networks  has  also 
ritten  letters  to  the  Federal  Communications  Commission  and  to  NBC  President 
>ulian  Goodman  regarding  the  NBC-TV  show  What  Price  Health?  Rep.  Samuel  L.  Devine, 
op-ranking  Republican  member  of  the  House  Interstate  and  Foreign  Commerce  Committee, 
rrote  Goodman  that  the  program  "must  have  contained  some  controversial  material  in 
lew  of  the  comments  I  have  received.   The  remarks  that  cause  me  the  most  concern, 
owever,  are  the  ones  about  'misrepresentation'  and  'distortion.'   Devine  said, 


ow 

■My 


interest,  as  a  member  of  the  Interstate  and  Foreign  Commerce  Committee,  is  to 
lee  if  such  cases  justify  the  enactment  of  my  proposal  to  license  networks."  In 
is  letter  to  the  FCC  he  asked  for  "a  short  investigation  aimed  at  only  one  finding, 
•id  this  program  contain  'facts'  which  were  misrepresented  or  untrue?...  I  am 
nterested  in  the  truth,  not  differences  of  opinions.   If  a  program  has  been  tele- 
ast  which  misrepresents  and  distorts  the  true  facts,  then  we  shall  take  the 
ecessary  next  step."  Devine  said  the  Ohio  State  Med.  Assn.  had  brought  the  program 
o  his  attention  and  that  he  had  received  a  number  of  letters  from  physicians. 

The  AMA  has  not  received  a  response  to  its  Jan.  10  letter  to  NBC  documenting 
umerous  errors  of  fact  and  misrepresentations  on  What  Price  Health?  and  requesting 
qual  time  from  the  network  (See  AMA  Newsletter,  1-15).   AMA  Update,  a  publication 
ent  to  opinion  leaders  throughout  the  country,  this  month  devoted  eight  pages  to 
omments  on  and  corrections  of  the  inaccuracies  of  the  show.   Noting  that  the  AMA 
as  received  no  reply  to  its  request  for  equal  time  on  NBC,  AMA  Update  offered  NBC 
qual  space  to  refute  any  of  the  information  appearing  in  the  AMA  publication. 


CONGRATULATIONS  ARE  IN  ORDER  FOR  KENNETH  M.  BRINKHOUS,  M.  P.,  alumni  distin- 
uished  professor  of  pathology  at  the  University  of  North  Carolina  School  of 
Medicine,  Chapel  Hill,  who  has  been  awarded  the  1973  Distinguished  Achievement 
ward  by  Modern  Medicine  Magazine  for  his  basic  discoveries  and  clinical  applica- 
ions  in  problems  of  blood  coagulation. 

NORTH  CAROLINA  HAS  BEEN  FURTHER  HONORED  BY  THE  APPOINTMENT  OF  JAY  ARENA,  M.D. , 
ediatrician  from  Durham,  representative  of  the  American  Academy  of  Pediatrics,  who 
as  been  named  chairman  of  the  AMA's  Inter specialty  Council. 

WILLIAM  G.  ANLYAN,  M.D. ,  VICE-PRESIDENT  FOR  HEALTH  AFFAIRS  at  Duke  University 
as  been  appointed  as  chairman  for  the  Coordinating  Council  on  Medical  Education. 

NORTH  CAROLINA  AND  SOUTH  CAROLINA  HOSPITAL  ASSOCIATIONS  in  conjunction  with 
|he  North  and  South  Carolina  Medical  Societies  is  sponsoring  a  program  developed 
y  the  Joint  Commission  on  Accreditation  of  Hospitals  for  hospital  trustees,  admin- 
istrators, and  physicians  to  be  held  at  Myrtle  Beach,  S.C.  April  27-29,  1973  at 
he  Convention  Center.  The  program  is  designed  to  remedy  what  the  JCAH  terms  a 
'ritical  deficiency  in  hospital  operations  -  the  dearth  of  acceptable  internal 
uality  assurance  programs.  Registration  is  limited  to  300.  Registration  fee  is 
60.  For  further  information  contact: 

Ms .  Diane  Turner 

N.  C.  Hospital  Association 

P.  0.  Box  10931 

Raleigh,  N.  C.  27605,  Phone:834-8484 


PHYSICIANS  OWNING  AND  OPERATING  DIAGNOSTIC  X-RAY  EQUIPMENT  should  note  that 
Public  Law  90-602,  defining  radiation  safety  performance  standards  for  diagnostic 
x-ray  equipment,  becomes  effective  Aug.  15,  1973.   The  Bureau  of  Radiological  Health 
and  HEW  call  attention  to  the  fact  that  upgrading  of  x-ray  equipment  now  being 
used  is  not  now  required  by  the  standard.   Owners  installing  manufacturer-certified 
components  in  such  x-ray  systems  after  next  Aug.  15  must  install  components  of  the 
type  called  for  by  the  Federal  standard. 

The  Bureau  recently  learned  that  some  dealers  have  been  advising  physicians  and 
other  users  that  all  existing  x-ray  equipment  will  have  to  be  upgraded  to  meet 
requirements.   The  Bureau  of  Radiological  Health  makes  note  of  the  fact  that  such 
advice  is  contrary  to  the  facts. 

SOME  CONFUSION  HAS  EXISTED  REGARDING  CO-PAYMENT  FOR  PATIENT  CARE  UNDER  THE 
MEDICAID  PROGRAM.   It  had  been  anticipated  that  recipient  co-payments  would  not 
be  implemented  prior  to  March  1,  1973,  and  current  legislation  before  the  General 
Assembly  proposes  that  no  co-payments  be  made.  We  are  advised  by  the  N.  C.  State 
Dept.  of  Soc.  Svcs.  not  to  collect  co-payments  from  recipients  until  official 
instructions  are  received  from  the  Dept.  of  Soc.  Svcs. 

CHAIRMAN  CHARLES  NICHOLSON  OF  THE  SURGICAL  SECTION  OF  THE  N.  C.  MEDICAL  SOCIETY 
announces  that  the  surgical  section  will  meet  on  Mon. ,  May  21  at  7  a.m.  for  breakfast 
in  the  London  Grill  at  the  Carolina  Hotel.  An  effort  is  being  made  to  stimulate 
increased  attendance  at  this  meeting  by  having  representatives  of  the  surgical  depts. 
of  the  various  medical  schools  present  and  by  presenting  at  the  meeting  short  sub- 
jects in  improved  surgical  technique. 

THE  AMERICAN  MEDICAL  ASSN.  AND  THE  AMERICAN  BAR  ASSN.  are  addressing  them- 
selves to  the  many  problems  of  adequate  medical  care  in  the  jails  and  prisons  of 
our  country.   It  is  of  interest  that  the  N.  C.  Medical  Society  and  the  N.  C.  Bar 
Assn.  are  sponsoring  a  joint  meeting  to  be  held  Sunday,  April  29,  1973  at  9:30  a.m. 
at  the  Carolina,  Pinehurst.   They  will  be  exploring  this  among  many  other  problems 
of  interest  concerning  the  medical  and  legal  professions. 

THE  N.  C.  DEPT.  OF  SOCIAL  SERVICES  IS  PROPOSING  TO  UPGRADE  PHYSICIAN  PAYMENT 
on  the  several  health  care  programs  for  the  people  of  N.  C.  for  which  it  has  admin- 
istrative responsibility.   They  will  request,  if  approved  by  the  N.  C.  Medical 
Society,  what  is  estimated  to  be  in  the  neighborhood  of  five  million  dollars  from 
the  General  Assembly  for  increased  support  of  the  programs  for  crippled  children, 
mentally  retarded,  premature,  maternal  and  child  health,  blind,  and  vocational 
rehabilitation  programs.   The  level  of  payments  would  be  the  same  as  those  now 
current  under  the  Medicare  program,  and  a  comparison  of  the  present  payments  under 
the  categorical  program  indicate  this  would  result  in  considerable  increase  of 
payments  under  all  these  programs.   Committee  chairmen  and  the  Executive  Committee 
of  the  state  Medical  Society  are  currently  reviewing  these  proposals. 

PLEASE  NOTE  THE  ENCLOSURE  WITH  THE  APRIL  PUBLIC  RELATIONS  BULLETIN  of  the 
booklet  addressing  itself  to  the  access  to  medical  care  prepared  by  the  Public 
Relations  Committee  of  the  North  Carolina  Medical  Society. 

PHYSICIANS  INTERESTED  IN  THE  PROBLEM- ORIENTED  RECORD  are  encouraged  to  attend 
a  workshop  on  this  to  be  held  at  the  Velvet  Cloak,  Raleigh,  March  23  and  24.   Those 
interested  please  send  check  for  $20.00  to  Mrs.  Ruth  Harris,  Room  413,  Carrington 
Hall,  UNC  School  of  Nursing,  Chapel  Hill,  N.  C.  27514.   This  conference  is  being 
jointly  sponsored  by  the  N.  C.  Regional  Medical  Program  and  the  other  principal 
organizations  representing  medical  care  in  our  state. 


Sincerely, 


Jsttn  Glasson,  M.  D. 


■ 
■ 
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High  Risk  Indicators  of  Fetal,  Neonatal,  and 
Postneonatal  Mortality 


Theodore  D.  Scurletis,  M.D.,  M.P.H., 

Craig  D.  Turnbull,  Ph.D.,  M.P.H.,  and 

David  C.  Corkey,  M.S.P.H. 


Because  of  the  lack  of  improvement  in  perinatal 
and  infant  mortality,  many  have  sought  to  identify 
their  causes  and  to  suggest  corrective  measures.  To 
date,  however,  little  has  been  accomplished  in  terms 
of  practical  utilization  of  the  information  gathered. 
The  present  efforts  speak  to  this  end. 

Efforts  in  the  past  have  been  directed  at  the  total 
population  and  have  not  concentrated  on  those  popu- 
lation areas  at  greatest  risk.  As  a  result  those  who 
are  at  greatest  risk  have  not  been  effectively  served. 

In  identifying  the  population  at  risk,  a  mechanism 
must  be  developed  which  can  be  applied  simply, 
which  utilizes  readily  available  information,  and 
which  is  easily  interpreted.  This  could  be  accom- 
plished by  identifying  each  of  the  several  major  com- 
ponents which  contribute  to  mortality  in  such  a  man- 
ner that  one  can  easily  evaluate  the  relative  inherent 
risk  of  pregnancy.  This  mechanism  could  develop 
broad  categories  of  very  high,  high,  moderate,  aver- 
age, and  below  average  mortality  risks. 

REVIEW  OF  THE  LITERATURE 

I  Data  collected  in  North  Carolina  by  Donnelly  and 
others1  demonstrated  a  high  correlation  between  cer- 
tain maternal  and  environmental  factors  with  the  out- 
come of  pregancy.  Shapiro  and  Abramowicz2  more 
recently  identified  certain  correlates  of  pregnancy 
outcome,  reporting  on  a  study  designed  to  investigate 
the  relationship  between  a  broad  variety  of  maternal 


Read  before  the  Section  on  Obstetrics  and  Gynecology,  North 
Carolina  Medical  Society,  Pinehurst,  May  23,   1972. 

From  the  North  Carolina  State  Board  of  Health,  Personal  Health 
Division  (Dr.  Scurletis),  and  the  Public  Health  Statistics  Section  (Mr. 
Corkey);  and  the  Department  of  Biostatistics,  University  of  North 
Carolina,  Chapel  Hill   (Dr.  Turnbull). 

Reprint  requests  to  the  North  Carolina  State  Board  of  Health,  P.  O. 
Box  2091,  Raleigh,  N,  C  27602   (Dr.  Scurletis). 


conditions  and  pregnancy  wastage  and  damage.  Their 
conclusions  have  been  supported  by  others. 

Donnelly  and  others3  and  Shapiro  and  Abramo- 
wicz2 demonstrated  the  elevated  risk  of  perinatal 
mortality  among  infants  of  very  young  and  very  old 
mothers  as  compared  with  those  of  mothers  between 
the  ages  of  20  and  29  years.  Their  conclusions  indi- 
cate that  maternal  age  is  a  highly  significant  factor 
when  adjusted  for  socioeconomical  status. 

The  perinatal  mortality  differential  between  the 
legitimate  and  illegitimate  pregnancy  has  narrowed 
during  the  past  decade4;  however,  the  difference  re- 
mains large,  and  out-of-wedlock  pregnancy  continues 
to  be  an  indicator  for  the  definition  of  risk  of  such 
mortality. 

Both  Donnelly"'  and  Shapiro0  have  noted  that 
parity,  especially  as  related  to  multiparity,  produces  a 
definitive  increase  in  perinatal  risk  even  when  ad- 
justed for  race,  age,  and  other  factors. 

The  high  correlation  between  prior  pregnancy  his- 
tory and  the  outcome  of  current  pregnancy  has  been 
demonstrated  by  Shapiro,0  Donnelly,3  and  others. 
Shapiro  concluded  that  the  risk  of  fetal  death  among 
pregnancies  preceded  by  a  fetal  death  is  two  to  three 
times  the  rate  among  pregnancies  preceded  only  by 
full-term  live  births. 

By  relating  selective  obstetric  and  nonobstetric 
complications  of  pregnancy  to  prematurity,  Don- 
nelly7 demonstrated  the  high  proportion  of  compli- 
cations among  mothers  of  premature  infants,  with 
the  incidence  progressively  rising  in  magnitude  from 
the  most  favored  to  least  favored  economic  classes. 
These  data  indicated  that  the  mortality  of  premature 
infants  was  two  to  three  times  higher  in  the  presence 
of  one  or  more  complications  than  in  the  absence  of 
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complications,  and  that  these  complications  were  re- 
lated to  the  socioeconomic  status  of  the  mother. 

Data  collected  in  North  Carolina  regarding  ma- 
ternal and  family  characteristics  associated  with 
postneonatal  mortality8  revealed  that  mothers  of 
families  who  experienced  a  postneonatal  death  were 
resistant  to  preventive  health  services.  In  addition,  by 
the  use  of  matched  pairs  it  was  found  that  these  moth- 
ers were  (a)  less  likely  to  take  their  child  for  a  health 
checkup,  and  (b)  less  likely  to  receive  a  postpartum 
checkup  despite  regarding  their  own  health  as  poorer 
than  usual;  that  they  were  less  likely  ever  to  receive 
oral  polio  vaccine,  that  they  were  more  accident 
prone,  and  that  both  they  and  their  male  heads  of 
household  had  completed  fewer  years  of  education 
than  parents  who  did  not  experience  postneonatal 
loss. 

In  summary,  the  literature  reveals  that  similar 
characteristics  are  found  among  mothers  of  offspring 
who  die  during  the  perinatal  or  postneonatal  period. 
In  addition,  a  follow-up  of  the  infants  of  mothers 
studied  in  "A  Review  of  Methodology  in  the  North 
Carolina  Study  of  Fetal  and  Neonatal  Deaths"0  who 
died  in  the  postneonatal  period  revealed  a  strong 
correlation  between  the  determinants  of  perinatal 
and  postneonatal  mortality. 

This  brief  review  of  the  literature  demonstrates 


that  a  number  of  characteristics  are  related  to  peri- 
natal and  postneonatal  mortality.  The  most  promi- 
nent are  (a)  age  of  parturient,  (b)  birth  order,  (c) 
educational  attainment  of  the  parturient,  (d)  history 
of  a  previous  fetal  death,  (e)  history  of  a  previous 
live  birth  now  dead,  and  (f)  marital  status. 

METHODOLOGY 

Vital  records  for  North  Carolina,  1970,  were  em- 
ployed to  study  selected  characteristics  of  parturients 
whose  pregnancies  resulted  in  either  a  live  birth, 
fetal  death,  neonatal  death,  or  postneonatal  death. 
The  characteristics  mentioned  in  the  previous  para- 
graph were  chosen,  since  they  have  been  shown  to 
be  important  indices  of  fetal  and  infant  mortality 
and  since  the  information  is  available  on  birth  and 
death  certificates. 

Table  1  presents  the  total  number  of  live  births, 
fetal  deaths,  neonatal  deaths,  and  postneonatal 
deaths  as  well  as  the  percentage  of  each  of  these  out- 
comes of  pregnancy  which  involved  the  selected  char- 
acteristics for  North  Carolinians  in  1970.  Tables  2 
through  7  show  the  death  rates  in  relation  to  the  in- 
dividual characteristics  as  well  as  for  combinations 
of  these  factors.  The  rates  listed  in  Tables  2  through 
7  should  be  viewed  with  caution  because  of  the  small 
numbers  involved;  those  rates  which  had  denomina- 
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tors  of  less  than  100  are  footnoted.  Table  8  gives  the 
four  highest  death  rates  for  the  paired  combinations 
of  characteristics  by  race  and  the  time  of  death;  it 
should  be  noted  that  rates  which  had  denominators 
of  less  than  100  were  excluded  from  consideration 
for  Table  8. 

OBSERVATIONS 
The  percentage  of  live  births,  fetal  deaths,  neonatal 
deaths,  and  postneonatal  deaths  associated  with  the 
selected  characteristics  of  North  Carolina  parturients 
for  both  whites  and  nonwhites  is  shown  in  Table  1. 
These  data  reveal,  with  only  three  exceptions,  higher 
percentages  for  nonwhites  as  compared  to  whites 
when  each  of  the  selected  characteristics  is  con- 
sidered. When  a  racial  comparison  is  made  for  any 
combination  of  the  characteristics,  then  the  percent- 
ages for  nonwhites  are  substantially  larger  than  those 
for  whites.  These  data  are  depicted  graphically  in 
Figure  1  (for  fetal  deaths),  Figure  2  (for  neonatal 
deaths),  Figure  3  (for  postneonatal  deaths),  and  Fig- 
ure 4  (for  live  births).  The  data  were  ordered  in 
such  a  way  that  the  characteristic  associated  with  the 
largest  percentage  was  presented  first  (the  set  of  three 
bars  at  the  extreme  left-hand  side  of  each  graph). 
It  is  interesting  that  the  educational  factor  was  linked 
with  the  largest  percentage  for  each  of  the  four  out- 
comes  of   pregnancy,    and   a   previous   fetal   death 


(PFD)  with  the  second  largest  percentage  for  all  but 
postneonatal  deaths.  Also  of  interest  is  that  parturi- 
ents more  than  34  years  of  age  had  the  smallest  per- 
centage of  both  neonatal  and  postneonatal  deaths, 
whereas  this  position  was  occupied  by  the  previous 
live  birth  now  dead  (PLBND)  characteristic  relative 
to  fetal  deaths  and  live  births. 

The  overall  white  fetal  mortality  rate  per  1,000 
events  for  North  Carolina  in  1970  was  13.5.  Table  2 
shows  that  when  white  fetal  mortality  is  considered  in 
relation  to  each  of  the  eight  selected  characteristics, 
it  is  observed  that  seven  of  the  eight  rates  were  higher 
than  the  overall  rate,  the  exception  being  the  under 
18  years  of  age  category.  The  four  highest  white 
fetal  death  rates  by  single  characteristics  were: 


•)ti( 


Selected  Characteristics 

Age  >34  years 
Birth  order  >4 
Illegitimacy 
PLBND 


Rate  Per  1,000  Events 

27.5 
23.5 
22.1 
21.2 


However,  the  overall  nonwhite  fetal  death  rate  per 
1,000  events  for  North  Carolina  in  1970  was  22.9.  Asi 
noted  in  Table  3,  when  nonwhite  fetal  mortality  is 
considered  in  relation  to  each  of  the  eight  selected 
characteristics,  then  six  of  the  eight  rates  are  found 
to  be  higher  than  the  overall  rate;  the  exceptions  were* 
those  for  9  through  1 1  years  of  education  and  'under 
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Table  1:  Percentage  of  Live  Births,  Fetal,  Neonatal,  and  Postneonatal  Deaths  Which  Involved  Selected  Characteristics  by 

Race,  North  Carolina,  1970 


L' 

OUTCOME  OF 

PREGNANCY 

Live  births 

Fetal   deaths 

Neonatal 

deaths 

Postneonatal   deaths 

- 

White 

Nonwhite 

White 

Nonwhite 

White 

Nonwhite 

White 

Nonwhite 

TOTAL  EVENTS 

69,664 

28,791 

950 

675 

1,054 

691 

253 

298 

Age   <    18 

.06 

.16 

.06 

.14 

.11 

.20' 

.08 

.20 

Age  >     34 

.05 

.06 

.10 

.14 

.05 

.07 

.05 

.05 

BO     >     4 

.08 

.18 

.14 

.30 

.10 

.21 

.13 

.22 

.; 

Educ     <    8 

.07 

.12 

.11 

.16 

.09 

.15 

.16 

.21 

t. 

Educ     9-11 

.27 

.42 

.28 

.41 

.30 

.40 

.41 

.52 

I 

.04 

.34 

.06 

.39 

.06 

.38 

.05 

.40 

PFD 

.14 

.13 

.21 

.22 

.20 

.19 

.20 

.09 

PLBND 

.03 

.07 

.05 

.09 

.08 

.14 

.07 

.13 

Any  combi - 
nation  of 

.49 

.75 

.84 

.94 

.87 

.95 

.75 

1         90 

.. 

charac- 

I 

3: 

teristics 

1                      1 

Table  2 

.  Fetal  Morta 

ity  Rates  Per 

1,000  Events, 

White  Only,  North  Carolina,' 

1970 

Rates   for 
single 
charac- 
teristics 

RATES   FOR  PAIRS  OF  SELECTED  CHARACTERISTICS 

BO    >  4 

I 

PLBND 

PFD 

Educ  <  8 

Educ  9-11 

Aqe   <18 

Age  <  34 

27.5 

31.4 

66. 7b 

34.1 

28.4 

43.0 

24.7 

NA* 

B0  >  4 

23.5 

34. lc 

25.5 

25.9 

39.5 

19.2 

o.od 

I 

22.1 

57. le 

44.6 

36.1 

15.4 

13.1 

PLBND 

21.2 

28.0 

31.6 

21.1 

0.0f 

PFD 

20.3 

33.1 

21.0 

11. 49 

Educ   *  8 

19.5 

NA 

14.1 

Educ     9-11 

j      13.9 

11.9 

Age   *  18 

.       12.4 

NA  denotes   "Not  Applicable"  since  characteristics  are  mutually  exclusive. 

3  White  fetal  mortality  rate  for  North  Carolina,   1970,  was   13.5  per  1,000  events. 

"  Denotes  the  denominator  for  the  rate  was   less  than  100  (75). 

c  Denotes  the  denominator  for  the  rate  was  less  than  100  (88). 

d  Denotes  the  denominator  for  the  rate  was   less  than  100  (1). 

e  Denotes  the  denominator  for  the  rate  was   less   than  100  (35). 

'   Denotes  the  denominator  for  the  rate  was  less  than  100  (20). 

9  Denotes  the  denominator  for  the  rate  was   less  than  100   (88). 
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Table  3:  Fetal  Mortality  Rates  Per  1,000  Events,  Nonwhite  Only,  North  Carolina/'  1970 


Rates  for 
single 
charac- 
teristics 

RATES   FOR  PAIRS  OF  SELECTED  CHARACTERISTICS 

PFD 

BO  >  4 

PLBND 

Educ  <8 

I 

Educ  9-11 

Age<18 

Age  >  34 

53.3 

65.9 

51.4 

40.2 

60.0 

82.0 

42.5 

NA  * 

PFD 

40.8 

47.7 

41.2 

41.5 

60.1 

48.6 

38.8 

BO  >  4 

38.3 

37.2 

46.3 

53.9 

36.1 

o.ob 

PLBND 

30.4 

41.3 

45.2 

29.0 

23.  3C 

Educ   <8 

28.4 

29.9 

NA 

17.7 

I 

26.5 

21.3 

22.7 

Educ  9-11 

22.6 

21.4 

Age    <18 

21.4 

NA  denotes  "Not  Applicable"  since  characteristics  are  mutually  exclusive. 
a  Nonwhite  Fetal  Mortality  for  North  Carolina,  1970,  was  22.9  per  1,000  events. 

Denotes  the  denominator  for  the  rate  was  less  than  100  (4). 
c  Denotes  the  denominator  for  the  rate  was  less  than  100  (43). 


Table  4:  Neo 

natal  Mortality  Rates  Per  1,000  Events,  White  Only, 

North  Carolina,'1 

1970 

Rates  for 
single 
charac- 
teri  st  i  r<; 

RATES  FOR  PAIRS  OF  SELECTED 

CHARACTERISTICS 

Age   < 1 8 

I 

PFD 

Educ  <( 

1 

B0  >  4 

Educ  9-11 

Age  >  34 

PLBND 

34.1 

50. 0b 

30. 3C 

34.8 

27.6 

27.2 

52.1 

28.8      ! 

Age  <  18 

28.0 

23.5 

92. 0d 

33.4 

1000.0e 

24.7 

NA* 

I 

22.6 

28.0 

25.0 

35. 3f 

14.7 

28.69 

PFD 

21.0 

17.6 

19.8 

23.5 

20.4 

Educ  <  8 

19.3 

17.0 

NA 

10.8 

B0  >  4 

18.1 

21.0 

16.6 

Educ     9-11 

16.8 

16.1 

Age  >  34 

15.3 

NA  denotes  "Not  Applicable"  since  characteristics  are  mutually  exclusive. 

aWhite  neonatal  mortality  for  North  Carolina,  1970,  was  15.1  per  1,000  events. 

^Denotes  the  denominator  for  the  rate  was  less  than  100  (20). 

cDenotes  the  denominator  for  the  rate  was  less  than  100  (33). 

Denotes  the  denominator  for  the  rate  was  less  than  100  (87). 

eDenotes  the  denominator  for  the  rate  was  less  than  100  (1). 

f Denotes  the  denominator  for  the  rate  was  less  than  100  (85). 

9Denotes  the  denominator  for  the  rate  was  less  than  100  (70). 
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18  years  of  age.'  The  four  largest  nonwhite  fetal 
death  rates  by  single  characteristics  were: 


of  education.  The  four  largest  nonwhite  neonatal 
mortality  rates  by  single  characteristics  were: 


Selected  Characteristics 

Age  >34  years 

PFD 

Birth  order  >4 

PLBND 


Rate  Per  1,000  Events 

53.3 
40.8 
38.3 
30.4 


Selected  Characteristics 

Rate  Per  1,000  Events 

PLBND 
PFD 

Age  <18  years 
Education  <8  years 

48.5 
36.2 
30.6 
29.7 

It  is  interesting  to  note  three  characteristics  common 
to  the  four  largest  white  and  nonwhite  fetal  death 
rates:  age  >34,  birth  order  >4,  and  PLBND. 

The  overall  white  neonatal  mortality  rate  per  1,000 
events  for  North  Carolina  in  1970  was  15.1.  Table  4 
shows  that  when  white  neonatal  mortality  is  con- 
sidered in  relation  to  each  of  the  eight  selected 
characteristics,  then  each  of  the  eight  rates  were 
higher  than  the  overall  rate.  The  four  largest  white 
neonatal  mortality  rates  by  single  characteristics 
were: 


There  were  three  characteristics  common  to  the 
four  largest  white  and  nonwhite  neonatal  mortality 
rates:  PLBND,  PFD,  and  age  <  18. 

The  overall  white  postneonatal  mortality  rate  per 
1,000  events  for  North  Carolina  in  1970  was  3.5. 
As  noted  in  Table  6,  when  white  postneonatal  mor- 
tality is  considered  in  relation  to  each  of  the  eight 
selected  characteristics,  then  seven  of  the  eight  rates 
are  found  to  be  larger  than  the  overall  rate;  the  ex- 
ception is  that  for  the  over  34  years  of  age  category. 
The  four  largest  white  postneonatal  mortality  rates  by 
single  characteristics  were: 


Selected  Characteristics 

Rate  Per  1,000  Events 

Selected  Characteristics 

Rate  Per  1,000  Events 

PLBND 

34.1 

PLBND 

8.1 

Age  <18  years 

28.0 

Education  <8  years 

7.9 

Illegitimacy 

22.6 

Birth  order  >4 

5.9 

PFD 

21.0 

Education  9-11  years 

5.5 

The  overall  nonwhite  neonatal  mortality  rate  per 
1,000  events  for  North  Carolina  in  1970  was  24.0.  As 
noted  in  Table  5.  When  nonwhite  neonatal  mortality 
is  considered  in  relation  to  each  of  the  eight  selected 
characteristics,  then  seven  of  the  eight  rates  were 
larger  than  the  overall  rate;  the  exception  was  the 
rate  for  parturients  who  had  from  9  through  1 1  years 


The  overall  nonwhite  postneonatal  mortality  rate 
per  1 ,000  events  for  North  Carolina  in  1970  was  9.9. 
As  noted  in  Table  7,  when  nonwhite  postneona- 
tal mortality  is  considered  in  relation  to  each  of  the 
eight  selected  characteristics,  six  of  the  eight  rates  are 
found  to  be  higher  than  the  overall  rate;  the  excep- 
tions are  the  more  than  34  years  of  age  category  and 


Table  5:  Neonatal  Mortality  Rates  Per  1,000  Events,  Nonwhite  Only,  North  Carolina,1  1970 


Rates   for 
single 
charac- 
teristics 

RATES   FOR  PAIRS  OF 

SELECTED  CHARACTERISTICS 

PFD 

Age<  18 

Educ  <  8 

B0  >  4 

Age  >  34 

I 

Educ  9-11 

PLBND 

48.5 

66.4 

190. 5b 

45.1 

43.5 

39.3 

71.0 

48.1       | 

PFD 

36.2 

90. 9C 

41.9 

35.0 

32.7 

56.7 

29.7 

Age  <  18 

30.6 

39.0 

500. 0d 

NA* 

30.7 

27.4 

Educ  £  8 

29.7 

31.3 

29.8 

32.9 

NA 

B0  >  4 

28.0 

27.8 

35.6 

22.5 

Age  >  34 

27.9 

23.8 

15.3 

I 

27.2 

25.7 

Educ     9-11 

23.0 

*  NA  denotes   "Not  Applicable"  since  characteristics  are  mutually  exclusive. 

a  Nonwhite  neonatal  mortality  for  North  Carolina,   1970,  was  24.0  per  1,000  events. 

b  Denotes  the  denominator  for  the  rate  was   less  than  100  (42). 

c  Denotes  the  denominator  for  the  rate  was   less  than  100  (99). 

Denotes  the  denominator  for  the  rate  was   less  than  100  (4). 
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those  parturients  who  had  experienced  a  previous 
fetal  death.  The  four  largest  nonwhite  postneonatal 
mortality  rates  by  single  characteristics  were: 


Selected  Characteristics 
PLBND 

Education  <8  years 
Age  <18  years 
Education  9-11  years 


Rate  Per  1,000  Events 

21.2 
18.3 
14.3 
13.3 


There  were  three  common  characteristics  among 
the  four  highest  white  and  nonwhite  postneonatal 
mortality  rates:  PLBND,  education  <8,  and  educa- 
tion 9-11. 

Only  the  PLBND  characteristic  is  common  to  the 
three  sets  of  the  four  largest  mortality  rates.  Hence, 
this  characteristic  stands  out  as  an  important  indica- 
tor of  a  high  risk  pregnancy. 

Table  8  presents  the  four  largest  mortality  rates 
for  paired  combinations  of  the  eight  characteristics 
for  each  race  and  by  time  of- death;  the  reader  should 
note  that  those  rates  which  had  denominators  of  less 
than  100  were  excluded  from  consideration  for 
Table  8. 

When  white  fetal  mortality  is  considered,  the  com- 
bination of  illegitimacy  and  previous  fetal  death 
emerges  as  the  highest  risk  pair;  in  addition,  eight 
years  or  less  of  education  was  an  element  of  each  of 
the  other  three  high  risk  pairs.  Regarding  nonwhite 
fetal  mortality,  illegitimacy  and  age  above  34  years 


were  associated  with  the  highest  rate — 82.0;  also  of 
interest  is  that  the  age  >34  factor  was  an  element  of 
three  of  the  four  high  risk  pairs. 

The  largest  neonatal  mortality  rate  among  the  four 
pairs  of  characteristics  for  whites  was  52.1  for  the 
PLBND  and  9-11  years  of  education;  it  was  71.0 
for  the  PLBND  and  illegitimacy  pair  among  non- 
whites.  The  PLBND  characteristic  was  an  element  of 
three  of  the  four  high  risk  pairs  for  both  whites  and 
nonwhites. 

The  highest  postneonatal  mortality  rate  among  the 
four  pairs  of  characteristics  for  whites  was  14.7  for 
the  PLBND  and  education  9-11  pair;  it  was  36.4  for 
the  PLBND  and  illegitimacy  pair  among  nonwhites. 
An  educational  characteristic  (education  <8  or  edu- 
cation 9-11)  was  an  element  of  each  of  the  four  high 
risk  pairs  of  white  postneonatal  mortality  rates;  the 
PLBND  characteristic  was  an  element  of  three  of  the 
four  high  risk  pairs  of  nonwhite  postneonatal  mor- 
tality rates. 

The  mortality  rates  listed  in  Table  8  reveal  that 
(1)  the  high  risk  pairs  differ  by  race  and  time  of 
death,  and  (2)  the  rates  for  the  nonwhite  high  risk 
pairs  are  substantially  higher  than  those  for  the  white 
high  risk  pairs  for  each  period  of  death. 

DISCUSSION 

This  study  indicates  that  there  are  selected  combi- 


Table  6:  Postneonatal  Mortality  Rates  Per  1,000  Events, 

White  Only,  North  Carolina 

,»  1970 

Rates  for 
single 
charac- 
teristics 

RATES   FOR  PAIRS  OF  SELECTED  CHARACTERISITICS 

Educ  <  8 

B0  >  4 

Educ  9-11 

PFD 

Age   <  18 

I 

Age  >  34 

PLBND 

8.1 

7.8 

6.5 

14.7 

6.3 

0.0b 

62. 5C 

0.0 

Educ   <     8 

7.9 

10.0 

NA* 

13.2 

8.6 

0.0 

5.4 

B0  >  4 

5.9 

6.1 

5.7 

o.od 

12.26 

3.2 

Educ     9-11 

5.5 

6.4 

3.9 

8.8 

3.5 

PFD 

5.2 

12. 7f 

0.0 

5.4 

Age   <  18 

4.9 

3.0 

NA 

I 

4.6 

O.O9 

Age  >  34 

3.4 

NA  denotes  "Not  Applicable"  since  the  characteristics  are  mutually  exclusive. 
a  White  postneonatal  mortality  for  North  Carolina,  1970,  was  3.5  per  1,000  events. 

Denotes  the  denominator  for  the  rate  was  less  than  100  (19). 
c  Denotes  the  denominator  for  the  rate  was  less  than  100  (32). 

Denotes  the  denominator  for  the  rate  equaled  zero,  hence,  no  events  at  risk  of  postneonatal  death. 
e  Denotes  the  denominator  for  the  rate  was  less  than  100  (82). 
f  Denotes  the  denominator  for  the  rate  was  less  than  100  (79). 
9  Denotes  the  denominator  for  the  rate  was  less  than  100  (68). 
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Table  7:  Postneonatal  Mortality  Rates  Per  1,000  Events,  Nonwhite  Only, 

North  Carolina,"  1970 

Rates  for 
single 
charac- 
teristics 

RATES  FOR  PAIRS  OF  SELECTED  CHARACTERISTICS 

Educ  <  8 

Age  <  13 

Educ  9-11 

B0  >  4 

I 

Age  >  34 

PFD 

PLBND 

21.2 

17.2 

29.4b 

24.7 

19.7 

36.4 

27.2 

8.4    '< 

Educ  <  8 

18.3 

21.9 

NA 

12.9    \ 

20.3 

13.2 

6.2 

Age  <  18 

14.3 

11.0 

0.0C 

13.0 

NA 

0.0d 

Educ  9-11 

13.3 

15.6 

13.4 

10.9 

10.7 

BO  >  4 

13.2 

24.0 

9.8 

8.4 

I 

12.5 

12.2 

9.7 

Age  >  34 

9.6 

5.3 

1  PFD 

8.0 

NA  denotes   "Not  Applicable"  since  the  characteristics  are  mutually  exclusive. 
a  Nonwhite  postneonatal   mortality  for  North  Carolina,   1970,  was  9.9  per  1,000  events. 
b  Denotes  the  denominator  for  the  rate  was  less  than  100  (34). 
c  Denotes  the  denominator  for  the  rate  was  less  than  100  (2). 
d  Denotes  the  denominator  for  the  rate  was  less  than  100  (90). 


Table  8:  Mortality  Rates  for  High  Risk  Pairs  of  Selected  Characteristics  by  Time  of  Death 

and  Race,  North  Carolina,  1970 


RACE 

Time 

White 

Nonwhite 

* 

* 

of 

Rate 

Rate 

Death 

High  risk  pair  of 

Der 

High  risk  pair  of 

per 

characteristics 

1,000 
events 

characteristics 

1 ,000 
events 

I  and  PFD 

44.6 

Age  >  34  and  I 

82.0 

Fetal 

Age  >  34  and  Educ  <  8 

43.0 

Age  >  34  and  PFD 

65.9 

Period 

B0  >  4  and  Educ  <  8 

39.5 

PFD  and  I 

60.1 

I  and  Educ  <  8 

36.1 

Age  >  34  and  Educ  <  8 

60.0 

PLBND  and  Educ  9-11 

52.1 

PLBND  and  I 

71.0 

Neonatal 

PLBND  and  PFD 

34.8 

PLBND  and  PFD 

66.4 

Period 

Age  <   18  and  Educ  <  8  > 

33.4 

PFD  and  I 

56.7 

PLBND  and  Age  >  34 

28.8 

PLBND  and  Educ  9-11 

48.1 

PLBND  and  Educ  9-11 

14.7 

PLBND  and  I 

36.4 

Postneonatal 

Educ  <  8  and  PFD 

13.2 

PLBND  and  Age  >  34 

27.2 

Period 

Educ  <  8  and  BO  >  4 

10.0 

PLBND  and  Educ  9-11 

24.7 

Educ  9-11  and  I 

8.8 

B0  >4  and  I 

24.0 

Rates  with  denominators   less  than  100  were  excluded  from  consideration  for 
this  table. 


March  1973,  NCMJ 


191 


nations  of  characteristics  which  facilitate  classifica- 
tion of  patients  as  to  relative  risk  of  fetal  death, 
neonatal  death,  and  postneonatal  death.  These  char- 
acteristics are  clearly  outlined  for  North  Carolina  in 
Table  8.  Since  community  populations  have  different 
demographic  and  socioeconomic  characteristics,  there 
will  be  differences  as  to  which  characteristics  are  at 
play  in  any  given  community.  Therefore,  it  is  neces- 
sary that  birth  and  death  statistics  be  presented  in 
such  a  manner  as  to  provide  each  community  with 
the  necessary  information  to  classify  its  populations 
as  to  risk  of  the  three  morbid  outcomes  of  pregnancy 
discussed  in  this  paper. 

A  data  system  which  can  provide  this  information 
should  be  established.  This  would  then  allow  one  to 
promote  and  make  effective  the  case-finding,  out- 
reach, and  follow-up  programs  which  initiate  service 
for  high  risk  women  and  insure  that  services  would 
be  maintained  throughout  the  gamut  of  care  pre- 
scribed. Therefore,  the  purpose  of  the  data  system 
would  be  to  assure  that  all  women,  particularly  those 
who  are  at  risk,  enter  a  system  of  care. 

Finally,  this  regimen  of  care  must  be  provided 
through  a  systematized  concept  which  will  insure  that 
the  individual  at  risk  is  continually  under  care.  When 
any  woman  fails  to  receive  or  maintain  service,  the 
system  should  be  in  a  position  to  discover  the  reason 
for  the  break  in  the  pattern  of  her  care  and  correct  it. 
This  in  turn  would  lead  toward  the  identification  of 
the  avenues  available  for  improvement  of  the  pro- 
gram. 

It  should  be  apparent  that  the  data  system  screens 
the  population  as  to  risk.  This,  then,  eliminates  the 
need  for  screening  patients  at  the  time  of  entrance 
for  care,  since  the  data  system  has  provided  the 
screening  of  the  population.  Screening  can  be  estab- 
lished in  a  given  community  by  utilizing  the  char- 
acteristics of  individuals  who  have  high  mortality 
potential. 

It  may  be  necessary  to  modify  the  characteristics 
of  risk  by  the  experience  of  future  years.  The  basis 
for  definition  could  be  the  experiences  of  prior  years. 
All  of  the  information  about  the  individual  at  risk 
must  be  returned  to  the  community  in  a  manner  that 
is  effective  and  efficient.  Unless  outreach  services 


1. 
2 

3. 


are  directed  by  an  adequate  data  system,  the  service 
system  may  fail,  since  service  units  can  only  serve 
those  women  who  present  themselves  for  assistance 
or  care. 

SUMMARY 
By  studying  the  characteristics  of  the  birth  and 
death  population  of  a  previous  year,  the  characteris- 
tics of  the  high  risk  group  can  be  established  by  ask- 
ing each  woman  of  childbearing  age  six  critical  ques- 
tions : 

What  is  your  age? 

How  many  pregnancies  have  you  had? 
How  many  years  of  education  have  you  com- 
pleted? 

4.  Have  you  had  a  previous  fetal  death? 

5.  Have  you  had  a  previous  child  born  alive  who 
is  now  dead? 

6.  What  is  your  marital  status? 

The  responses  to  these  questions  will  classify  each 
woman  with  respect  to  risk  of  fetal,  neonatal,  and 
postneonatal  death.  In  order  to  apply  such  a  system 
into  effective  action,  one  should  have  a  systemized 
concept  of  service  which  includes  an  effective  out- 
reach and  follow-up  program. 
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Every  man  is  in  some  measure  a  surgeon  whether  he  will  or  not.  He  feels  an  inclination 
to  assist  his  fellow-men  in  distress,  and  accidents  happen  every  hour  which  give  occasion 
to  exercise  this  feeling.  The  feelings  of  the  heart,  however,  when  not  directed  by  the  judgment, 
are  apt  to  mislead.  Thus  one,  by  a  rash  attempt  to  save  his  friend,  may  sometimes  destroy 
him;  while  another,  for  fear  of  doing  amiss,  stands  still,  and  sees  him  expire  without  attempting 
to  relieve  him,  even  when  the  means  are  in  his  power.  As  every  good  man  would  wish  to 
steer  a  course  different  from  either  of  these,  it  will,  no  doubt,  be  agreeable  to  him,  to  know 
what  ought  to  be  done  upon  such  emergencies. — William  Buchan:  Domestic  Medicine,  or  a 
Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc., 
Richard  Folwell,  1799,  p.  387. 
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Specific  Therapy  in  Hemophilia 


Lucile  W.  Hutaff,  M.D. 


Although  treatment  for  hemophilia  has  improved 
markedly  in  the  last  15  years,  the  management  of 
patients  with  hereditary  bleeding  disorders  has  been 
relegated  largely  to  the  specialist  in  blood  diseases. 
This  unfortunate  trend  has  served  to  deny  the  patient 
prompt  treatment  with  the  deficient  factor,  and  results 
in  unnecessary  delay,  disability,  pain,  and  expense.  In 
e  past,  many  hemophiliacs,  especially  those  with 
affected  relatives,  displayed  a  fatalistic  outlook  to- 
wards their  disease.  They  postponed  seeking  help  as 
long  as  possible  because  of  their  experiences  with 
long  and  costly  hospitalization. 

Present  day  methods  of  treatment  are  enabling 
hemophiliacs  to  recognize  that  bleeding  can  be  pre- 
vented more  easily  than  it  can  be  stopped,  and  that 
it  can  be  controlled  in  the  early  stages  more  easily 
than  in  prolonged  episodes,  where  the  pressure  of  ex- 
travasated  blood  compromises  circulation,  causes 
necrosis,  delays  healing,  and  promotes  scarring.  Pa- 
tients have  become  aware  that  early  treatment  obvi- 
ates excessive  pain  and  costly  hospitalization  in  most 
cases.  Some  hemophiliacs  and  their  families  are  now 
being  taught  to  administer  the  preparation  containing 
the  needed  coagulation  factor  so  that  treatment  can 
be  safely  undertaken  without  hospitalization  and  with 
minimum  supervision  by  the  physician.  It  is  the  pur- 
pose of  this  presentation  to  outline  a  plan  for  therapy 
in  hemophilia  which  can  be  efficiently  managed  in 
the  physician's  office  or  in  a  nearby  emergency  fa- 
cility. 

DEFINITIVE  DIAGNOSIS 

The  first  concern  of  the  physician  is  to  make  a 
definite  diagnosis  of  the  type  of  hemophilia  present. 
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This  is  necessary  because  the  type  of  defect  will  de- 
termine the  choice  of  blood  product  to  be  admin- 
istered. The  history  will  be  of  inestimable  value  in 
most  cases.  One  must  inquire  about  the  occurrence 
of  unusual  hemorrhage  or  hematoma  following  tooth 
extractions  or  other  minor  injuries  happening  early 
in  life,  and  the  history  of  bleeding  in  male  relatives 
of  the  mother.  Nonhereditary  causes  of  bleeding 
should  be  excluded. 

The  degree  of  deficiency  varies  in  different  pa- 
tients, but  is  similar  in  patients  of  the  same  family. 
About  one  fifth  of  the  patients  with  Factor  VIII  de- 
ficiency do  not  have  a  history  of  familial  bleeding;  in 
our  experience  these  patients  are  usually  severely  de- 
ficient and  have  symptoms  early  in  life. 

Laboratory  methods  for  differentiating  the  hemo- 
philiacs are  to  be  found  in  standard  textbooks  of 
hematology13  and  will  not  be  repeated  here.  In  cases 
where  the  diagnosis  is  not  clear,  a  specialist  should  be 
consulted,  so  that  on  future  occasions  proper  therapy 
may  be  instituted  without  delay. 

RATIONALE 

Treatment  with  specific  factors  is  undertaken  for 
the  following  purposes:  (1)  to  arrest  bleeding  after 
injury  as  quickly  as  possible,  (2)  to  prevent  recur- 
rence of  bleeding  until  adequate  healing  has  taken 
place,  and  (3)  to  prevent  bleeding  when  tissue  injury 
is  expected.  The  objective  is  to  give  enough  of  the 
missing  factor  in  such  a  way  that  the  level  of  the  fac- 
tor in  the  blood  rises  rapidly  and  remains  above  the 
minimum  critical  level  over  the  period  of  time  neces- 
sary to  assure  adequate  healing. 

Bleeding  from  abrasions  and  shallow  cuts  in  the 
skin  can  usually  be  managed  by  the  use  of  pressure 
bandages,  taking  care  to  avoid  prolonged  occlusion 
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of  circulation  to  the  area.  If  bleeding  occurs  in  more 
vascular  areas  such  as  the  scalp  or  fingertip,  treat- 
ment with  the  deficient  factor  may  be  needed.  As  a 
general  rule,  if  stitches  are  required  to  approximate 
the  wound  edges,  specific  therapy  is  also  needed. 
Otherwise,  when  bleeding  recurs,  the  tissues  become 
swollen  and  the  stitches  do  not  hold. 

Deep  hematomas,  hemarthrosis,  and  hematuria  are 
considered  to  be  of  moderate  urgency  but  respond 
well  to  adequate  replacement  of  the  needed  factor. 
When  hemarthrosis  occurs,  there  is  a  growing  prac- 
tice to  aspirate  the  joint  when  feasible,  and  then  to 
administer  the  missing  factor  in  adequate  doses  for 
the  required  time.  Immediate  treatment  with  high 
doses  of  the  specific  factor  is  required  for  life -threat- 
ening situations  such  as  head  injuries,  gastrointesti- 
nal bleeding,  and  hemorrhage  into  the  neck  or  mouth 
comprising  the  airway. 

TREATMENT  OF  FACTOR  VIII  DEFICIENCY 

Calculation  of  the  dosage 

Deficiency  of  Factor  III  accounts  for  85  to  90 
percent  of  hemophilic  disorders  and  serves  as  an  ap- 
propriate example  for  rational  therapy.  The  amount 
of  Factor  VIII  needed  is  determined  according  to  the 
plasma  volume.  In  the  human,  total  blood  volume  is 
approximately  34  ml  per  pound;  plasma  volume  is 
obtained  by  subtracting  the  hematocrit: 

Plasma  vol  =  wgt.  in  pounds   X   34   X   (100-hematocrit) 

100 

For  example,  a  patient  weighs  150  pounds  and  the 
hematocrit  is  45  volumes  percent: 

150  X  34  X  (100-45)  =  2805  ml  plasma  volume 
100 

In  a  normal  individual  with  100  percent  Factor  VIII, 
this  would  amount  to  2805  units  of  Factor  VIII  (1 
unit — average  amount  of  Factor  VIII  present  in  1 
ml  of  normal  plasma).  In  a  hemophilic  patient  with 
the  same  plasma  volume  who  has  a  factor  level  of  1 
percent,  the  total  number  of  Factor  VIII  units  in  his 
plasma  is  28.  To  attain  a  level  of  50  percent,  1378 
units  of  Factor  VIII  would  be  needed.  As  a  practical 
note,  one  may  disregard  a  level  of  5  percent  or  less 
when  calculating  the  initial  dose. 

It  has  been  our  experience  that  after  bleeding  has 
stopped,  the  loss  of  Factor  VIII  occurs  at  a  rate  of 
about  1  percent  per  hour.  Thus,  if  the  level  of  Factor 
VIII  has  been  raised  initially  to  50  percent  and  the 
minimum  desired  level  is  20  percent,  it  will  take  ap- 
proximately 30  hours  to  reach  this  level.  The  amount 
of  Factor  VIII  to  be  given  for  the  rest  of  the  period 
would  then  be  calculated  accordingly.  In  the  exam- 
ple previously  given,  of  the  nonanemic  hemophilic 
requiring  1400  units  of  Factor  VIII,  in  24  hours  the 
level  would  fall  from  50  percent  to  26  percent.  To  re- 
store the  level  to  50  percent  would  require  1400 
minus  26  percent  of  2805 — that  is,  1404  -  729  = 
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671  units.  This  dose  would  be  continued  every  24 
hours  for  the  length  of  time  indicated  by  the  injury. 

Specific  therapeutic  materials 

Two  considerations  are  important  in  the  selection 
of  appropriate  therapy:  to  give  adequate  amounts  of 
Factor  VIII,  and  to  avoid  overloading  the  circulation. 
Fresh  whole  blood  cannot  be  given  in  amounts  suf- 
ficient to  provide  proper  levels  of  Factor  VIII  for 
adequate  periods;  therefore  whole  blood  is  not  indi- 
cated. If  the  patient  is  anemic,  it  is  imperative  to 
raise  the  level  of  Factor  VIII  rapidly  first  and  then 
give  packed  red  cells  at  a  slower  rate. 

The  following  plasma  components  are  available 
from  the  American  Red  Cross  through  its  regional 
blood  collection  centers.  Almost  all  of  North  Carolina 
is  included  in  one  of  the  blood-collecting  regions. 

Fresh-frozen  plasma  is  plasma  separated  from  red 
cells  and  quick-frozen  within  two  hours  after  collec- 
tion. It  has  the  advantage  of  less  volume  than  whole 
blood,  but  it  is  difficult  to  achieve  high  levels  of 
Factor  VIII  without  overloading  the  circulation. 

Plasma  cryoprecipitate.  Freshly  frozen  plasma  ob- 
tained similarly  is  allowed  to  thaw  slowly  at  a  tem- 
perature just  above  the  freezing  point.  The  effective 
portion  containing  Factor  VIII  does  not  redissolve 
at  this  temperature  and  can  then  be  separated  from 
most  of  the  fluid  plasma,  which  is  not  effective.  This 
fraction,  which  contains  fibrinogen  as  well  as  Factor 
VIII,  can  be  given  in  sufficient  quantities  to  attain 
high  blood  levels  without  the  dangers  associated  with 
giving  large  volumes  of  fluid. 

Purified  concentrates  of  Factor  VIII  are  available 
through  the  American  Red  Cross  and  several  com- 
mercial sources  (Park  Davis  &  Co.,  Courtland,  Hy- 
land  Laboratories).  These  are  highly  concentrated, 
lyophilized  fractions  which  are  stable  at  icebox  tem- 
perature for  long  periods  and  can  be  reconstituted  in 
small  volume.  However,  because  these  products  are 
processed  from  plasma  that  has  been  pooled  from 
many  donors,  their  use  carries  an  increased  risk  of 
contamination  with  the  virus  of  serum  hepatitis.  Gen- 
erally speaking,  the  concentrates  are  reserved  for 
situations  where  the  patient  has  demonstrated  an  al- 
lergic response  to  plasma  or  cryoprecipitate,  or  when 
extremely  large  doses  of  Factor  VIII  are  required  to 
save  the  patient's  life. 

Technique  of  administration.  Factor  VIII  deterior- 
ates when  thawed  and  when  agitated  so  that  it  foams. 
After  thawing,  the  material  should  be  handled  gently 
and  administered  promptly  provided  that  sufficient 
care  be  taken  to  monitor  for  hypersensitivity  reac- 
tions. Fresh  frozen  plasma  and  cryoprecipitate 
should  be  used  within  one  or  two  hours  after  thawing; 
directions  for  the  use  of  the  lyophilized  concentrate 
accompanies  each  vial. 

Administration  of  cryoprecipitate.  The  cryopreci- 
pitate from  a  single  unit  of  plasma  is  contained  in 
one  plastic  bag.  According  to  our  estimates,  one  bag 
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contains  from  70-125  units  of  Factor  VIII;  we  have 
found  it  practicable  to  consider  each  bag  as  contain- 
ing 100  units. 

When  the  dose  has  been  calculated,  the  required 
number  of  bags  are  removed  from  the  freezing  unit 
and  immersed  in  water  not  over  40  degrees  C.  When 
completely  thawed,  the  contents  of  each  bag  are 
transferred  to  a  common  collection  bag,  and  6  to  10 
ml  of  sterile  saline  is  then  introduced  to  wash  out  the 
remaining  cryoprecipitate.  The  pooled  cryoprecipi- 
tate  is  then  connected  through  a  platelet  infusion 
set  to  the  patient's  vein,  and  the  total  amount  is  given 
within  15  or  20  minutes.  This  can  be  done  by  gravity 
or  by  moderate  pressure  exerted  with  a  plastic  syringe 
connected  to  the  platelet  infusion  set.  The  use  of 
blood  transfusion  sets  is  not  practical,  because  the 
fine  mesh  of  the  filters  is  clogged  easily.  The  plate- 
let infusion  set  has  a  coarse  filter  in  the  needle 
adapter  which  prevents  very  large  particles  from 
being  introduced  into  the  circulation. 

Because  of  the  small  volume  of  liquid  in  each  bag 
of  cryoprecipitate,  direct  administration  of  each  bag 
separately  is  not  recommended  because  a  consider- 
able amount  is  left  in  the  bag.  Under  these  circum- 
stances the  patient  would  not  receive  the  calculated 
dose. 

Table  I  summarizes  the  general  plan  of  therapy  in 
the  hemophiliac  who  is  bleeding.  There  are  variations 
between  patients  and  between  episodes  in  a  given  pa- 
tient; however,  the  physician  quickly  become  ac- 
quainted with  these  differences  and  learns  how  much 
responsibility  each  patient  can  assume  and  the  degree 
of  cooperation  to  be  expected.  We  have  encouraged 
the  patient  to  develop  judgment  concerning  the  seri- 
ousness of  his  injury  and  to  formulate  criteria  as  to 
the  type  of  action  he  needs  to  take. 

Special  considerations 

In  addition  to  therapy  with  Factor  VIII,  supportive 
treatment,  such  as  a  restricted  activity  during  acute 


episodes,  orthopedic  care,  preventive  dental  care,  and 
physical  therapy  to  strengthen  weight-bearing  mus- 
cles, is  of  considerable  value.  During  treatment  for  a 
bleeding  episode,  diagnostic  procedures  should  be 
scheduled  shortly  after  the  maintenance  dose  has  been 
given,  when  there  is  a  high  level  of  circulating  Fac- 
tor VIII.  Bleeding  which  recurs  after  the  suggested 
period  of  treatment  can  usually  be  controlled  with 
additional  Factor  VIII  for  48  hours.  When  there  are 
lacerations  requiring  sutures,  the  administration  of 
Factor  VIII  before  sutures  are  placed  increases  the 
likelihood  of  having  a  dry  field  where  open  vessels 
may  be  identified  and  ligated. 

Most  authorities  agree  that  acetylsalicylic  acid  is 
contraindicated  as  an  analgesic  for  hemophiliacs. 
Besides  gastric  irritation,  the  interference  with  plate- 
let aggregation  attributed  to  this  medication  may  be- 
come a  major  factor  in  continued  hemorrhage.  Ace- 
taminophen, propoxyphene,  and  pentazocine  hy- 
drochloride, can  be  used,  reserving  the  narcotic  anal- 
gesics for  severe  pain.  Whenever  possible,  all  such 
medications  should  be  given  by  mouth  instead  of 
parenterally,  thus  sparing  the  patient  excessive  de- 
pendence upon  a  physician  or  nurse.  Muscle  relax- 
ants have  been  of  benefit  at  times  for  the  relief  of 
muscle  spasm. 

Limitations  of  office  management  in  hemophilia. 
Occasionally  the  episode  of  bleeding  is  too  extensive 
or  too  dangerous  to  risk  letting  the  patient  return 
home  after  the  initial  treatment;  in  these  cases  hospi- 
talization is  required.  However,  the  initial  dose  should 
be  given  before  the  patient  is  hospitalized.  The  cardi- 
nal purpose  of  treatment  is  to  arrest  the  bleeding  as 
soon  as  possible. 

When  surgery  other  than  tooth  extraction  is  antici- 
pated, it  is  safer  to  refer  the  patients  to  the  specialist 
where  facilities  are  available  for  monitoring  the  level 
of  Factor  VIII  by  assay. 


Table  I 
Recommended  Therapy  in  Factor  VIII  Deficiency 


Type  of  Hemorrhage 

Minimum  Level 

Duration  of  Maintenance 

of  Factor  VIII 

Rx  after  Bleeding  Stops 

Group  1 

Simple  muscle  hematoma 

10% 

1  dose  usually  suffic. 

Hemarthrosis 

10-15% 

48-72  hours 

Hematuria 

10% 

48-72  hours 

Lacerations  requiring 

15-25% 

2-5  days 

sutures 

Group  II 

Gastrointestinal 

20-25% 

5-6  days 

hemorrhage 

Extraperitoneal 

20% 

5  days 

hemorrhage 

Pharyngeal  bleeding 

20% 

5-6  days 

Head  injury 

20% 

2-5  days  whether 
bleeding  or  not 

Other  major  trauma 

20-30% 

3-10  days,  depending 
upon  injury 

Group  III — Prophylaxis 

Tooth  extraction  (give 

initial  dose  1-2  hours 

before  extraction) 

Deciduous  tooth 

10% 

1-2  days 

Adults:  single  extraction 

10% 

3-5  days 

2-9  teeth 

20% 

5-6  days 

10  or  more  teeth 

30% 

5-8  days 

Impacted  tooth 

25% 

5-8  days 

Supportive  Therapy 


Rest. 

No  weight-bearing,  5  days. 

Rest;  force  fluids.  May  have  colic  if  clotting  occurs 

in  ureter. 
Give  initial  dose  before  suturing. 


Admit    to    hospital;    packed    cells    if    needed    after 

treating  with  Factor  VIII. 
X-ray  after  bleeding  under  control. 

Soft  or  liquid  diet;  sedation  in  children. 

Admit  to  hospital  for  24  hours  no  longer,  depend- 
ing upon  injury. 

Admit  to  hospital;  perform  needed  diagnostic  tests 
just  after  daily  Factor  VIII  given  (includes  lum- 
bar puncture). 


Liquid  diet  5  days;  sedation  if  needed. 

Liquid  diet.  If  more  than  1  tooth  extracted,  pa- 
tient should  be  hospitalized  for  3-5  days.  May 
need  to  give  Vz  initial  dose  8-12  hours  after 
initial  dose. 
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FACTOR  IX  DEFICIENCY  AND  OTHER  TYPES 
OF  HEREDITARY  BLEEDING  DISORDERS 

The  clinical  manifestations  of  Factor  IX  (Christ- 
mas Factor)  deficiency  are  usually  less  severe  than 
those  of  Factor  VIII  deficiency  and  can  be  treated  by 
the  use  of  fresh  frozen  plasma  in  most  cases.  Since 
Factor  IX  has  a  half-life  of  about  24  hours  and  is 
more  stable  in  vitro,  replacement  is  considerably  less 
complicated.  One  to  two  units  of  fresh  frozen  plasma, 
depending  upon  the  size  of  the  patient  and  the  extent 
of  the  bleeding,  should  be  sufficient  for  ordinary 
situations.  However,  it  has  been  reported  that  a  few 
patients  with  Factor  IX  deficiency  are  difficult  to 
control,  and  if  the  initial  treatment  is  not  successful, 
the  physician  should  promptly  seek  the  aid  of  a  spe- 
cialist. 

There  are  a  number  of  other  hereditary  bleeding 
diseases  which  have  not  been  discussed.  Most  of  these 
are  quite  rare,  and  require  rather  sophisticated  studies 
to  differentiate  them.  The  practicing  physician,  when 
he  encounters  them,  would  be  advised  to  refer  them 


to  a  coagulation  specialist  for  diagnosis  and  advice 
relating  to  therapy. 

SUMMARY 

Hemophilia  due  to  deficiency  of  Factor  VIII  and 
Factor  IX  can  be  successfully  managed  in  most  in- 
stances by  administering  the  needed  factor  in  the  of- 
fice or  emergency  room.  Patients  with  these  de- 
ficiencies will  seek  help  earlier  when  they  realize  that 
treatment  will  prevent  severe  pain  and  costly  hospi- 
talization. If  the  practicing  physician  is  prepared  to 
handle  the  bleeding  episodes  in  his  own  locality,  he 
can  contribute  much  to  the  reduction  of  complica- 
tions and  disability,  and  to  the  improvement  in  living 
and  working  for  the  hemophiliac. 
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Convulsions  which  precede  the  eruption  of  the  small-pox  or  measles,  generally  go  off 
upon  these  making  their  appearance.  The  principal  danger  in  this  case,  arises  from  the 
fears  and  apprehensions  of  those  who  have  the  care  of  the  patient.  Convulsions  are  very 
alarming,  and  something  must  be  done  to  appease  the  affrighted  parents,  nurses,  etc. 
Hence  the  unhappy  infant  often  undergoes  bleeding,  blistering,  and  several  other  operations, 
to  the  great  danger  of  its  life,  when  a  little  time,  bathing  the  feet  in  warm-water,  and 
throwing  in  a  mild  clyster,  would  have  set  all  to  rights. — William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc., 
Richard  Folwell,  1799,  p.  384. 
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The  Assessment  of  Patients  with  Injuries  and 
Surgical  Procedures  of  the  Hand 


A.  Griswold  Bevin,  M.D. 


Numerous  articles  and  outlines  have  been  devised 
regarding  the  actual  methods  used  for  assessing  the 
function  of  the  hand.  The  basic  approach,  grounded 
upon  anatomy  and  physiology,  applies  to  acute  in- 
juries as  well  as  to  postoperative  and  chronic  con- 
ditions. It  is  of  utmost  importance  that  accuracy  and 
completeness  be  achieved  in  all  cases.  This  concept 
is  not  only  important  in  the  management  of  patients 
in  one's  own  practice,  but  it  becomes  critical  when 
and  if  the  patient  is  referred  to  another  surgeon, 
therapist,  institution,  or  group  for  either  an  opinion 
or  further  treatment. 

The  first  important  period  in  the  assessment  of  a 
patient  with  a  hand  injury  is  the  acute  phase.  The 
function  or  lack  of  function  of  the  injured  part  must 
be  assessed  completely  and  indeed  related  to  a  care- 
ful history  of  any  preexisting  disability  or  injury. 
Following  this  initial  assessment,  repeated  evalua- 
tions with  the  same  degree  of  accuracy  and  complete- 
■  ness  are  often  necessary  and  must  be  carried  out  simi- 
larly until  the  final  course  and  result  is  obtained. 

Another  period  when  detailed  and  complete  infor- 
mation is  needed  is  that  surrounding  surgical  treat- 
ment. Complete  preoperative  information  and  record 
of  findings,  both  normal  and  abnormal,  must  be  ob- 
tained. The  actual  operative  note  must  give  an  accur- 
ate, understandable,  and  inclusive  description  of  the 
surgical  treatment.  This  should  include  not  only  the 
technical  maneuvers  of  the  operation  itself,  but  the 
position  and  method  of  immobilization  of  the  in- 
volved structures  at  the  completion  of  the  procedure. 

The  postoperative  period — or  in  the  case  of  injury 
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or  conditions  not  requiring  surgery,  the  chronic  pe- 
riod— is  equally  important.  It  is  during  this  time  that 
changes  may  develop  rapidly  or  late,  and  must  be 
noted  in  relation  to  the  earlier  findings.  In  the  case 
of  chronic,  nonsurgical  conditions,  long-term  evalua- 
tions may  often  be  stable  for  a  considerable  period 
only  to  change,  at  which  time  carefully  recorded  data 
from  previous  evaluations  are  mandatory. 

FIVE  PHASES  OF  ASSESSMENT 

We  have,  then,  five  major  phases  of  assessment 
which  are  noteworthy;  they  may  be  interchangeable 
or  occur  at  different  times  in  a  given  patient's  condi- 
tion: (1)  assessment  at  the  acute  phase;  (2)  re- 
evaluations;  (3)  preoperative  assessment;  (4)  opera- 
tive assessment;  and  (5)  postoperative  or  chronic  as- 
sessment. 

Assessment  in  the  acute  phase:  Although  the  num- 
ber of  structures  controlling  hand  function  is  large 
and  requires  frequent  review,  there  are  patterns  and 
anatomic  areas  that  can  be  recalled.  One  useful  guide 
to  the  initial  assessment  of  the  hand  is  as  follows: 
(1)  history,  (2)  appearance,  (3)  position,  (4)  motor 
and  sensory  function. 

The  history  should  include  information  regarding 
pre-existing  conditions  with  respect  to  the  whole  pa- 
tient as  well  as  to  the  hand.  The  dominance  of  the 
hand  in  question  is  noted.  The  cause  of  injury  or  con- 
dition is  recorded. 

Appearance:  The  texture  of  the  skin  and  status  of 
the  nails  should  be  noted.  Color  and  vascularity  are 
assessed.  The  presence  of  pre-existing  lesions  or  con- 
ditions, foreign  material  on  the  surface  or  in  the 
wound,  the  location  and  measurement  of  wounds  with 
comments  on  the  depth  and  sites  of  bleeding  or  the 
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lack  of  bleeding  must  be  noted.  Roentgenographic 
findings  regarding  the  bones  and  joints  or  foreign 
bodies  are  described. 

Position:  The  resting  position  of  the  hand  in  ques- 
tion is  recorded,  and  information  regarding  the  fore- 
arm, wrist,  hand  and  digits  is  noted.  Angles  of  joint 
position  at  rest  is  recorded. 

Function:  The  following  muscles  must  be  tested 
and  degree  of  function  (normal,  weak,  or  absent) 
noted: 

Extensor  carpi  radialis  longus  and  brevis 

Extensor  carpi  ulnaris 

Flexor  carpi  radialis  and  ulnaris 

Pronator  and  supinator 

Flexors  profundi 

Flexors  superficialis 

Flexor  pollicis  longus 

Common  digital  extensors 

Proprius  extensors  to  index  and  small  digits 

Extensor  pollicis  longus  and  brevis 

Presence  or  absence  of  palmaris  longus  tendon  (often  use- 
ful in  later  reconstruction) 

Abductor  pollicis  longus 

Intrinsic  muscles  to  the  thumb  (opponens,  abductor  brevis, 
flexor  pollicis  brevis,  abductor  pollicis)  and  small  digit 
(abductor  digit  quinti  minimi) 

Interossei 

Lumbricals 

Angles  of  all  the  joints  influenced  by  these  motor 
units  are  again  measured  so  that  range  of  motion  can 
be  noted.  Vascular  pulses,  normal  or  abnormal  are 
recorded. 

Function  (sensory):  Light-touch,  pin-prick  and 
presence  or  absence  of  perspiration  are  noted  over  the 
areas  of  distribution  of  the  following  nerves:  median, 
ulnar  (including  the  dorsal  branch),  and  radial  (in- 
cluding the  dorsal  branch) .  It  is  useful  to  have  a  men- 
tal picture  or  preferably  an  actual  check  list  prepared 
in  advance  so  that  normal,  weakened,  or  absent  func- 
tion in  each  of  these  areas  can  be  noted.  If  a  prac- 
titioner customarily  sees  large  numbers  of  patients 
with  hand  problems,  although  his  ability  to  recall 
anatomy  and  function  may  be  enhanced,  a  check  list 
will  increase  his  efficiency  and  facilitate  the  transmis- 
sion of  data. 

Reevaluations:  The  same  scope  and  attention  to 
detail  should  be  employed  in  reevaluations  of  the 
hand.  As  changes  occur,  for  the  better  or  worse,  a 
base-line  record  to  be  filled  in  with  equivalent  data 
obtained  at  intervals  is  valuable  for  comparison. 

Preoperative  assessment:  Again,  the  same  general 
format  is  utilized,  but  additional  pertinent  material 
is  needed.  Data  regarding  treatment  from  the  time  of 
the  acute  injury  or  condition,  adverse  reactions  to 
medications,  and  the  like  are  noted  in  addition  to  the 
basic  information.  Obviously,  the  initial  findings  and 
the  preoperative  ones  are  often  the  same. 

Operative  assessment:  Basically,  the  same  observa- 
tions are  made,  but  more  detailed  or  even  revised 
data  are  recorded  at  this  time.  Further  direct-view  de- 
scriptions of  fractures,  bleeding  points,  tissue  to  be 
debrided,  vessels  to  be  ligated,  completeness  of  vas- 
cular or  neurological  injury,  and  assessment  of  deeper 


wounds  are  noted.  The  additional  information  regard- 
ing the  technical  procedure  performed  is  most  critical. 
The  techniques  of  repair  including  the  type  of  suture, 
method  of  exploration,  normal  and  abnormal  condi- 
tions encountered,  and  structures  left  unrepaired  are 
carefully  recorded,  as  well  as  the  method  and  position 
of  immobilization. 

Postoperative  and  long-term  assessment:  Since 
various  parts  of  the  hand  may  be  immobilized  in  the 
postoperative  or  chronic  phases,  each  and  every 
structure  cannot  be  commented  upon.  However,  those 
structures  that  are  not  immobilized  should  be  evalu- 
ated repeatedly  so  that  any  changes  are  anticipated, 
noted,  and  recorded  in  relation  to  the  primary  con- 
dition of  the  hand.  Dressing  changes,  their  time  and 
type,  and  other  findings  such  as  general  reactions  to 
treatment,  medications,  and  level  of  cooperation 
should  be  recorded. 

These  five  phases  of  assessment  may  seem  at  first 
sight  unnecessarily  troublesome  to  carry  out  for  each 
and  every  hand  injury  or  condition  that  a  surgeon 
or  practitioner  encounters,  but  with  some  initial  re- 
view and  the  development  of  an  outline  and  order, 
often  in  the  form  of  a  checklist,  a  surprising  degree 
of  efficiency  can  be  achieved.  This  has  been  our  own 
experience  in  dealing  with  large  numbers  of  hand  in- 
juries and  disabling  conditions,  both  acute  and 
chronic,  treated  surgically  or  otherwise,  and  either 
primarily  under  our  care  or  referred  to  us  at  various 
stages  of  the  disability.  In  the  course  of  a  given  case, 
a  complete  and  accurate  evaluation  which  is  repro- 
ducible becomes  necessary  for  comparison,  for  justi- 
fication of  changes  in  treatment  either  conservative, 
surgical  or  both,  and  for  planning  future  therapy.  In 
the  final  analysis,  it  becomes  easier  to  determine  the 
degree  of  disability  and  judge  the  stability  or  perman- 
ence of  a  given  condition  if  such  data  are  recorded 
from  the  beginning. 

The  bibliographic  references18  include  instructions 
pertaining  to  the  actual  physical  maneuvers  needed 
to  test  and  evaluate  the  functions  of  the  anatomic 
structures  listed  earlier.  Some  of  these  sources  con- 
tain outlines  which  are  similar.  From  this  material 
and  one's  own  practice  and  experience  can  be  de- 
veloped a  scheme  which  is  convenient,  accurate,  com- 
plete, and  transmissable  over  time  and  place. 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

pursuant  to  the  Bylaws,  Chapter  IV,  Section  1: 

HOUSE  OF  DELEGATES 
Meetings  scheduled 

Notice  to:  Delegates,  Alternate  Delegates,  Officials 
of  the  North  Carolina  Medical  Society,  and  Presidents 
and  Secretaries  of  countv  medical  societies. 


Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  The  Carolina,  Pinehurst,  North 
Carolina,  at  the  following  times: 

Sunday,  May  20,   1973 — 2:00  p.m. — Opening  Session 
Tuesday,  May  22.  1973—2:00  p.m.— Second  Session 


THE  CREDENTIALS  COMMITTEE  will  be  present  to  receive  dele- 
gate registration  for  certification  beginning  at  1:30  p.m.,  Sunday, 
May  20,  1973,  just  inside  the  entrance  of  the  Cardinal  Ballroom. 


REFERENCE  COMMITTEE 
HEARINGS 

leference  Committee  hearings  are  scheduled  for  Monday,  May  21,   1973,  at  2:00  p.m. 


John  Glasson,  M.D.,  President 

James  E.  Davis,  M.D.,  Speaker 

E.   Harvey  Estes,  Jr.,  M.D.,  Secretary 

William   N.   Hilliard,  Executive  Director 
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Dr.  Jerome  L  Reeves  on 

Pellagra  in  North  Carolina  Appalachia 

An  Interview 


Hugh  A.  Matthews,  M.D. 


Ill 


Born  and  reared  in  the  northeastern  section  of 
Madison  County  near  the  Tennessee  line,  Dr.  Reeves, 
after  12  years  of  formal  education  following  high 
school,  nailed  up  his  literal  shingle  in  Whittier,  North 
Carolina.  There  his  major  beat  was  in  Jackson,  Ma- 
con, and  Swain  counties.  After  three  years  in  this  lo- 
cation he  moved  to  Ravenford,  a  lumber  camp  set- 
ting, three  miles  out  from  the  village  of  Cherokee.  In 
1923  he  went  back  across  Balsam  Gap  into  Haywood 
County,  over  the  mountain  from  his  native  county  of 
Madison.  After  serving  as  general  surgeon,  obstetri- 
cian, and  generalist  in  medicine  for  60  years,  for  the 
first  time  he  now  has  time  to  reflect. 


Interviewer:  Dr.  Reeves,  all  along  in  our  pleasant 
hours  together  you  have  mentioned  malnutrition 
along  with  typhoid  fever  and  worm  infestation  as  ma- 
jor medical  problems  in  early  practice  in  the  Caro- 
lina Smoky  Mountains. 

Dr.  Reeves:  Malnutrition  couldn't  be  divorced 
from  intestinal  parasites  and  typhoid.  Nutrition  has  a 
lot  to  do  with  resisting  and  throwing  off  disease.  We 
learned  not  to  starve  but  to  feed  typhoid  patients. 

Interviewer:  How  do  you  suppose  the  practice  of 
"starving"  the  typhoid  patient  got  started? 

Dr.  Reeves:  If  you  have  managed  a  case  of  typhoid 
you  know  that  vomiting  and  diarrhea,  fluid  loss,  is  a 
problem.  The  general  public,  then  as  now,  wants  to 
"give  something."  Then,  it  was  all  sorts  of  home- 
brewed concoctions.  Now  it  is  all  sorts  of  store- 
bought  liquids  or  pills.  Self-medication  made  more 
sense  and  did  less  harm  during  the  first  quarter  of  the 
century  than  in  the  second  and  third.  Injudicious  use 
of  food  and  medicaments  perhaps  led  to  the  con- 
clusion that  there  was  no  place  for  judicious  use.  Too, 


if  your  belly  is  already  hurting,  it  hurts  worse  if  you 
load  it  with  food. 

Interviewer:  Tell  me  again  how  many  cases  of  pel- 
lagra you  saw  in  a  day? 

Dr.  Reeves:  Not  a  new  case  every  day,  but  up  un- 
til after  the  War  you  followed  full-blown  cases  of 
pellagra  all  the  time.  You  suspected  incipient  pellagra 
in  about  all  the  patients  you  saw. 

Interviewer:  What  did  you  look  for? 

Dr.  Reeves:  As  in  all  medicine,  it  is  best  to  look 
at  a  total  human  being  and  listen  to  what  he  says.  In 
pellagrins  you  will  see  the  picture  of  weakness  often 
more  in  the  legs.  The  patients  may  tell  you  that  they 
are  weak  and  that  their  appetite  is  poor.  They  may 
have  mood  changes  or  changes  in  personality.  If  you 
didn't  think  of  pellagra  in  the  early  stages,  you  would 
get  off  on  the  wrong  track  and  think  about  neurasthe- 
nia. If  you  see  the  typical  skin  rash  you  can  feel 
pretty  sure  of  your  diagnosis.  But  pellagrous  dermati- 
tis is  not  always  present.  Most  of  the  time  when  the 
rash  occurs  it  is  confined  to  areas  exposed  to  the  sun, 
such  as  the  back  of  the  hands  and  wrist  and  the 
neck.  If  you  keep  pellagra  in  mind,  you  will  recog- 
nize it  when  you  see  it.  A  clear  line  will  mark  the  bad 
from  the  clear  skin. 

Interviewer:  What  does  the  rash  look  like? 

Dr.  Reeves:  Different  at  different  times.  First  it  can 
look  like  sunburn.  If  the  disease  progresses,  the  skin 
becomes  reddish  brown,  scaly,  and  roughened.  In  i 
many  cases,  blisters  have  already  formed  by  the  time 
you  see  the  patient.  Some  blisters  have  degenerated  | 
and  the  skin  is  red  and  thickened.  If  the  rash  recurs  , 
enough,  the  skin  can  become  permanently  pigmented, 
rough  and  thick,  or  maybe  in  areas,  wasted  away  and 
thin.  If  the  patient  has  been  in  the  sun,  look  under  the 
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bosom  or  arm  bends  or  any  other  area  of  friction. 
Look  at  the  tongue,  too.  We  don't  really  look  at  the 
tongue  enough.  In  pellagrins  the  tongue  will  be  red, 
likely  smooth — red,  not  the  salmon  color  seen  in  se- 
vere anemias.  Burning  tongue  may  be  what  makes  the 
patient  call  you.  Early,  you  may  see  redness  only  at 
the  sides  and  lips,  with  swelling.  Later  you  may  see 
deep  ulcerations,  too. 

Interviewer:  You  mentioned  nervousness  or  per- 
sonality changes. 

Dr.  Reeves:  Nervousness,  depression,  anxiety,  con- 
fusion, even  hallucinations.  Many  of  these  symptoms 
will  clear  up  with  treatment,  too — even  burning 
hands  and  feet  and  jerky  movements.  Untreated  cases 
went  permanently  insane.  I  guess  no  one  knows  how 
many  people  were  institutionalized  because  of  the 
lack  of  vitamin  B  complex. 

Interviewer:  Back  in  the  lumber  camp  days,  did 
you  know  about  nicotinic  acid,  riboflavin,  and  other 
parts  of  the  complex? 

Dr.  Reeves:  Oh,  no.  We  first  heard  about  that  in 
New  York  Post-Graduate  about  1930,  before  you  and 
Virginia  finished  high  school.  We  did  know  that  pel- 
lagra was  a  nutritional  disease.  Articles  started  com- 
ing out  in  the  JAMA  and  Southern  Medical  Journal 
later  in  the  thirties.  Arguments  back  then  were 
whether  pellagra  was  a  nutritional  or  an  infectious 
disease.  We  didn't  question  that  it  was  wrapped  up 
with  poor  nutrition  even  if  infection  did  kick  it  off  or 
make  it  worse. 

Interviewer:  What  was  your  treatment? 


Dr.  Reeves:  Rest  and  reassurance — two  good  aids 
in  any  disease.  Good  common  sense  things  like  salt 
rinses  (one  teaspoon  to  the  quart)  and  compresses. 
The  main  thing  was  food.  Milk,  a  lot  of  milk.  Red 
meat.  Liver,  if  they  had  it  and  you  could  get  them  to 
eat  it.  Wheat  germ  and  yeast  cakes. 

You  will  have  to  remember  that  people  then  didn't 
have  refrigeration.  You  had  liver  and  fresh  meat  only 
in  "killing  time"  during  winter.  Diet  was  largely  fat 
and  carbohydrate,  often  by  necessity  and  often  by 
choice.  More  industrious  people  put  up  beans  and 
dried  apples.  We  called  green  beans  strung  up  to  dry 
"leather  britches."  But  they  were  good  during  the 
winter  then — even  now.  Diet  was  very  poor  in  red 
meat.  Hog  meat  was  the  main  stay,  and  poorer  peo- 
ple sold  the  hams  and  shoulders. 

We  tend  to  want  to  isolate  diseases  too  much  now 
— want  to  wrap  them  up  in  separate  packages.  Peo- 
ple then  had  more  intestinal  parasites,  typhoid,  and 
other  bowel  diseases.  Inadequate  intake  of  B  com- 
plex was  certainly  a  major  factor.  After  all,  once  it 
goes  into  the  belly,  it  isn't  necessarily  headed  to  the 
cells  that  need  it. 

Interviewer:  I  want  to  talk  with  you  later  about 
beri-beri  and  scurvy.  Did  you  see  beri-beri  back  in 
the  hills? 

Dr.  Reeves:  Not  really.  But  there  we  go  again, 
wrapping  a  part  of  the  nutritional  syndrome  into  a 
separate  little  disease.  Who  knows  if  the  burning 
hands  and  feet  and  mental  changes  and  atrophy  be- 
long to  pellagra  or  beri-beri? 


Though  an  acquaintance  with  the  structure  of  the  human  body  is  indispensably  necessary 
to  qualify  a  man  for  being  an  expert  surgeon;  yet  many  things  may  be  done  to  save  the 
lives  of  their  fellow-men  in  emergencies  by  those  who  are  no  adepts  in  anatomy.  The 
peasants  daily  perform  operations  upon  brute  animals,  which  are  not  of  a  less  difficult 
nature  than  many  of  those  performed  on  the  human  species;  yet  they  seldom  fail  of  success. 
—William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases 
by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  387. 
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THE  1973  MIDWINTER  EXECUTIVE 
COUNCIL  MEETING 

Dr.  John  Kernodle,  chairman  of  the  AMA  Board 
of  Trustees  and  Dr.  James  Sammons,  vice-president 
of  the  AMA,  opened  the  meeting  with  direct  per- 
sonal messages  from  advance  lines  of  organized 
medicine's  skirmishing  with  public  and  private  forces 
active  in  the  health  field.  Dr.  Kernodle  cautioned 
the  group  that  the  way  in  which  PSRO's  (Professional 
Standards  Review  Organizations)  are  set  up  will  be 
more  important  to  medicine's  future,  in  his  opinion, 
than  Medicare,  Medicaid  or  any  national  health  in- 
surance scheme.  He  also  reported  that  the  AMA  is 
doing  its  best  to  have  the  federal  government  allow 
physicians  to  adust  their  fees  in  the  face  of  inflation, 
something  currently  denied  them  and  granted  virtu- 
ally everyone  else.  Dr.  Sammons  agreed  with  Dr. 
Kernodle's  assessment  of  the  importance  of  PSRO 
formation,  and  mentioned  the  divisive  and  unproduc- 
tive nature  of  much  of  the  sniping  that  goes  on  about 
organized  medicine's  efforts  to  take  useful  stands  on 
issues  affecting  the  profession.  He  urges  us  to  sup- 
port the  AMA  as  the  best  hope  for  advances  in  what 
most  physicians  consider  important  aspects  of  their 
professional  lives.  In  his  opinion,  unions  for  physi- 
cians can  do  nothing  that  the  AMA  can't  do,  and 
would  involve  medicine  in  activities  not  germane  to 
the  profession. 

Dr.  Tilghman  Herring  reported  for  the  Finance 
Committee  on  its  efforts  to  maintain  fiscal  stability 
for  the  Society.  Their  careful  management  of  our 
money  has  resulted  in  full  payment  for  our  fine  head- 
quarters building,  at  the  cost  of  only  $13,000  in 
interest.  This  achievement  on  the  part  of  the  member- 
ship, under  the  management  of  the  Finance  Com- 
mittee, came  about  through  the  far-sighted  action  of 
the  Society  in  paying  for  the  building  as  it  went 
along,  with  only  intermittent  need  to  borrow,  and  no 
need  for  a  mortgage  at  current  high  interest  rates. 
The  arrival  of  1973  dues  payments  made  possible 
the  settlement  of  outstanding  debts  for  the  building. 
In  the  process  of  financing  the  building,  the  Society's 
reserve  funds  have  been  substantially  eliminated. 
Now  they  must  be  rebuilt  to  conform  to  the  accepted 
good  business  practice  of  having  a  sum  equal  to  a 
year's  budget  in  reserve.  The  income  from  rental  of 
space  not  currently  needed  by  the  Society  brings  in  a 
sum  about  equal  to  the  operating  expenses  of  the 
building,   as  was  projected  in   discussions  with   the 
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membership  during  the  planning  phase.  The  prop- 
erty which  the  Society  bought  for  a  headquarters 
building  some  years  ago,  near  the  Raleigh-Durham 
airport,  had  been  put  on  the  market  when  our  need 
for  space  close  to  the  government  agencies  with  which 
we  now  must  deal  all  the  time  dictated  a  downtown 
site.  This  property  has  now  been  sold,  and  the  So- 
ciety holds  a  mortgage  on  it,  one  in  which  the  buyer 
has  the  option  of  accelerated  payments.  The  funds 
from  this  property  sale  will  go  into  the  needed  re- 
serve. 

Dr.  Frank  Sohmer,  chairman  of  the  Committee  on 
Peer  Review,  had  an  item  for  action  which  reflected 
the  anticipation  by  the  Society  of  the  major  changes 
mentioned  in  Dr.  Kernodle's  earlier  remarks.  The 
Council  approved  the  Articles  of  Incorporation  of  the 
North  Carolina  Medical  Peer  Review  Foundation, 
and  directed  Mr.  Anderson,  our  attorney,  to  proceed 
with  incorporation.  The  wording  of  the  articles  takes 
into  account  all  that  our  Committee  and  Mr.  Ander- 
son were  able  to  find  out  from  various  sources  about 
how  it  should  be  done.  Once  established,  the  Founda- 
tion will  have  an  existence  independent  of  the  Medi- 
cal Society,  for  that  is  the  only  way  it  can  operate  un- 
der the  law.  The  Executive  Council  also  approved  the 
following:  the  incorporators  will  be  Drs.  Glasson 
(President),  Gilbert  (President-Elect),  Estes  (Con- 
stitutional Secretary),  Davis  (Speaker  of  the  House 
of  Delegates),  and  Sohmer  (Chairman  of  the  Peer 
Review  Committee);  suggested  as  members  of  the 
initial  board  of  directors  were  Drs.  Glasson,  Gilbert, 
Estes,  Styron  (Past  President),  Davis,  Sohmer,  the 
men  who  are  councilors  of  the  10  districts,  and  the 
President  of  the  Old  North  State  Medical  Society  or 
his  designee.  In  the  discussion  it  was  pointed  out  that 
federal  law  requires  that  Professional  Standards  Re- 
view Organizations  be  in  operation  by  January  1, 
1974.  If  medical  groups  do  not  form  their  own  peer 
review  organizations  the  Secretary  of  HEW  will 
do  it  himself,  and  must  do  so  by  the  deadline  stated. 
Faced  with  the  inevitable,  our  Society,  which  repre- 
sents 80  percent  of  the  physicians  licensed  to  practice 
in  the  state,  is  attempting  to  meet  both  the  let- 
ter and  the  spirit  of  the  law  with  the  proposed  Foun- 
dation. The  articles  of  incorporation  are  published  in 
full  in  the  "Committees  and  Organizations"  section 
of  this  issue  of  the  Journal. 

Dr.  David  Bruton,  reporting  for  the  Legislative 
Committee,  quickly  reviewed  the  early  health  issues 
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shaping  up  in  the  Legislature.  The  recent  U.S.  Su- 
preme Court  ruling  on  abortion  has,  in  effect,  left 
North  Carolina  without  an  abortion  law.  A  new  pro- 
posed law  will  probably  be  drafted  and  introduced  to 
meet  the  new  interpretation  of  the  Constitution,  and 
the  Society  will  make  its  views  known  after  consul- 
tation with  those  interested  and  expert  in  the  matter 
here  in  the  state.  Our  laws  on  the  reporting  by  phy- 
sicians of  cases  of  child  abuse  are  to  be  strengthened 
again,  the  latest  version  to  provide  a  penalty  for  not 
reporting  them.  What  started  out  as  a  bill  to  offer  pro- 
tection for  voluntary  reporting  has  progressed 
through  compulsory  reporting  without  penalty  to  the 
present  mood.  A  bill  which  did  not  go  through  the 
last  legislature  is  coming  up  again.  It  would  require 
the  reporting  of  instances  of  intentional  trauma — ■ 
gunshot  and  stab  wounds,  and  the  like.  The  Council 
had  mixed  feelings  about  this,  some  members  agree- 
ing that  it  would  remove  the  onus  of  reporting  from 
them,  others  that  it  was  unnecessary  since  there  are 
already  statutes  making  the  reporting  of  any  felony 
mandatory.  Dr.  Bruton  will  pass  along  to  the  legisla- 
;ors  involved  the  almost  evenly  divided  opinions  of 
the  Councilors  on  the  subject. 

In  May,  1971,  the  House  of  Delegates  directed 
:hen  President  Styron  to  have  the  North  Carolina 
(oint  Conference  Committee  on  Medical  Care  "un- 
dertake a  study  to  determine  the  number  of  addi- 
:ional  medical  students  needed,  and  another  study  to 
ietermine  the  most  economical  and  efficient  way  to 
:ducate  these  students."  A  subcommittee  of  the  Joint 
Conference  Committee  composed  of  Drs.  Anlyan, 
vleads,  Sheps,  and  Glasson  was  established  to  im- 
plement this  request.  After  more  than  a  year  of  work 
heir  final  report  went  to  the  Joint  Conference  Com- 
nittee  on  November  16,  1972,  and  was  approved  by 
hat  body  as  an  official  statement,  there  being  more 
han  the  required  75  percent  favoring  the  action. 
Their  final  report  appears  in  this  issue  of  the  Journal 
or  the  information  of  the  entire  membership.  After 
)r.  Welton's  presentation  of  the  report  to  the  Coun- 
•ilors,  they  were  informed  of  its  imminent  appear- 
ance in  the  Journal  and  took  no  action,  since  the 
tudy  was  done  at  the  direction  of  the  House  of  Dele- 
;ates  and  is  now  available  for  whatever  use  they  feel 
>roper. 

Dr.  Charles  Llewellyn  presented  a  report  for  the 
Committee  on  Mental  Health,  which  will  appear  in 


full  in  the  "Committees  and  Organizations"  section  of 
a  subsequent  issue  of  the  Journal.  Several  members 
of  the  Council  expressed  some  concern  that  if  psy- 
chiatric patients  go  through  a  peer  review  process 
on  a  specialty  basis,  then  other  specialties  will  want 
the  same  treatment. 

The  substance  of  Dr.  Josephine  NewelFs  remarks 
about  the  Annual  Meeting  will  appear  later,  in  her 
own  words,  in  the  editorial  columns  of  the  Journal. 
One  can  only  capture  the  substance  in  her  printed 
remarks,  for  her  delivery  and  her  embellishments 
added  a  great  deal.  Her  Commission  has  done,  and 
will  do,  a  great  deal  to  adapt  our  Annual  Meeting  to 
the  needs  of  modern  times,  but  it  needs  the  help  of  the 
membership  at  large  to  do  the  job  properly.  The 
Council  joined  Dr.  Newell  and  her  group  in  putting 
this  matter  before  the  membership,  as  outlined  in  her 
editorial. 

Dr.  George  Paschal  presented  a  report  from  the 
Emergency  Medical  Service  Task  Force,  including  the 
objectives  they  have  developed;  these  objectives,  en- 
dorsed by  the  Council,  appear  in  the  "Committees 
and  Organizations"  section  of  the  Journal.  Dr.  Pas- 
chal said,  in  response  to  questions,  that  the  helicop- 
ter is  considered  to  play  a  minor  role  in  our  state,  for 
a  variety  of  reasons. 

Dr.  E.  B.  Spangler  presented  a  resolution  on  behalf 
of  the  committee  to  work  with  the  Industrial  Care 
Commission,  calling  on  the  Council  to  authorize 
whatever  legal  help  is  needed  to  have  the  Commission 
implement  the  usual,  customary,  and  reasonable  fee 
payments  authorized  under  existing  law.  With  the 
help  of  the  Legislative  Committee,  this  committee  has 
determined  that  the  present  statutes  are  such  that  no 
additional  legislation  is  needed  for  the  Commission  to 
pay  fees  on  the  same  basis  as  everyone  else. 

Dr.  John  McCain  informed  the  Council  that  Paid 
Prescriptions,  Inc.  had  been  retained  by  the  state  to 
monitor  Medicaid  prescriptions.  All  prescriptions 
written  for  such  patients  are  run  through  a  computer 
which  will  check  such  facts  as  numbers  of  doses  or- 
dered, size  of  dose,  doctors  doing  the  ordering,  and 
so  on.  If  such  things  happen  as  a  patient  getting  an 
uneconomical  size  of  prescription,  or  having  the  same 
medication  ordered  by  several  different  doctors,  those 
doctors  will  be  notified  so  that  appropriate  action 
can  be  taken. 


The  want  of  free  air  is  likewise  very  hurtful  to  children  in  this  respect.  When  a  nurse 
lives  in  a  close,  small  house,  whefe  the  air  is  damp  and  confined,  and  is  too  indolent  to 
carry  her  child  abroad  into  the  open  air,  it  will  hardly  escape  this  disease.  A  healthy 
child  should  always  be  in  motion,  unless  when  asleep;  if  it  be  suffered  to  lie,  or  sit,  instead 
of  being  tossed  and  dandled  about,  it  will  not  thrive. — William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Resimen  and  Simple  Medicines, 
etc.  Richard  Folwell.  1799.  p.  383. 
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PRE-HOSPITAL  EMERGENCY  CARE  OF  THE 
HEART  ATTACK  PATIENT 

J.  E.  Stolfi,  M.D.,  F.A.C.P. 

At  the  present  time  emergency  care  of  patients  with 
coronary  attacks  is  divided  into  pre-hospital  and  in- 
hospital  phases.  Excellent  progress  has  been  made  in 
the  in-hospital  treatment  of  coronary  patients.  In  ad- 
dition, at  present  mobile  emergency  room  and  coro- 
nary care  vehicles  are  making  great  strides  in  deliver- 
ing lifesaving  care  to  victims  of  heart  attacks  prior  to 
getting  them  to  the  hospital.  In  many  instances,  with 
adequately  trained  ambulance  or  mobile  care  atten- 
dants, specific  treatment  is  begun  before  the  patient 
gets  to  the  hospital,  and  the  in-hospital  care  is  merely 
a  continuation  of  this  process. 

There  remains  one  gap  in  the  continuous  care  of 
the  patient  who  suffers  a  heart  attack,  and  that  is  the 
lack  of  provision  for  some  form  of  cardiopulmonary 
assistance  prior  to  the  arrival  of  the  rescue  squad.  An 
attempt  is  now  being  made  to  provide  that  missing 
but  essential  link.  The  American  College  of  Physi- 
cians has  embarked  on  a  mass  educational  program 
in  cardiopulmonary  resuscitation.  The  obvious  people 
to  provide  this  link  will  be  the  general  public,  and 
this  requires  a  nationwide  educational  effort  to  edu- 
cate the  public  in  cardiopulmonary  resuscitation.  The 


College  of  Physicians,  in  cooperation  with  the  Heart 
Association,  will  urge  physicians  to  join  in  this  effort. 
Demonstrations  with  mannequins  and  movie  films 
will  be  used.  The  training  will  be  limited  to  the  pro- 
vision of  pulmonary  and  circulatory  support  in  the 
form  of  mouth-to-mouth  resuscitation  and  closed 
chest  massage. 

A  side  issue  of  this  program  concerns  legal  action 
against  those  who  perform  the  procedures  improper- 
ly. Several  states  have  enacted  laws  protecting  indi- 
viduals who  perform  emergency  procedures.  Adop- 
tion and  application  of  such  laws  in  other  states  will 
obviously  go  hand  in  hand  with  local  cooperation  and 
education,  so  that  a  higher  level  of  confidence  on  the 
part  of  the  general  public  can  be  anticipated. 

It  is  hoped  that,  with  a  massive  program  of  public 
education,  the  interval  between  the  actual  time  of 
coronary  arrest  and  the  arrival  of  trained  profes- 
sionals will  be  used  to  give  life  support  to  the  patient. 
Abstracted  by  Drew  Grice,  M.D. 

From  "Emergency  Medicine  Today,"  the  AM  A 
Commission  on  Emergency  Medical  Services,  Vol.  1, 
No.  8,  October,  1972.  Copies  of  the  original  article 
may  be  obtained  from  the  American  Medical  Asso- 
ciation, 535  North  Dearborn  Street,  Chicago,  III. 
60610. 


As  this  disease  (rickets)  is  always  attended  with  evident  signs  of  weakness  and  relaxation, 
our  chief  aim  in  the  cure,  must  be,  to  brace  and  strengthen  the  solids,  and  to  promote 
digestion,  and  the  due  preparation  of  the  fluids.  These  important  ends  will  be  best  answered 
by  wholesome  nourishing  diet,  suited  to  the  age  and  strength  of  the  patient,  open  dry  air, 
and  sufficient  exercise. — William  Buclian:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention 
and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.  Richard  Folwell,  1799,  p.  383. 
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Our  man  Sam 
makes  house  calls. 

On  doctors. 


Sam  Pridgen  put  in  about 
20,000  miles  last  year  in  line  of 
duty.  That  covers  a  lot  of  North 
Carolina.  And  a  lot  of  health  care 
professionals. 

Sam  is  a  Blue  Shield  Pro- 
fessional Relations  Representative. 
He  calls  on  doctors,  and  their 
assistants.  At  their  offices,  hospitals, 
or  clinics,  and  even  their  homes,  if 
need  be. 

His  Blue  Cross  counterparts 
call  on  Administrators  and  the 
business  office  staff  of  hospitals, 
nursing  homes,  and  home  health 
agencies. 

In  all,  we  have  18  specially 
trained  Blue  Cross  and  Blue  Shield 
representatives  who  keep  the 
professionals  and  providers  of 
health  care  up  to  date  on  changes  in 
Blue  Cross  and  Blue  Shield 
coverage,  contracts,  methods  of 
claims  reporting,  news  of  what 
others  like  them  are  doing  and 
planning. . .  and  also  the  nitty  gritty 
of  how  to  fill  out  claims  forms 
accurately. 

If  we  make  our  man  Sam 
sound  like  an  all-round  guy,  it's 
because  he  is.  He's  a  real  pro  in  the 
health  service  field.  So  are  all  the 
other  Sam  types  who  work  for 
Blue  Cross  and  Blue  Shield.  Maybe 
you  know  the  one  who  serves  your 
own  community.  You  should, 
especially  if  you  are  a  medical 
professional  yourself. 
He's  there  to  help. 
So  are  we,  all  of  us,  at  Blue 
Cross  and  Blue  Shield. 
Call  on  us. 

Serving  you  is  our 
only  business. 


i  CAROLINA  BLUE  CROSS  AND  BLUE  SHIELD.  INC. 


This  advertisement  appeared  in  North  Carolina  newspapers. 


Committees  and 
Organizations 


SUBCOMMITTEE  ON  MEDICAL  STUDENTS  AND  MANPOWER 
NORTH  CAROLINA  JOINT  CONFERENCE  COMMITTEE  ON  MEDICAL  CARE 


At  the  meeting  of  the  House  of  Delegates  of  the 
North  Carolina  Medical  Society  in  May  1971,  the 
Lincoln  County  Medical  Society  introduced  a  reso- 
lution* asking  the  N.  C.  Medical  Society  "to  under- 
take a  study  to  determine  the  number  of  additional 
medical  students  needed,  and  another  study  to  de- 
termine the  most  economical  and  efficient  way  to 
educate  these  students."  The  then  President  of  the 
N.  C.  Medical  Society  requested  the  N.  C.  Joint  Con- 
ference Committee  on  Medical  Caref  to  undertake 
these  studies  and  report  back  to  the  Medical  Society 
for  its  further  consideration  and  action.  The  Joint 
Conference  Committee  undertook  the  study  since 
the  Committee's  concern  is  to  stimulate  a  coordinated, 
efficient,  economical  medical  care  system  which  is 
responsive  to  change  and  in  which  there  will  be  equal 
access  to  high  quality  medical  care  for  all  citizens 
of  North  Carolina.  The  Joint  Conference  Committee 
asked  a  subcommittee  composed  of  the  Vice-Presi- 
dents for  Health  Affairs  at  Duke,  Bowman  Gray  and 
UNC,  with  John  Glasson,  M.D.,  President  of  the 
North  Carolina  Medical  Society,  as  Chairman,  to 
serve  as  a  subcommittee  and  prepare  a  report.  The 
subcommittee  met  as  a  group  six  times,  in  addition 
to  smaller  task  force  meetings,  consulted  with  med- 
ical school  deans  and  other  knowledgeable  individuals 
and  reviewed  official  reports. 

It  is  generally  agreed  that  there  is  a  need  for  im- 
proved health  services  throughout  the  United  States 
and  that  North  Carolina  participates  in  the  manpower 
shortages,  maldistribution  and  other  elements  of  this 
problem.  Among  other  approaches  being  used  to  meet 
these  needs  are:  new  types  of  health  personnel,  new 
programs,  innovative  forms  of  health  care  delivery 


:  See  Appendix  A 
'  See  Appendix  D 
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and  efforts  to  improve  the  geographical  distribution 
of  physicians.  Particular  emphasis  has  been  placed 
on  the  health  needs  of  the  underserved  especially  the 
rural  and  inner  city  poor;  on  primary  physicians  for 
the  population  at  large  and  for  a  better  distribution 
of  physicians  by  specialty. 

One  important  aspect  of  the  problem  is  the  short- 
age of  practicing  physicians  and  other  health  profes- 
sionals nationally.  North  Carolina  reflects  the  national 
situation.  While  it  is  possible  to  provide  an  indication 
of  degrees  of  shortage,  it  is  difficult  to  be  precise  for 
many  reasons. 

A  key  part  of  this  report  deals  with  numbers  of 
medical  doctors  being  trained.  Current  data  indicate 
a  remarkable  increase  in  the  number  of  students 
entering  medical  schools  throughout  the  country  dur- 
ing the  past  several  years,  and  the  universities  of 
North  Carolina  have  maintained,  or  possibly  ex- 
ceeded, the  national  pace.  (Table  1 ) 

Conservative  estimates  of  need  and  supply  to  1980 


Table 

I 

Entering  Med 

cal  Students— 

North  Carolina  Schools* 

1964  1966 

1967 

1968 

1970 

1971 

1972 

Expansion 

1964  to 

1972 

in  % 

Bowman    Gray 
NX.    Residents 

54       54 
31       23 

61 

24 

61 

24 

76 

42 

76 

40 

89 

45 

64% 

Duke 

N.C.    Residents 

82       81 
18          8 

87 
6 

86 

15 

105 
25 

105 
26 

114 
31 

39% 

UNC 

N.C.    Residents 

70        70 
62       57 

75 
61 

75 
59 

100 
89 

110 
100 

130t 
117 

57%  X 

TOTAL 

206     205     223     222 
104       89       91        98 

rs 

ear  students  at  ECU 

281 

291 

333 
193 

86%t 

*  Excluding  repeate 
t  Includes  20  first-y 
t  Excluding  ECU 
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■ — prepared  by  the  Social  Research  Section  of  Di- 
vision of  Health  Sciences,  (UNC-Chapel  Hill)  from 
Department  of  Labor  data  (3)  indicate  that  North 
Carolina  will  improve  on  its  ratio  compared  with  the 
national  average.  (Table  II) 

These  figures  exclude  physicians  who  are  retired  or 
employed  in  federal  services  and  take  into  account: 

( 1 )  that  it  takes  the  entering  medical  student  on 
the  average  8  years  of  education  and  train- 
ing before  he  goes  into  practice 

(2)  an  addition  to  practice  in  North  Carolina  of 
1.28%  of  graduates  of  U.S.  medical  schools 
other  than  those  in  N.  C.  and  0.66%  of  gradu- 
ates of  foreign  medical  schools 

(3)  experience  for  retention  rate  for  N.  C.  schools 
for  last  10  years 

(4)  corrections  for  retirement  and  death 
Another  factor  having  a  favorable  influence  on 

retention  of  physicians  in  the  state  is  the  admission 


Table  II 


Ratio  of  M.D.'s  per  100,000  population  *(6) 


North   Carolina 

United  States 

North    Carolina   United    States    lag 


1970 

106 
143 
26% 


Number  of  persons  per  physician  (inverse  of  above  ratio) 


1980 

129 
161 
20% 


North  Carolina 
United  States 
Per    Cent    gain, 


1970  1980 

944  778 

699  621 

numbers    of  non-federal 


United  States 
North  Carolina 


1970-1980,    in    absolute 
physicians: 

+  29.0% 
+  35.0% 

The   Department  of   Labor  projection   shows   that   by   1980   the   an- 
ticipated   U.S.    production    of    physicians   will   equal    the   demand. 
(Table  III)  (3) 

*  Population  base:  (6) 

1970—  North  Carolina  5,082,059 

1970—  United   States  203,211,926 

Projected  to  July  1,  1980 

North  Carolina  5,645,341— Up  10% 

United   States  232,966,000— Up  13% 


Table  III  (3) 

CHART  23 

Supply  of  physicians  is  expected  to  increase  substantially 
—enough  to  eliminate  overall  shortages  before  1980. 

Thousands  of  physicians 
500 


450 


400 


350 


300 


Projected  need  for  physicians' 


Lower 
estimate 


0 
1970 


Projected  supply  of  physicians 


1975 


1980 


See  text  footnote  33  in  this  chapter. 

Source:  Department  of  Labor,  based  on  data  from 

Department  of  Health,  Education,  and  Welfare,  December  1971. 


of  in-state  students  to  the  private  medical  schools 
(Bowman  Gray  and  Duke)  in  addition  to  the  large 
proportion  enrolled  in  the  UNC  system.  In  1970,  40 
of  Bowman  Gray's  76  first-year  admissions  were 
residents  of  North  Carolina,  as  were  26  of  Duke's 
104  first-year  students.  If  this  proportion  continues 
in  subsequent  classes  and,  retention  rates  remain  un- 
changed, there  will  be  an  additional  annual  gain  in 
N.  C.  physicians.  (Appendix  C) 

In  the  private  schools,  where  no  capital  cost  is 
involved  but  some  support  is  being  provided  from 
state  funds  for  operations,  there  will  be  142  addi- 
tional North  Carolina  residents  in  North  Carolina 
medical  schools  in  1973  above  the  number  in  1969. 

The  most  impressive  overall  statistic  is  the  current 
AM  A  projection  (7)  of  approximately  16,000  first- 
year  places  by  1975,  well  ahead  of  "crisis"  needs 
defined  by  the  Howard  Committee  Report  ( 1 )  and 
the  Carnegie  Commission  Report  (2). 

It  is  essential  to  note  that  this  marked  expansion 
of  the  entering  classes  in  the  medical  schools  of  the 
state  and  the  nation  will  not  have  a  major  impact 
on  medical  care  for  several  years.  It  ordinarily  re- 
quires 7-9  years  from  the  time  of  admission  to 
medical  school  to  point  of  entry  into  full-time  prac- 
tice. 

Medical  education  is  one  of  the  most  costly  forms 
of  professional  education.  Present  progress  and  ef- 
forts of  N.  C.  in  medical  education  should  be  con- 
sidered in  the  context  of: 

A.  North  Carolina's  efforts  in  other  professional 
educational  fields.  North  Carolina  appears  to  be  carry- 
ing its  share  of  the  national  medical  education  load  as 
shown  bv  these  figures:   (5) 

N.  C.  has  2.5%  of  the  nation's  population  (2.4996% 
in  1970)  and  N.  C.  colleges  grant  2.5%  in  first  degrees. 
(Degrees  requiring  four  or  five  years) 

In  1972  N.  C.  had  2.5%  of  the  nation's  recipients 
of  the  M.D.  awarded  in  the  state.  From  data  on  first- 
year  admissions.  N.  C.'s  share  of  1976  M.D.'s  is 
expected  to  rise  to  2.9%  of  the  national  total. 

HEW's  National  Center  for  Educational  Statistics 
indicated  that  in  1969-70.  N.  C.  colleges  had  18,587 
of  the  nation's  792.316  degrees  or  2.35%  of  the  na- 
tion's total. 

Of  first  professional  degrees  requiring  six  or  more 
college  years  in  1970.  N.  C.  had  1.90%  of  the  nation's 
such  degrees  —  1.25%  of  dentistry,  1.64%  of  law, 
3.32%   of  theology  and  2.4%   of  medicine. 

B.  North  Carolina's  reasonable  capability  to  support 
education:  U.S.  Department  of  Commerce  figures 
show  N.  C.  to  be  41st  in  per  capita  income  among  the 
states  in  1971;  the  percentage  of  lag  of  N.  C.  behind  the 
U.  S.  per  capita  income  in  1971  was  18.1%. 

It  should  be  emphasized  with  respect  to  the  overall 
problem  of  health  services  for  the  citizens  of  N.  C, 
numbers  of  physicians  is  but  one  major  aspect.  Other 
aspects  include: 

1.  The  distribution  of  physicians  geographically  and 
by  specialty.  The  promotion  and  establishment  of  group 
practice  is  a  promising  development.  Multispecialty 
group  practice  that  is  based  on  primary  care  has 
significant  relevance  for  presently  underserved  areas. 
Furthermore,  appropriate  regionalization  is  easier  to 
accomplish  with  the  group  practice  mode.  Regionaliza- 
tion of  service  applies  to  primary  care  regardless  of 
whether  physicians  practice  in  formal  groups.  The 
goals   of   regionalization    should   be    to   create    an   ad- 
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ministrative  system  that  enhances  access  and  improves 
the  professional  quality  of  care.  If  situated  in  logical 
population  centers,  and  if  associated  with  adequate 
transportation  facilities,  regional  medical  care  can 
meet  goals  of  access.  It  appears  to  be  unrealistic  to 
assume  that  many  physicians  will  enter  into  practice 
in  service  areas  of  less  than   10,000  population. 

Despite  increased  production  of  physicians,  recent 
graduates  have  tended  to  go  into  specialities  and  have 
tended  to  concentrate  in  urban  areas.  This  has  led  to 
an  insufficient  number  of  physicians  delivering  primary 
care,  especially  internists,  pediatricians  and  family  prac- 
titioners. There  is  evidence  of  increasing  concern  re- 
garding this  problem  by  medical  schools  nationally  and 
in  North  Carolina.  Several  institutions  in  this  state 
have  developed,  and  others  are  now  developing,  pro- 
grams in  Family  Practice.  Preceptorships  have  been 
established  in  greater  numbers  to  encourage  medical 
students  to  observe  community  physicians  in  practice. 
In  a  study  on  the  relationship  between  medical  edu- 
cation and  the  state-wide  per  capita  distribution  of 
physicians  by  Dr.  R.  M.  Scheffler  of  the  University  of 
N.  C,  it  has  been  shown  that  if  physicians  serve  as 
interns  and  residents  in  certain  areas  of  the  state, 
they  do  have  an  increased  tendency  to  practice  in  the 
state.  This  fact  is  being  taken  into  consideration  in  con- 
nection with  the  emerging  program  of  the  University 
of  N.  C.  Medical  School  to  place  residents  for  training 
in  satellite  hospitals  throughout  the  state. 

2.  Increased  use  of  non-physician  health  care  per- 
sonnel of  traditional  and  new  types.  The  use  of  non- 
physicians  to  assist  in  the  provision  of  health  services 
within  an  organized  medical  care  program  can  enhance 
total  productivity  of  physicians.  The  academic  medical 
centers  and  organized  medicine  in  North  Carolina  have 
been  in  the  forefront  in  developing  programs  for  the 
education  and  utilization  of  physician's  assistants  and 
nurse  practitioners  (Appendix  B)  It  is  fair  to  say  that 
in  the  areas  of  organization  of  health  services,  the 
training  of  auxiliary  health  manpower,  and  distribution 
of  physicians,  N.  C.'s  schools  of  medicine  and  organized 
medical  professions  are  currently  vigorously  up-to-date 
and,  in  some  instances,  providing  national  leadership. 
This  does  not  mean  to  imply  that,  collectively,  all  that 
should  be  done  has  been  accomplished  in  these  vital 
areas.  It  is  widely  recognized  that  new  and  better  ways 
of  delivering  health  services  should  be  continually 
sought  as  necessary  financial  support  becomes  available. 
In  view  of  the  significant  increase  in  the  size  of 
entering  medical  classes  nationally  and  in  this  state, 
plus  the  sharply  changing  character  of  physician- 
supply  projections,  the  state  requires  a  reasonable  and 
prudent  strategy  with  respect  to  its  additional  efforts 
in  this  area.  The  high  cost  of  medical  education,  the 
major  on-going  changes  in  delivery  of  health  services 
and  N.  C.'s  present  commitments  make  careful  evalua- 
tion and  continuing  study  necessary. 

Constraints  on  attaining  the  number  of  physicians 
that  will  be  needed  are  primarily  money  resources 
for  capital  facilities,  faculty,  operational  funds  and 
scholarships.  An  adequate  number  and  variety  of 
patients  are  required  for  teaching  in  university  clinics 
and  hospitals,  in  addition  to  access  to  patients  in 
affiliated  community  hospitals.  Though  the  Health 
Professions  Education  Act  of  1971  requires  expan- 
sion of  medical  school  enrollment  to  be  eligible  for 
federal  support,  appropriations  do  not  meet  con- 
struction costs  or  other  financial  needs.  An  additional 
strain  is  the  use  of  medical  school  facilities  by  stu- 
dents of  various  disciplines  in  the  health  field,  e.g.  at 
Duke  University  Medical  Center  there  are  over  1,700 
learners.  A  trend  in  some  centers  to  train  teachers 
so  that  they  can  teach  new  professionals  outside  the 
center  may  diminish  some  of  the  congestion.  An  in- 
clination of  university  centers  to  share  exotic  and 


expensive  resources,  including  faculty,  may  have  a 
salutary  effect  on  cost. 

National  average  cost  figures  from  the  Association 
of  American  Medical  Colleges  indicate  that  the 
capital  outlay  for  each  additional  medical  student  in 
an  existing  school  is  $400,000  to  $500,000  and 
$1,000,000  for  each  student  in  a  new  school.  In- 
tensive studies  are  in  progress  at  the  national  level  to 
determine  direct  educational  costs  for  medical  student 
education  exclusive  of  the  cost  of  teaching  hospital, 
educational  programs  for  interns  and  residents,  Ph.D. 
education  in  the  basic  medical  sciences  and  the  sup- 
port of  biomedical  research.  Current  studies  in  two 
of  North  Carolina's  three  medical  schools  suggest 
that  this  direct  educational  cost  now  ranges  between 
$7,500  and  $9,500  per  student  per  year.  It  is  recog- 
nized that  a  large  item  in  the  cost  of  medical  educa- 
tion is  the  teaching  hospital  and  the  generally  ac- 
cepted ratio  of  at  least  3  beds/student.  Of  these  beds, 
some  fall  into  the  very  expensive  categories  of 
secondary  specialty  and  tertiary  subspecialty  care. 

It  has  been  generally  agreed  by  medical  educators 
that  by  present-day  standards,  a  new  one-  or  two- 
year  medical  program  is  not  viable  unless  the  institu- 
tion is  committed  to  the  prompt  development  of  an 
M.D.  degree  program,  or  unless  it  is  an  integral  pro- 
gram of  another  M.D. -granting  institution. 

It  is  apparent  from  reviewing  projections  of  physi- 
cians expected  in  N.  C.  by  1980,  we  will  have  in- 
creased their  numbers  at  a  rate  faster  than  the  rest 
of  the  country,  but  will  still  not  have  reach  national 
parity  in  terms  of  numbers  of  practicing  physicians 
per  100,000  population.  To  attempt  to  produce  the 
number  of  entering  medical  students  each  year  which 
would  bring  us  to  national  parity  by  this  time  would, 
if  it  involved  the  financing  of  a  fourth  medical  school, 
be  an  obviously  expensive  way  to  meet  the  medical 
care  needs  of  the  people  of  North  Carolina,  and  it 
might  well  divert  attention  and  resources  from  the 
correction  of  many  other  elements  in  medical  care 
delivery  which  can  lead  to  increased  efficiency  and 
productivity. 

It  has  also  become  apparent  that  the  outlook  for 
federal  funds  for  medical  school  facilities  is  presently 
very  unfavorable.  This  means  that  matching  funds  will 
not  likely  be  available  in  the  near  future  to  build  a 
new  medical  school  or  to  expand  existing  ones. 

The  recruitment  of  able  and  productive  faculty  for 
a  fourth  medical  school  would  also  seem  to  present 
some  problems  and  would  be  almost  prohibitively 
expensive.  It  has  been  pointed  out  that  in  the  three 
medical  schools  of  N.  C,  over  two-thirds  of  the 
operating  money  for  these  institutions  is  brought  in 
by  the  productiveness  of  the  faculty  itself  and  is  other 
than  state-supplied  money,  e.g.  income  from  "federal 
and  private"  grants  and  from  medical  services. 

In  light  of  the  above  considerations,  the  subcom- 
mittee recommends  that  the  state  of  North  Carolina 
should  take  the  following  steps  during  the  next 
biennium: 
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1.  Establish  surveillance  activity  at  the  state  level 
by  the  Board  of  Governors  at  the  University  of  N.  C. 
or  other  appropriate  body  to  evaluate  progress  and 
support  an  appropriate  increase  in  the  number  of  N.  C. 
students  in  the  three  existing  medical  schools.  National 
and  state  trends  in  medical  education  should  be  care- 
fully monitored  so  that  the  use  of  N.  C.  resources 
can  relate  to  needs  which  have  been  clearly  defined. 

2.  Continue  the  present  contractural  arrangements 
through  the  Southern  Regional  Education  Board  with 
Meharry  Medical  School  in  which  20  M.D.  candidates 
and   13  D.D.S.  candidates  are  currently  enrolled. 

3.  Move  toward  the  provision  of  sufficient  resources 
to  permit  the  University  of  North  Carolina  School  of 
Medicine  to  admit  140-150  entering  students  by  1976. 

4.  In  view  of  the  increased  likelihood  that  N.  C. 
citizens  trained  in  N.  C.  medical  schools  are  much  more 
likely  to  practice  in  the  state,  it  is  suggested  that  in- 
creased support  for  N.  C.  students  in  Duke  and  Bow- 
man Gray  Medical  Schools  be  carried  out  at  a  level 
which  will  more  closely  approximate  the  cost  of  edu- 
cating a  student  and  help  assure  the  continued  viability 
of  these  institutions. 

5.  The  state  should  continue  to  support  activities 
aimed  at  increased  production  of  primary  care  phy- 
sicians such  as  Family  Practice  Programs,  and  should 
pay  particular  attention  to  efforts  at  providing  better 
distribution  of  available  physicians  and  allied  health 
personnel  in  rural  areas  and  in  the  poorly  provided 
inner  city  areas  where  medical  care  is  most  needed. 
Attention  should  also  be  given  to  national  efforts  to 
achieve  a  more  realistic  relationship  between  the  num- 
bers of  specialists  trained  and  the  need  for  these  par- 
ticular types  of  specialists  in  practice. 

6.  The  one-year  program  of  medical  education  at  the 
East  Carolina  University  should  be  phased  out  and 
replaced  by  an  Area  Health  Education  Center  (Ap- 
pendix E)  rather  than  a  medical  school.  This  opinion 
is  based  on: 

1.  recent  projections  on  physician  production  and 
need  as  previously  presented; 

2.  the  very  significant  increase  in  entering  class 
size  and  places  for  North  Carolinians  in  the  three 
schools  of  this  state  during  the  past  four  years; 

3.  the  high  cost  of  establishing  a  new  degree- 
granting  school  which  is  a  necessary  commitment 
to  the  accreditation  of  a  new  independent  two-year 
school,  and  the  fact  that  it  is  highly  unlikely  that 
federal  matching  funds  will  be  available  in  the  near 
future; 

4.  evidence  that  the  cost  to  the  State  for  the  opera- 
tion of  the  present  one-year  program  and  the  pro- 
posed two-year  program  at  East  Carolina  University 
is  very  high.  The  projected  cost  to  the  State  sub- 
stantially exceeds  the  cost  at  the  three  existing 
schools.  This  is  unavoidable  in  the  case  of  any  new 
medical  school; 

5.  national  evidence  that  the  establishment  of  a 
new  medical  school  has  very  little  influence  on  the 
retention  of  its  graduates  for  practice  in  physician- 
shortage  areas  in  its  region; 

6.  significant  benefits  to  health  care  in  Eastern 
North  Carolina  that  could  be  achieved  through  the 
establishment  of  an  Area  Health  Education  Center 
in  Greenville.  Such  a  center  would  concentrate  on 
the  training  of  house  staff,  the  continuing  education 
of  physicians  and  the  training  of  allied  health  pro- 
fessionals in  cooperation  with  the  established  schools 
of  medicine. 

Conclusion 

In  response  to  the  specific  questions  of  the  North 
Carolina  Medical  Society,  the  subcommittee  holds  that 
because  of  the  number  of  factors  mentioned  in  the 
report  that  will  have  a  major  impact  in  the  near  future 
on  the  organization  and  delivery  of  medical  care  and 
physician  productivity  and  mobility,  the  committee 
feels  that  it  is  not  possible  to  project  with  full  docu- 
mentation a  specific  number  of  additional  medical  stu- 
dents needed  to  be  educated  in  North  Carolina.  How- 
ever, based  on  present  evidence  and  judgment,  the 
committee   has  clearly   indicated   that   the   number  of 


students  currently  enrolled  and  projected  to  be  enrolled 
in  the  three  four-year  medical  schools  should  be  an 
adequate  number,  and  that  the  most  economical  and 
efficient  way  to  educate  these  students  is  within  the 
existing  four-year  schools.  It  urges  continuing  surveil- 
lance on  this  matter  and  that  a  major  commitment  of 
state  funds  to  establish  another  medical  school  be  made 
only  if  and  when  evidence  clearly  indicates  its  need. 

November  16,   1972 

APPENDICES: 

(A)  Lincoln  County  Resolution 

(B)  North  Carolina  Medical  Center  Allied  Health  Professional 

Programs 
(C>    Projection  Non-Federal  Physicians  in  North  Carolina  to  1985 

(D)  Joint  Conference  Committee  Roster 

(E)  Area  Health  Education  Center 

BIBLIOGRAPHY: 

1.  Howard  Report,  Journal  of  Medical  Education,  46:  105-116.  Feb. 
1971. 

2.  Carnegie  Commission  on  Higher  Education,  Higher  Education  and 
the  Nation's  Health.  New  York:  McGraw  Hill  Book,  Inc.,   1970. 

3.  President's  Manpower  Report  to  Congress.  U.  S.  Dept.  of  Labor, 
1972. 

4.  Earned  Degree's  Conferred:  1969-1970.  Institutional  Data,  Depart- 
ment Health,  Education  and  Welfare,  National  Center  for  Edu- 
cational Statistics. 

5.  Social  Research  Section,  Division  of  Health  Affairs,  University  of 
North  Carolina  —  Harvey  L.  Smith,  Ph.D.,  Director. 

6.  Population  Figures  from  U.  S.  Census  '970  and  Population  Pro- 
jections and  Estimates  —  U.  S.  Census  Department. 

7.  Journal  American  Medical  Association,  June  19,  1972.  AMA  Council 
on  Medical  Education.* 

8.  Scheffler.  The  Relationship  Between  Medical  Education  and  the 
Statewide  Per  Capita  Distribution  of  Physicians.  Journal  Medical 
Education,  46:  995-998.  Nov.  1971. 

*Personal  communication,  Glen  Ley-master,  M.D.,  correction  by  addi- 
tion 1200  new  places  resulting  jrom  implementation  of  the  Health 
Professions  Education  Act, 

Confirmed  independently  by  John  A.  D.  Cooper,  M.D..  President  of 
AAMC. 


APPENDIX  A 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NORTH  CAROLINA  HOUSE  OF  DELEGATES 

Resolution:  1  (A-71) 

Introducted  by:  Lincoln  County  Medical  Society 
Subject:   Studies  Regarding  Medical  Students 
Referred  to:  Reference  Committee  No.  II 

(Charles  L.  Stuckey,  M.D.,  Chairman) 

Whereas:  it  is  well  known  to  North  Carolinians 
that  there  is  a  strong  effort  being  made  to  establish 
a  two-year  medical  school  at  East  Carolina  Univer- 
sity, and 

Whereas:  it  is  known  that  the  Board  of  Higher 
Education  recommended  that  a  study  be  done  on 
this  and  they  had  not  recommended  to  the  North 
Carolina  General  Assembly  that  the  money  be  appro- 
priated, and 

Whereas:  the  proponents  from  East  Carolina  Uni- 
versity bypassed  this  recommendation  and  went  di- 
rectly to  the  legislators  and  secured  the  money,  and 

Whereas:  it  appears  that  the  cost  estimates  for  such 
a  two-year  school  are  from  $1.5  million  to  $20  mil- 
lion, and 

Whereas:  it  appears  from  published  information 
that  16  first-year  students  are  planned  for  the  fall  of 
1971  with  yearly  increases  planned  up  to  an  entering 
class  of  forty  in  1974,  and 

Whereas:  the  impact,  cost  and  feasibility  of  such 
a  project  vitally  interests  and  affects  all  the  physicians 
of  North  Carolina,  and 

Whereas:  the  cost  of  medical  care  and  medical 
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education  are  concerns  of  consumers,  legislators,  tax- 
payers, and  physicians  and 

Whereas:  it  is  well-known  that  the  medical  schools 
of  the  United  States  are  now  in  serious  financial  dif- 
ficulty, and 

Whereas:  we  have  three  excellent  medical  schools 
in  North  Carolina  which  entered  250  first-year  stu- 
dents in  1969-70  and  are  increasing  their  classes 
each  year; 

Therefore:  The  Lincoln  County  Medical  Society  re- 
solves to  ask  the  Medical  Society  of  the  State  of  North 
Carolina  to  undertake  a  study  to  determine  the  num- 
ber of  additional  medical  students  needed  and  another 
study  to  determine  the  most  economical  and  efficient 
way  to  educate  these  students:  these  studies  to  be 
produced  in  understandable  form  and  distributed  to 
each  member  of  the  Medical  Society  of  the  State  of 
North  Carolina  and  any  other  interested  physician  in 
North  Carolina.  Along  with  the  distribution  of  the 
report  the  Society  should  encourage  each  physician 
to  make  his  opinion  known  to  the  State  Society  and 
his  own  legislators. 


APPENDIX  B 

PHYSICIAN 

NURSE 

ASSISTANT 

PRACTITIONER 

OR  ASSOCIATE 

Bowman  Gray 

1969-71       8 

1970-72     12 

1971-73     20 

Entering  1972 

21 — no  attrition 

Duke  (affiliated 

Pediatric 

Student  Graduates 

program  with 

Nurse 

1965-67            4           3 

Schools  of 

Practitioners 

1966-68          13          12 

Nursing  at 

180 

1967-69          14         13 

UNC-G;   UNC-C; 

Graduates 

1968-70          14         14 

ECU  and  WCU) 

in  2  years 

1969-71          40         29 

1970-72          40         39 

1971-73          40         — 

Entering  1972     40 

UNC 

1970       7 

Surgical  PA 

1971     12 

1971       4 

Entering  1972 

20 

APPENDIX  C 

Non-Federal  Physicians  in  North  Carolina  to  1985: 
Projection  by  Components  of  Incremental  Change* 


Total  Living 
January  1 

5386 
5528 
5681 
5844 
6007 
6186 
6378 
6590 
6804 
7027 
7275 
7532 
7801 
8074 
8351 
8630 


Incremental 
from  NC 
Schools 

92 
96 

104 
101 
114 
122 
139 
13G 
142 
162 
167 
175 
175 
175 
175 


Gains  of  Physicians: 
Rest  of 


Year 

1970 
1971 
1972 
1973 
1974 
1975 
1976 
1977 
1978 
1979 
1980 
1981 
1982 
1983 
1984 
1985 

Increase  to  1980—35%;  to  1985—54% 

*  For  sources,  assumptions,  and  methodology,  see  following  page. 
The   above   data    include   all    living   non-Federally-employed    physi- 
cians,  including   interns,   residents,   and   fellows,   as  well   as  those 
not  in  active  medical  practice.  Excluded  are  osteopaths  and  Fed- 
erally-employed physicians. 


US 

100 
112 
116 
121 
126 
134 
140 
147 
153 
161 
168 
176 
183 
190 
197 


Foreign 

23 

20 

20 
20 
20 
20 
20 
20 
20 
20 
20 
20 
20 
20 
20 


Minus 
Deaths 

73 
75 

77 
79 
81 
84 
87 
89 
92 
95 
98 
102 
105 
108 
113 


Notes  on  Physician  Projection  Assumptions  and 
Methodology: 

1  )  "Total  Living  January  1":  The  1970  figures  from 
the  Social  Research  Section's  data  precisely  matched  the 
figure  in  Health  Resources  Statistics,  1970.  Table  84, 
from  the  National  Center  for  Health  Statistics,  HEW. 
The  increments  added  in  the  row  for  1970  were  cal- 
culated prior  to  receipt  of  Health  Resources  Statistics, 

1971,  with  the  reassuring  result  that  the  projected  1971 
figure  of  5528  differed  from  the  published  figure  of 
5524  by  only  4. 

2)  "Physicians  Added  from  North  Carolina  Medical 
Schools":  Production  of  MDs  by  the  medical  schools 
was  based  on  data  for  entering  students  through  Fall, 

1972,  and  graduates  through  June,  1972,  and  involved 
analysis  of  the  past  fifteen  years  of  experience  by  the 
schools  plus  data  and  statements  from  each  medical 
school  in  May,  1972.  The  basic  consideration  is  the 
production  of  physicians,  and  the  small  amount  of  at- 
trition is,  according  to  medical  school  policy  and  per- 
formance, almost  exactly  covered  by  in-transfers  from 
other  schools  and  other  degree  programs.  This  was 
explicitly  affirmed  by  Dr.  Osterhout.  Associate  Director 
for  Admissions  at  Duke.  Data  for  both  UNC  and  Duke 
bore  this  out,  and  Bowman  Gray  showed  a  small  5% 
slippage  from  first-year  students  to  graduates,  which  is 
projected.  It  is  assumed  that  there  will  be  a  continuing 
balance  between  numbers  repeating  a  year  or  taking 
leave  for  research  or  other  degrees,  and  the  numbers 
graduating  on  an  accelerated  basis  or  in  combined- 
degree  transfer  programs. 

The  projected  number  of  entering  students  —  and 
graduates — was  held  constant  at  the  entering  level  of 
Fall,  1972.  Further  increases  would  constitute  new 
factors  to  be  entered  into  the  projection  model. 

Based  on  past  experience,  it  is  projected  that  35% 
of  graduates  from  each  medical  school  will  be  in  the 
North  Carolina  physician  pool  throughout  the  five  years 
after  receipt  of  the  MD.  In  the  past,  there  was  virtually 
no  variation  among  the  schools'  graduate  retention 
rates.  However,  after  passage  of  five  years  beyond  the 
MD.  by  which  time  virtually  all  graduates  had  com- 
pleted internship,  residencies,  and  military  service, 
there  was  a  striking  divergence  of  migration  of  the 
schools'  graduates.  For  UNC  graduates,  30  of  the  65 
percent  of  graduates  who  had  been  outside  the  State 
for  five  years  after  graduation  returned  to  the  State 
for  practice;  for  Bowman  Gray,  10  of  the  65  percent 
returned  to  the  State:  but  for  Duke  there  was  a  net 
loss  of  5  of  the  35  percent  who  had  been  in  the  State 
after  graduation.  This  was  true  from  data  for  1950-1967 
quite  consistently,  so  those  five-year-delay  rates  were 
included  in  the  projection. 

By  attributing  to  in-state  resident  students  and  grad- 
uates of  Bowman  Gray  and  Duke  the  same  ultimate 
retention  rates  as  those  for  UNC,  we  add  to  the  pre- 
vious projection: 

no  change 

thus   1980  total  would  be 
17  higher 


Through   1978: 

no  c 

1979 

+  17 

1980 

+  18 

1981           — 

+  20 

1982 

+  20 

1983 

+  20 

1984 

+  20 

thus  1985  total  would  be 
114  higher  (one  additional 
death  would  be  subtract- 
ed) 

East  Carolina  University  has  its  first  entering  class  of  20 
first -year  medical  students  in  Fall,  1972.  Since  there  is 
no  experiential  base  for  projection  of  the  ECU  students, 
the  projection  model  here  assumes  a  continuation  of  20 
entering  students  each  year,  with  eventual  MD  a  pro- 
duction and  geographic  retention  at  the  UNC  rates.  If 
this  holds  true,  which  is  using  the  most  favorable  rates, 
by  January,  1980,  there  should  be  28  physicians  in 
North  Carolina  who  began  medical  school  at  ECU. 

3)  "Physicians  Added  from  the  Rest  of  the  U.S.": 
Based  on  a  study  of  data  since  1950  shown  in  the 
AMA's  Medical  School  Alumni,  1967,  a  consistent 
1.28%    of  graduates  of  all   U.S.   medical  schools,   ex- 
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eluding  graduates  of  the  North  Carolina  medical 
schools,  have  settled  in  North  Carolina.  This  1.28% 
is  projected  for  future  U.  S.  medical  graduates,  whose 
numbers  have  been  recently  projected  upwards  in  HEW 
data  and  in  the  President's  Manpower  Report  to  Con- 
gress, U.  S.  Department  of  Labor,  1972. 

4)  "Physicians  Added  from  Foreign":  Medical 
School  Alumni,  1967,  provided  data  showing  a  rather 
constant  receipt  in  North  Carolina  since  1950  of  0.66% 
of  all  foreign  medical  graduates  entering  the  U.  S.  for 
practice.  The  Public  Health  Service's  Health  Man- 
power Sourcebook.  Section  20.  1968,  projected  a  de- 
crease in  entry  of  foreign  graduates  to  3.000  annually, 
however,  may  be  more  than  compensated  for  by  reentry 
to  the  U.  S.  of  American  nationals  receiving  MDs  in 
other  countries,  a  rather  new  trend.  Nevertheless,  this 
increment  to  North  Carolina  manpower  is  the  smallest 
and  least  likely  to  change  in  future  numbers  even  with 
large  national  changes. 

5)  "Annual  Deaths":  A  ten-year-experience  mortality 
study  by  the  Social  Research  Section  showed  an  average 
crude  death  rate  for  white  males  of  North  Carolina 
ages  35-69  of  13  per  1000  in  that  population.  This  is 
almost  precisely  the  death  rate  nationally  employed  for 
physicians  in  Health  Manpower  Sourcebook,  Section  20, 
1968.  Since  most  physicians  are  white  males  in  these 
ages,  and  since  death  rates  for  older  males  have  stabi- 
lized nationally,  the  13/1000/year  rate  for  deaths  is 
used. 
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APPENDIX  E 

(Reprinted  from  JAMA,  Nov.  22,   1971,  vol.  218,   no.   8,   pages    1192-1194) 


Congress  on  Medical  Education 


Health  Education  Centers 

Their  Role  in  Medical  Education 

Margaret  S.  Gordon,  PhD 


The  uneven  distribution  of 
physicians  and  other  health 
personnel  in  the  United 
States  is  a  familiar  problem  and 
a  matter  of  grave  concern  to  all 
those  interested  in  overcoming  short- 
ages of  health  manpower.  In  1965, 
the  number  of  active  non-federal 
physicians  per  100,000  population 
ranged  from  89  in  the  East  South 
Central  states  to  171  in  the  Mid- 
dle Atlantic  states.1  If  we  consid- 
er data  for  individual  states  (ex- 
cluding the  District  of  Columbia),  we 
find  that  the  differences  tend  to  be 
even  more  pronounced,  ranging  from 
69  in  Alaska  and  Mississippi  to  199 
in  New  York  in  1967.-  Similar 
differences  are  found  for  other  health 
manpower  categories,  such  as  den- 
tists and  nurses. 

In  general,  states  with  low  ratios 
of  health  manpower  to  population 
tend  to  be  characterized  by  low  per 
capita  income  or  sparse  population  or 
both.  Multivariate  analyses  of  fac- 
tors associated  with  differences  in 
physician-population  ratios,  summa- 
rized by  Fein  and  Weber,  have  in- 
dicated significantly  positive  associ- 
ations with  such  variables  as  state 
per  capita  income,  average  physi- 
cians' incomes  in  the  state,  and  the 
number  of  undergraduate  and  gradu- 
ate medical  students  in  medical 
schools  in  the  state.3  But,  along  with 
the  problem  of  shortages  of  physi- 
cians and  other  health  manpower  in 


From  the  Carnegie  Commission  on  Higher 
Education,  and  the  Institute  of  Industrial  Rela- 
tions, University  of  California,  Berkeley. 

Read  before  the  67th  annual  Congress  on 
Medical  Education,  sponsored  by  the  AMA 
Council  on  Medical  Education,  Chicago,  Feb  14, 
1971. 

Reprint  requests  to  1947  Center  St,  Berkeley, 
Calif  94704  (Dr.  Gordon). 


low-income  and  sparsely  populated 
states,  there  are  also  acute  shortages 
in  the  poverty  areas  of  large  cities. 
In  the  last  several  years,  there  have 
been  frequent  newspaper  and  tele- 
vision stories  about  small  towns-not 
necessarily  located  in  sparsely  popu- 
lated states-that  lack  a  doctor  and 
are  desperately  seeking  to  attract 
one  to  the  community. 

Quite  apart  from  the  purely  eco- 
nomic factors  that  attract  physicians 
to  certain  areas,  another  type  of  at- 
traction that  clearly  plays  an  impor- 
tant role  is  the  presence  of  a  strong 
medical  school  and  one  or  more 
teaching  hospitals  in  the  area.  In- 
creasingly, graduates  of  US  medical 
schools  in  recent  decades  have 
tended  to  look  forward  to  a  career 
that  combines  research,  training,  and 
specialized  practice  in  a  high-quality 
teaching  hospital.  This  is  the  type  of 
career  toward  which  their  medical 
training  has  been  aimed.  Short  of  a 
staff  appointment  in  a  teaching  hos- 
pital, many  physicians  are  attracted 
to  practice  in  metropolitan  areas 
that  have  such  hospitals,  to  whose 
specialists  they  can  refer  patients. 
Yet  it  is  clear,  as  the  cases  of  Mis- 
sissippi and  a  number  of  other  low- 
income  states  suggest,  that  the  mere 
presence  of  a  medical  school  cannot 
overcome  the  disadvantages  of  low 
per  capita  income  in  general  and 
widespread  rural  poverty  in  particu- 
lar as  deterrents  to  the  attraction  of 
physicians. 

There  is  agreement  among  health 
manpower  specialists  that  the 
achievement  of  a  more  adequate  ge- 
ographical distribution  of  physicians 
and  of  other  health  personnel  is  like- 
ly to  be  accomplished  only  slowly  and 
through  the  combined  influence  of  a 


number  of  different  policy  measures. 
The  recently  enacted  Emergency 
Health  Personnel  Act  of  1970  (Public 
Law  91-623)  authorizing  the  Public 
Health  Service  to  provide  health  care 
in  communities  and  areas  with  in- 
adequate health  personnel  and  ser- 
vices constitutes  one  type  of  step 
toward  meeting  this  objective,  but  a 
step  which,  in  my  opinion,  would 
have  little  prospect  of  success  were  it 
not  for  the  growing  concern  among 
young  medical  school  graduates 
about  the  need  to  overcome  defi- 
ciencies in  the  delivery  of  health 
services  to  the  poor.  In  the  absence 
of  this  concern,  it  would  be  difficult 
to  attract  physicians  to  participate  in 
this  type  of  service. 

Overcoming  deficiencies  in  the 
financing  of  health  care  is  another 
step  that  is  needed  to  achieve  more 
even  geographical  distribution  of 
health  manpower.  Most  experts  are 
agreed  that  a  comprehensive  nation- 
al health  insurance  bill  is  likely  to  be 
enacted  in  the  not-too-distant  future 
and  that  the  most  significant  leg- 
islative controversies  in  this  con- 
nection will  not  be  over  enactment  or 
nonenactment,  but  over  the  extent  to 
which  such  legislation  replaces  or 
merely  supplements  existing  private 
health  insurance  plans  and  over  the 
degree  to  which  it  changes  existing 
patterns  of  reimbursement  of  hospi- 
tals and  physicians.  But  in  any  case, 
it  may  well  be  that  even  though  na- 
tional health  insurance  helps  to  over- 
come the  lack  of  capacity  of  persons 
in  impoverished  and  rural  areas  to 
pay  for  health  services,  it  may  not 
overcome  shortages  of  health  person- 
nel in  those  areas  without  the  addi- 
tional feature  of  special  financial  or 
nonfinancial    incentives    to    attract 
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health  manpower  to  locate  there. 

Whatever  financing  mechanisms 
may  be  adopted  to  attract  health 
manpower  to  shortage  areas,  I  be- 
lieve that  the  development  of  area 
health  education  centers  along  the 
lines  recommended  by  the  Carnegie 
Commission  on  Higher  Education  in 
its  recent  report  on  medical  and  den- 
tal education*  would  play  a  sig- 
nificant role  in  providing  incentives 
of  a  largely  noneconomic  nature  for 
physicians  and  other  health  person- 
nel to  locate  in  areas  now  in- 
adequately served,  and  in  improving 
the  quality  of  health  care  in  those 
areas.  These  centers  could  also  play  a 
highly  important  role  in  providing  a 
more  adequate  geographical  distribu- 
tion of  health  manpower  educational 
opportunities,  in  improving  the  qual- 
ity of  medical  education  by  providing 
clinical  experience  for  MD  candi- 
dates and  house  officers  in  a  wider 
variety  of  settings,  and  in  upgrading 
the  quality  of  medical  care  in  the 
area. 

The  Commission  has  suggested  the 
development  of  126  new  area  health 
education  centers  in  the  United 
States,  the  great  majority  of  which 
would  be  in  communities  located  at 
some  distance  from  an  existing  or 
developing  medical  school  or  from 
any  of  the  nine  new  medical  schools 
recommended  by  the  Commission. 
However,  ten  of  the  suggested  area 
centers  would  be  located  in  very 
large  metropolitan  areas,  such  as 
New  York  and  Los  Angeles,  where 
we  believe  there  is  a  need  for  a 
somewhat  higher  ratio  of  medical 
education  facilities  to  population.  All 
of  the  centers  would  be  affiliated 
with  the  nearest  appropriate  medical 
school. 

What  would  be  the  functions  of 
these  area  health  education  centers? 
To  some  extent,  the  Commission 
modeled  its  concept  of  such  a  center 
on  existing  institutions  such  as  the 
Mary  I.  Bassett  Hospital  in  Coo- 
perstown,  NY,  and  to  some  extent 
we  envisaged  functions  that  went 
somewhat  beyond  those  of  existing 


centers.    The    functions    we    recom- 
mended were  as  follows: 

1.  To  maintain  a  community  hospital  of 
outstanding  quality,  many  of  whose 
patients  would  be  admitted  on  a  referral 
basis  from  smaller  communities  in  the 
surrounding  area. 

2.  To  conduct  educational  programs  un- 
der the  supervision  of  the  faculty  of  the 
university  health  science  center  with 
which  the  area  center  is  affiliated. 

3.  To  have  these  educational  programs 
include  (a)  residency  programs;  (6)  clinical 
instruction  for  MD  candidates  and  DDS 
candidates  who  would  come  there  from 
the  university  health  science  center  on  a 
rotating  basis;  (c)  clinical  experience  for 
students  in  allied  health  programs;  (d) 
continuing  education  programs  for  health 
manpower  in  the  area,  in  cooperation 
with  local  professional  associations. 

4.  To  provide  guidance  to  compre- 
hensive colleges  and  community  colleges 
in  the  area  in  the  development  of  training 
programs  for  allied  health  professions. 

5.  To  cooperate  with  hospitals  and  com- 
munity agencies  in  the  planning  and  de- 
velopment of  more  effective  health  care 
delivery  systems. 

6.  To  conduct  limited  research  programs 
concerned  primarily  with  the  evaluation 
of  health  care  delivery  systems. 

There  are  several  reasons  for  be- 
lieving that  development  of  these 
area  health  education  centers  would 
be  a  significant  factor  in  overcoming 
the  uneven  distribution  of  physicians 
in  relation  to  populations. 

First,  it  has  been  found  that  well 
over  half  of  those  receiving  residency 
training  tend  to  practice  in  the  state 
where  they  received  that  training.' 
Thus,  there  is  some  basis  for  antici- 
pating that  a  significant  proportion 
of  residents  receiving  training  in 
these  centers  would  decide  to  stay  on 
and  practice  in  the  area. 

Second,  area  health  education  cen- 
ters would  play  a  role  similar  to  that 
of  medical  schools  in  attracting  phy- 
sicians to  practice  in  their  areas  in 
order  to  join  the  staff  of  a  hospital 
affiliated  with  a  medical  school  or  at 
least  to  refer  difficult  cases  there, 
and  to  participate  in  high-quality 
continuing  medical  education  pro- 
grams supervised  by  medical  school 
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faculty  members. 

The  influences  would  be  most 
effective  in  increasing  the  supply  ol 
physicians  in  ghetto  areas  of  large 
cities  and  in  moderate-sized  commu- 
nities that  are  not  too  remote  frorr 
large  population  centers  and  are  lo- 
cated in  states  with  average  oi| 
above-average  per  capita  incomes 
They  would  be  least  effective  ir| 
areas  located  in  states  with  relative- 
ly low  per  capita  incomes  and  those 
that  are  remote  from  any  large  pop- 
ulation centers.  However,  in  the  lat-| 
ter  areas  the  area  health  educatior 
centers  could  play  a  role  along  wit! 
other  measures  in  attracting  physi- 
cians and  other  health  personnel.  Tht 
other  measures  that  would  be  needec 
include  (1)  such  developments  as  th«. 
provisions  of  the  Emergency  Healtl 
Personnel  Act,  which  in  effect  if  noi 
in  name  calls  for  an  experimenta 
national  health  service  corps,  and  (2: 
the  development  of  special  financia 
incentives  to  attract  health  person- 
nel to  disadvantaged  areas. 

How  would  these  centers  improvi 
the  quality  of  medical  education? 
am   impressed  with   the  views  of  <*| 
number   of    medical    educators   tha 
the  clinical  training  of  both  MD  can 
didates  and  house  officers  is  too  heav 
ily  oriented  to  the  complex  and  high 
ly  specialized  cases  that  are  seen  ii| 
university  teaching  hospitals.  Grow 
ing  numbers  of  medical  students  ap 
pear    to    share    this    view.    Clinica 
training  for  MD  candidates  on  a  ro' 
tating  basis  and  for  residents  in  . 
community-oriented    hospital    woul 
provide  a  broader  range  of  clinica  i 
experience.     Special     arrangement 
could  be  made  for  residents  to  shif 
from  these  area  centers  to  the  mai:  . 
university  teaching  hospital  for  shor  I 
periods    to    obtain    experience    wit'  ( 
more  highly  specialized  cases. 

The  area  health  education  centers 
as  we  envisage  them,  would  also  im 
prove  the  quality  of  health  manpow 
er  education  in  their  areas  througl  rai 
their  roles  in  providing  clinical  es 
perience  for  students  in  nursing  an 
allied  health  professions,  in  provic 
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lg  guidance  to  comprehensive  col- 
ges  and  community  colleges  in  the 
jvelopment  of  training  programs 
kr  nurses  and  allied  health  person- 
el,  and  in  providing  continuing  edu- 
ition  programs  for  health  manpow- 
-  under  the  supervision  of  a  univer- 
ty  health  science  center. 
Another  important  advantage  of 
te  development  of  area  health  edu- 
ition  centers  would  be  to  remove 
ie  pressure  to  develop  much  more 
istly  full-scale  medical  schools  in 
immunities  that  are  too  small  to 
•ovide  an  adequate  supply  of  spe- 
alized  cases  for  a  university  teach- 
g  hospital  or  are  located  quite  close 
■  existing  medical  schools.  The  Car- 
jgie  Commission  has  recommended 
Ine  new  medical  schools  in  metro- 
olitan  areas  with  populations  of 
i0,000  or  more  that  do  not  now  have 
medical  school  and  are  not  located 
ear  an  area  that  does  have  a  medi- 
•  1  school.  One  of  these  areas,  Du- 
th,  Minn,  now  has  a  developing 
hool.  A  good  example  of  an  area 
at  is  large  enough  to  be  appro- 
bate for  a  medical  school  but  for 
hich  we  recommended  an  area 
?alth  education  center  instead  be- 
•luse  of  its  location  quite  near  an 
-.isting  medical  school  is  Fort 
;orth,  Tex,  which  is  only  about  30 
iles  from  Dallas  where  the  Univer- 


sity of  Texas  Southwestern  Medical 
School  and  Baylor  University  Medi- 
cal Center  are  located. 

The  cost  of  developing  area  health 
education  centers  is  likely  to  vary 
considerably  from  area  to  area,  de- 
pending in  large  part  on  the  quality 
of  existing  hospital  facilities  and 
whether  they  now  have  internship 
and  residency  programs.  There  are 
about  20  communities  outside  of 
large  metropolitan  areas  that  would 
be  suitable  for  the  location  of  area 
health  education  centers  that  now 
have  hospitals  affiliated  with  medical 
schools  and  are  conducting  sizable 
house  officer  progorams.'  The  great 
majority  of  these  are  communities 
that  were  suggested  as  appropriate 
locations  for  area  health  education 
centers  in  the  Commission's  report. 
There  are  other  communities  with 
hospitals  that  have  internship  and 
residency  programs  that  are  not  as 
yet  affiliated  with  medical  schools. 
Some  of  these  hospitals  both  in  the 
affiliated  and  nonaffiliated  group  are 
located  in  states  that  have  relatively 
low  ratios  of  physicians  to  popu- 
lation. 

The  Commission's  recommendation 
for  area  health  education  centers 
has  aroused  widespread  interest,  and 
there  are  indications  that  federal 
officials     have     favorable     attitudes 


toward  its  implementation.  In  con- 
clusion, I  suggest  that  initial  pilot 
programs  might  be  developed  center- 
ing around  community  hospitals  that 
now  have  internship  and  residency 
programs  and  that  are  located  in 
states  with  low  physician-population 
ratios.  There  are  also  a  few  neigh- 
borhood health  centers  supported  by 
Office  of  Economic  Opportunity 
funds  in  ghetto  areas  of  large  cities 
that  have  interns  and  residents  and 
that  have  developed  high-quality 
health  service  programs.  Such  cen- 
ters would  also  be  logical  choices  for 
pilot  area  health  education  programs 
that  could  be  developed  in  con- 
junction with  innovations  in  more 
effective  delivery  of  health  services 
to  the  community. 
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ARTICLES  OF  INCORPORATION  OF 
NORTH  CAROLINA  MEDICAL  PEER  REVIEW 
FOUNDATION,  INC. 

The  undersigned  natural  persons  of  legal  age  do 
make  and  acknowledge  these  Articles  of  Incorpora- 
tion for  the  purpose  of  forming  a  non-profit  corpora- 
tion under  and  pursuant  to  Chapter  55-A  of  the  Gen- 
eral Statutes  of  North  Carolina,  entitled  "Non-Profit 
Corporation  Act"  as  amended,  and  to  that  end  do 
hereby  set  forth: 

I. 

The  name  of  the  corporation  is  NORTH  CARO- 
LINA MEDICAL  PEER  REVIEW  FOUNDA- 
TION, INC. 

n. 

The  duration  of  the  corporation  shall  be  perpetual. 

III. 

The  purposes  for  which  the  corporation  is  organ- 
ized are : 

(a)  To  provide  a  professional  standards  review 
organization  and  mechanism  for  reviewing  the 
quantity,  quality,  and  cost  of  medical  care,  and  the 


utilization  of  medical  and  hospital  facilities,  furnished 
for  and  in  connection  with  the  treatment  and  care  of 
persons  in  hospitals,  nursing  homes,  and  otherwise  in 
North  Carolina  which  paid  for  by  public  funds,  as 
may  be  required  by  the  laws  of  the  United  States  or  of 
North  Carolina  and  regulations  enacted  pursuant 
thereto,  or  which  may  be  provided  or  paid  for  by 
other  medical  or  hospital  plans  or  programs  in  North 
Carolina  which  the  corporation  may  agree  to  review. 

(b)  To  collect  and  use  information  concerning 
such  review  to  encourage  and  promote  the  improve- 
ment of  medical  care  and  the  utilization  of  health 
care  services  and  facilities,  in  the  State  of  North 
Carolina, 

(c)  To  do  and  perform  all  things  necessary  or  ap- 
propriate for  the  foregoing  purposes,  and  to  that  end 
the  corporation  shall  have  all  of  the  powers  and  privi- 
leges provided  by  laws. 

IV. 

The  corporation  shall  have  no  capital  stock. 

V. 

The  membership  of  the  corporation  shall  consist 
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of  physicians  licensed  to  practice  medicine  in  the 
State  of  North  Carolina  who  shall  indicate,  in  the 
manner  provided  in  the  bylaws,  their  desire  to  be- 
come a  member,  and  all  meetings  of  the  membership, 
a  majority  of  the  members  attending  in  person  or  by 
written  proxy  shall  constitute  a  quorum. 

VI. 

The  affairs  of  the  corporation  shall  be  governed 
by  a  Board  of  Directors  elected  by  the  members  in 
such  numbers  and  for  such  terms  of  office,  not  ex- 
ceeding three  (3)  years,  annually  or  otherwise  as 
provided  in  the  bylaws.  The  Board  shall  elect  from  its 
membership  a  President,  a  Secretary,  a  Treasurer, 
and  as  many  Vice-Presidents  or  Assistant  Secretaries 
or  Treasurers  as  may  be  provided  in  the  bylaws.  The 
offices  of  Secretary  and  Treasurer  may  be  held  by 
the  same  person.  Such  officer  shall  be  elected  for 
terms  of  one  year  or  until  their  successors  are  elected 
and  qualified. 

VII. 

No  part  of  the  earnings  of  the  corporation  shall 
inure  to  the  benefit  of  any  officer,  director  or  mem- 
ber of  the  corporation,  except  that  they  may  be  paid 
reasonable  compensation  for  services  actually  ren- 
dered to  the  corporation.  The  corporation  shall  dis- 
tribute its  income  in  such  a  manner  as  not  to  become 
subject  to  a  tax  on  undistributed  income  and  shall  not 
engage  in  any  act  of  selfdealing  or  retain  any  access 
business  holding,  or  make  any  investments  or  taxable 
expenditures  inconsistent  with  the  applicable  pro- 
visions of  the  Internal  Revenue  Code  now  existing  or 
as  it  may  be  amended,  which  would  adversely  affect 
its  status  as  an  exempt  organization  under  the  laws  or 
regulations  of  the  Internal  Revenue  Code  of  the 
United  States.  No  substantial  part  of  the  activities  of 
the  corporation  shall  consist  of  the  carrying  on  or 
propaganda  or  influence  legislation,  participating  in 
(including  the  issuing  or  dissemination  of  statements) 
any  political  campaign  on  behalf  of  any  candidate  for 
public  office.  Upon  dissolution  of  the  corporation, 
the  assets  of  the  corporation  shall,  after  the  discharge 
of  all  corporate  liabilities,  or  after  adequate  provision 
has  been  made  for  the  discharge  of  the  same,  be  dis- 
tributed to  or  for  the  exclusive  use  of  a  charitable, 
scientific,  or  literary  or  other  type  of  organization 
which  qualifies  for  exemption  under  the  provisions 
of  Section  501  (c)  (3)  of  the  United  States  Internal 
Revenue  Code  and  Regulations  as  they  now  or  may 
hereafter  exist,  as  designated  by  the  Board  of  Direc- 
tors or  if  no  such  designation  is  made  by  the  Board 


of  Directors  of  the  corporation,  to  such  a  corporation 
designated  by  the  Clerk  of  the  Superior  Court  of 
Wake  County,  North  Carolina. 

vni. 

The  initial  registered  office  of  the  corporation  is 

,  and  the  name  of  its  initial  registered  agent 

at  such  address  is 

IX. 

The  following  persons  shall  constitute  the  initial 
directors  of  the  corporation  who  shall  serve  until  their 
successors  have  been  elected  and  qualified. 

NAME  ADDRESS 

IN  WITNESS  WHEREOF,  The  undersigned  have 
hereunto  set  their  hands  and  seals,  this  ....  day  of 

, 1973. 

(SEAL) 

(SEAL) 

(SEAL) 

(SEAL) 

(SEAL) 

OBJECTIVES 

EMERGENCY  MEDICAL  SERVICE  TASK 
FORCE 

Senator  O'Neil  Jones,  Chairman 

1.  To  develop  a  Comprehensive  Emergency  Medi- 
cal Service  System  Plan  to  guide  the  various  regions 
of  the  State  in  the  development  and  delivery  of  quality 
emergency  medical  services. 

2.  To  prepare  for  consideration  by  the  1973  Gen- 
eral Assembly  a  Comprehensive  EMS  Legislative 
Proposal. 

3.  To  secure  funds  from  the  Federal,  State,  local 
and  private  sources  to  implement  the  EMS  System 
over  the  next  several  years  and  to  assure  the  opera- 
tional success  of  the  System. 

4.  To  develop  an  EMS  System  that  is  harmonious 
with  the  private  practice  of  medicine  and  respects 
decision  making  by  private  providers  of  health  ser- 
vices. 

5.  To  foster  regional  planning,  implementation, 
and  operation  of  the  EMS  System  by  citizens  of  the 
region  and  to  encourage  local  input  into  the  System. 

6.  And  to  bring  about  through  cooperation  and 
coordination  a  system  of  excellence  for  the  delivery 
of  Emergency  Medical  Services  to  all  the  people  of 
North  Carolina. 
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WHAT?  WHEN?  WHERE? 


I.  Current  Events  in   North  Carolina 
March  22-23 
'Humanizing  Patient  Services" 
Place:  Sir  Walter  Hotel,  Raleigh 

For  Information:  Miss  Mary  V.  Cheek,  Treasurer  and 
co-chairman  Program  Committee,  North  Carolina  League 
for  Nursing,  Box  687,  Chapel  Hill  27514 

March  23 

The  Permissive  Society.  For  physicians;  practical  informa- 
tion on  Drugs,  Sex  and  VD. 

Registration  fee:   $25 

Place:  Clinic  Auditorium 
UNC  School  of  Medicine 

;     Chapel  Hill 

Sponsored  by:  The  Office  of  Continuing  Education  and  The 
Office  of  Alumni  Affairs  in  conjunction  with  Alumni  Day 

For  Information:  Oscar  L.  Sapp,  III,  M.D. 

Associate  Dean  for  Continuing  Education,  UNC  School  of 
Medicine,  Chapel  Hill  27514 

March  29 

"New  Advances  in  Medical  Sciences" 

Place:   Elizabeth  City  State  University 

Sponsored  by:  AM  A  &  Pasquotank-Camden-Currituck-Dare 

Medical  Society 
For  Information:  Maggie  E.  Moore,  Nutritionist,  Section  on 

Nutrition  Information,  AMA,  535  Dearborn  Street,  Chi- 

Icago,  Illinois  60610 
March  30-31 
'Pediatric  Problems  in  the  Next  Decade" 
Sponsored  by:   Maternal   and  Child  Health  Section  of  the 

North  Carolina  Board  of  Health 
For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean, 
Department    of    Continuing    Education,    Bowman    Gray 
:    School  of  Medicine,  Winston-Salem 

April  6 

2nd  Annual  New  Bern  Medical  Symposium 
Place:  Ramada  Inn 

Sponsor:  Craven  Pamlico  Medical  Society 
The  Scientific  session  is  to  be  followed  by  a  social  hour  at 
:    7:00  p.m.  and  a  banquet  with  a  speaker  at  8:00  p.m. 
-or  information:  Zack  J.  Waters,  Jr.,  M.D.,  800  Hospital 
Drive,  Medical  Arts  Center,  New  Bern  28560 

April   12-13 

-lospital  Health  Insurance  Institute 

designed  for  physicians'  office  personnel,  hospital  personnel 

and  others  who  handle  the  processing  of  insurance  claim 

forms 
3lace:  Carolina  Inn,  Pinehurst 
-or  Information:   N.C.   Hospital  Association,  619  Oberlin 

Road  (P.O.  Box  19037),  Raleigh  27605 

April  26-28 

Nursing  Care  Planning  Workshop" 

^uition:   $60.00;  Johnston  scholarships  available 


For  Information:  Doris  Carnevali,  UNC-Chapel  Hill,  School 
of  Nursing 

May   9-10 

North  Carolina  Heart  Association,  24th  Scientific  Sessions 
and  Annual  Meeting 

Key  Speaker — William  B.  Kannel,  M.D.,  Director,  Fram- 
ingham  Study  of  1949.  His  theme  will  be,  "The  Natural 
History  of  Heart  Disease — How  Can  It  Be  Changed?" 

Out  of  state  physicians  who  will  make  presentations  at  the 
sessions  include  Walter  M.  Kirkendall,  M.D.,  Houston, 
Texas  on  "The  Natural  History  of  Hypertension,  and 
Henry  Buchwald,  M.D.,  Minneapolis,  Minnesota  on  "Sur- 
gical Treatment  of  Hyperlipidemias." 

For  Information:  North  Carolina  Heart  Association,  P.O. 
Box  2408,  Chapel  Hill  27514 

May  14-18 

Development  of  Leadership  Skills 

For  Information:  UNC  School  of  Nursing.  Greensboro 

May   19-23 

Annual  Session,  North  Carolina  Medical  Society 
Place:   The  Carolina,  Pinehurst 

For  Information:  William  H.  Hilliard,  Executive  Director, 
P.  O.  Box  27167,  Raleigh  27611 

II.  Coming  Events  in  North  Carolina 

No  items. 

III.   Out  of  State  (through  June,  1973) 
March  20-23 

Workshop  on  Audiovisual  Materials  Development 
Place:  Downtowner  Motor  Inn,  Columbia,  South  Carolina 
For  Information:    E.   Martin   Egleston,   American  Hospital 
Association,  840  North  Lake  Shore  Drive,  Chicago,  Illi- 
nois 6061 1 

March  22-23 
McQuire  Lecture  Series,  Postgraduate  Course  in  the  Clinical 

Laboratory  in  Medical  Practice 
Tuition:  $30.00 

Sponsored  by:  Department  of  Continuing  Education,  Depart- 
ment of  Pathology,  Division  of  Clinical  Pathology,  School 
of  Medicine,  Medical  College  of  Virginia,  Virginia  Com- 
monwealth University,  Richmond  23298 

April  2-4 

Personnel  Administration  in  Hospitals 

Place:   Richmond,  Virginia 

For  Information:  E.  Martin  Egleston,  American  Hospital 
Association,  840  North  Lake  Shore  Drive,  Chicago,  Illi- 
nois 60611 

April  18-20 

The  American  Academy  of  Orthopaedic  Surgeons  1973 
Schedule  of  Emergency  Care  Courses  for  Emergency 
Medical  Technicians,  Nurses,   Physicians,  Administrators 

Tuition:  $50.00 

Place:  Columbia,  S.  C. 

For  Information:  E.  M.  Lunceford,  Jr.,  M.D.,  2709  Laurel 
St.,  Columbia  29204 

April  22-28 

Oxygen  Transport  to  Tissue 

Registration  fee:  $30.00 

Sponsored    by:     Medical    University    of    South    Carolina, 


<1arch  1973.  NCMJ 


221 


Charleston,  S.  C.  and  Clemson  University,  Clemson,  S.  C. 
For    Information:   Mr.    Charles    B.    Guadaitis,    Director   of 
Public  Relations,  Medical  University  of  S.  C,  80  Barre 
St.,  Charleston  29401 

April  27-29 

TAP  Institute — An  educational  program  for  hospital  Trus- 
tees, Administrators  and  Physicians.  Focus  on  Quality 
Assurance  Programs  for  Community  Hospitals. 

Place:  Myrtle  Beach  Convention  Center,  Myrtle  Beach,  S.  C. 

For  information  on  the  following  Manpower  Development 
Conferences  contact:  Helen  O'Toole,  Division  of  Con- 
tinuing Education,  MUSC,  Charleston,  S.  C.  29401 

March  29-30  Care  of  the  Chldren  with  Leukemia 

April  8  Cytology  Workshop 

April   12-14  Opthalmology  Residents  Conference 

April   15-17  4th    Annual    Symposium    on    Gynecological 

Cancer 

April  26-27  Occupational  Health 

May  24-25  Current  Conceptions  in  Oncological  Nursing 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


•  high  urinary  levels 

•  generally  good  tolerance 


high  solubility  at  average  urinary  pH 

rapid  absorption 

rapid  renal  clearance 

high  plasma  concentrations 

economy  (average  cost  of  therapy: 

less  than  61/2  0  per  tablet) 


NEW  MEMBERS 
of  the  State  Society 


Abbatte,  Guy,  M.D.  (U),  122  Church  St.,  Waynesville  28786 
Adkins,  Henry  Thomas,  Jr.  M.D.  (R),  2114  Marryat  Court, 

Charlotte  28211 
Arnold,  Gordon  Bruce,  M.D.   (I),  3426  Corvair  Dr.,  High 

Point  27262 
Barnwell,  Sydney  F.  Clarence,  M.D.   (S),   1036  Broad  St., 

New  Bern  28560 
Barrett,  John  Albert,  Jr.,  M.D.  (I),  1645  Cavendish  Court, 

Charlotte  28211 
Bass,  Robert  Redwood  (Student),  212-A  Branson  St.,  Chapel 

Hill  27514 
Bennett,    William    Tyson,    M.D.    (I),    1350   S.    Kings    Dr., 

Charlotte  28207 
Blackley,   Wm.   Jackson    (Student),   Rt.    6,    155    Greenway 

Chapel  Hill  27514 
Bolz,  Everett  Arthur,  M.D.  (ALR),  1350  Kings  Dr.,  Char- 
lotte 28207 
Boyle,  Robert  Emmett,  M.D.,  2209  Park  Dr.,  Newport  28570 
Cashman,  John  (U),  5006  Randall  Drive,  Wilmington  28401 
Combs,  John  Gilbert,  Jr.,  M.D.  (R),  2131  S.  17th  St.,  Wil- 
mington 28401 
Currin,  Robert  G.,  M.D.  (Pd),  519  Chesson  St.,  Henderson 

27536 
Davis,  Robert  Lee,  M.D.  (R),  515  Camden  Rd.,  Wadesboro 

28170 
Ellison,  Gerald  Lynn,  M.D.  (R),  303  Whitney  Dr.,  Fayette- 

ville  28304 
Evans,  Amos  Ray,  M.D.   (P),  1075  W.  6th  St.,  Greenville 

27834 
Everett,  Catherine  Joyce  (Student),  405  Craige  Dormitory, 

Chapel  Hill  27514 
Fagan,  James  Arthur,  M.D.   (R),  2419  Roundabout  Lane, 

Charlotte  28210 
Flood,  Roy  DeVonne,  M.D.  (GP),  Rt.  1,  Box  334-AA,  Mur- 

freesboro  27855 
Hall,   Donald   Gammon,   M.D.    (C),    1929   Randolph   Rd., 

Charlotte  28207 
Hawes,  Stephen  James,  Jr.  (Student),  P.  O.  Box  883,  Chapel 

Hill  27514 
Henschen,  Gary  Mayes  (Student),  Box  1092,  Chapel  Hill 

27514 
Herring,  Wm.  Arthur,  Jr.,  M.D.  (Or),  Watauga  Medical  Arts 
Bldg.,  Boone  28607 


Before  prescribing,  please  consult  complete  produc 
information,  a  summary  of  which  follows: 
Indications:  Nonobstructed  urinary  tract  infection 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sus 
ceptible  organisms.  Important  Note:  In  vitro  sen 
sitivity  tests  not  always  reliable;  must  be  coordinatec 
with  bacteriological  and  clinical  response.  Adc 
aminobenzoic  acid  to  follow-up  culture  media.  In 
creasing  frequency  of  resistant  organisms  limits  use 
fulness  of  antibacterial  agents,  especially  in  chroni 
and  recurrent  urinary  infections.  Maximum  safe  tota 
sulfonamide  blood  level,  20  mg/100  ml;  measur 
levels  as  variations  may  occur. 
Contraindications:  Hypersensitivity  to  sulfonamides 
infants  less  than  2  months  of  age;  pregnancy  at  ten 
and  during  the  nursing  period. 
Warnings:  Safety  in  pregnancy  not  established.  D 
not  use  for  group  A  beta-hemolytic  streptococcal  ir 
fections,  as  sequelae  (rheumatic  fever,  glomerulone 
phritis)  are  not  prevented.  Deaths  reported  fror 
hypersensitivity  reactions,  agranulocytosis,  aplast; 
anemia  and  other  blood  dyscrasias.  Sore  throat,  feve 
pallor,  purpura  or  jaundice  may  be  early  indication 
of  serious  blood  disorders.  CBC  and  urinalysis  wit 
careful  microscopic  examination  should  be  performe 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaire 
renal  or  hepatic  function,  severe  allergy  or  bronchi 
asthma.  Hemolysis,  frequently  dose-related,  may  oc 
cur  in  glucose-6-phosphate  dehydrogenase-deficier 
patients.  Maintain  adequate  fluid  intake  to  prever 
crystalluria  and  stone  formation. 
Adverse  Reactions:  Blood  dyscrasias:  Agranuloc; 
tosis,  aplastic  anemia,  thrombocytopenia,  leukopeni 
hemolytic  anemia,  purpura,  hypoprothrombinemia  ar 
methemoglobinemia;  Allergic  reactions:  Erythem 
multiforme  (Stevens-Johnson  syndrome),  generalize 
skin  eruptions,  epidermal  necrolysis,  urticaria,  seru 
sickness,  pruritus,  exfoliative  dermatitis,  anaphyla 
toid  reactions,  periorbital  edema,  conjunctival  ar 
scleral  injection,  photosensitization,  arthralgia  and  ai 
lergic  myocarditis;  Gastrointestinal  reactions:  Nause 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  an 
rexia.  pancreatitis  and  stomatitis;  C.N.S.  reaction 
Headache,  peripheral  neuritis,  mental  depressio 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertic 
and  insomnia;  Miscellaneous  reactions:  Drug  feve 
chills  and  toxic  nephrosis  with  oliguria  and  anun 
Periarteritis  nodosa  and  L.E.  phenomenon  have  o 
curred.  Due  to  certain  chemical  similarities  with  sorr 
goitrogens,  diuretics  (acetazolamide,  thiazides)  ar 
oral  hypoglycemic  agents,  sulfonamides  have  cause 
rare  instances  of  goiter  production,  diuresis  and  hyp 
glycemia  as  well  as  thyroid  malignancies  in  rats  fc 
lowing  long-term  administration.  Cross-sensitivi 
with  these  agents  may  exist. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole 
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acute,  recurrent  or  chronic  nonobstructed  cystitis 


THREE  OTHER 

BUILT-IN 
BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche 


3. 


High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 

its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 

it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 

there  is  no  need  for  prophylactic  alkali  therapy. 


4. 


Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 

Measurable  levels  of  the  drug  have  been  found  in  blood  and 

urine  within  60  minutes;  in  2  to  3  hours,  therapeutic 

levels  usually  have  been  reached. 


5. 


Rapid  renal  clearance 

Gantrisin's  rapid  excretion  rate  is  another  reason  why 

it  is  generally  well  tolerated.  Over  50%  of  a  single  oral  dose 

is  excreted  in  8  hours,  over  90%  in  24  to  48  hours,  so  there 

is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 

maintained.  Complete  blood  counts  and  urinalyses,  with  careful 

microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 

begin  with  ^ 

Gantrisin* 

sulfisoxazole/! 

Usual  adult  dosage. 

4  to  8  tablets  stat 
2  to  4  tablets  q.i.d. 


' 


Hill,  Dennis  LeRoy,  M.D.  (N),   1012  Kings  Dr.,  Charlotte 

28207 
Hubbard,   Hampton,   M.D.    (U),   603   Beaman  St.,  Clinton 

28328 
Hubbard.  Wm.  Colvin,  M.D.  (Pd),  3803  Computer  Dr.  Suite 

100,  Raleigh  27609 
Iglesias,  Octavio  Euselio,  M.D.  (Path),  3209  Granville  Dr., 

Fayetteville  28305 
Irving,  Thomas  H.,  M.D.  (Anes),  Bowman  Gray,  Winston- 
Salem  27103 
Jones,  Colin   Douglas   (Student),  314-A  W.   Rosemary  St., 

Chapel  Hill  27514 
Jones,  David  Lane,  M.D.   (GP),   1200-C  Falls  Church  Rd., 

Raleigh  27609 
Lee,   Choo  Hyung,   M.D.    (I),   8  Watkins  Dr.,   Morganton 

28655 
Maynard,   David   Russell,   M.D.    (Anes),    1611   Valleymede 

Rd.,  Greensboro  27401 
McLeod,  Michael  Eugene,  M.D.  (Renewal  —  I),  Box  3073. 

Duke,  Durham  27710 
Moore,    Louis    Patterson,    M.D.    (P),    1705    W.    Sixth    St., 

Greenville  27834 
Morgan,  Wm.  Watson,  Jr.,  M.D.   (Pd),  215  Doctors  Bldg., 

Asheville  28801 
Norris,  Wm.  Boone,  M.D.  (GP),  Rural  Substation,  Ingalls 

28657 
Oliver,  Kenneth  Leon,  M.D.    (ObG),    1900  Randolph  Rd., 

Charlotte  28207 
Orr,  Samuel  Lawrence,  M.D.    (Path),    1322  S.   Kings  Dr., 

Charlotte  28207 
Parker,  Herman  Richard,  Jr.,  M.D.   (I),  600  Pasteau  Dr., 

Suite  C,  Greensboro  27403 
Parsons,  James  Sheridan  (Student),  800  Heath  St.,  Apt.  11, 

Greenville  27834 
Poliakoff,  Steven  Raymond  (Student),  P-12  Kingswood  Ave., 

Chapel  Hill  27514 
Powell,  Albert  H.,  Jr.,  M.D.  (P),  4100  Granby  St.,  Suite  308, 

Norfolk,  Va. 
Riggs,    Gary   Howard    (Student),    314    W.    University    Dr., 

Chapel  Hill  27514 
Sippe,  Joseph  Lawrence,  M.D.   (Oph),   1350  S.  Kings  Dr., 

Charlotte  28207 
Staples,  Gary  Scott,  M.D.   (R),  12  Bushee  Road,  Asheville 

28803 
Stitt,  Van  Junius,  Jr.  (Student),  9435  Feldbank  Dr.,  Char- 
lotte 28208 
Stone,  Harry  Benjamin,  III,  M.D.   (ENT),  507  Pollock  St., 

New  Bern  28560 
Tidwell.  John  Wm.  II,  M.D.   (ObG),   1900  Randolph  Rd., 

Charlotte  28207 
Tukel,  R.  S.,  M.D.  (GP),  Box  938,  Taylorsville  28681 
Watson,    Jerry    Franklin,    M.D.    (S),    Medical    Arts    Bldg., 

N.  Wilkesboro  28659 
Wilson,  Wm.  Grady  (Student),  Rt.  3,  Box  17,  Chapel  Hill 

27514 
Wyman,  Robert  West,  M.D.   (FP),  514  S.  First  St.,  Smith- 
field  27577 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


People  with  chronic  kidney  diseases  or  those  who 
have  had  kidney  transplants  will  have  closer  follow- 
up  supervision  available  back  in  their  home  com- 
munities under  a  new  training  program  for  public 
health  nurses. 

One  object  of  the  program  is  to  help  catch  pa- 
tients early  who  might  be  developing  complications 
resulting  from  a  transplant. 

Dr.  William  DeMaria,  director  of  continuing  medi- 
cal education  at  Duke,  termed  it  "one  of  the  most 


efficient  and  effective  methods  of  extending  the  ex- 
pertise of  the  public  health  nurse  into  a  vital  area  of 
patient  care." 

The  first  day-long  training  program  in  January  at 
Teer  House  in  Durham  was  sponsored  jointly  by  the 
State  Board  of  Health's  division  of  chronic  diseases, 
the  North  Carolina  Regional  Medical  Program  and 
Duke's  Office  of  Continuing  Education. 

The  faculty  for  the  programs  is  being  provided  by 
Duke's  Divisions  of  Child  and  Adult  Nephrology  and 
Department  of  Nursing  Services.  A  large  measure  of 
the  training  will  concentrate  on  follow-up  care  of 
transplant  patients  who  need  it  in  their  home  com- 
munities. 

The  role  of  the  nurse  will  be  to  conduct  regular 
examinations  of  the  patient,  with  specific  testing  of 
blood  and  urine,  and  to  make  frequent  checks  as  well 
with  the  patient  and  his  family  by  telephone. 

The  nurse  also  will  work  with  the  patient  and  his 
family  in  helping  with  the  patient's  re-adaptation  to 
school,  if  the  patient  is  a  child,  and  with  accom- 
modations in  the  home. 

However,  even  before  the  patient  goes  to  the  hos- 
pital for  his  transplant  operation,  a  nurse  will  have 
been  assigned  to  him  to  work  with  him  and  his  family 
in  establishing  the  relationship  that  will  carry  over 
following  surgery. 

If  the  patient  is  under  the  continuing  care  of  a 
physician  in  his  community,  the  nurse  will  work  as  an 
auxiliary  to  him  at  the  doctor's  discretion. 

In  addition  to  taking  the  course,  the  nurses  also 
spend  at  least  a  half-day  at  the  hospital  where  the 
surgery  is  being  performed  to  consult  with  the  doctor 
and  other  nurses  on  management  of  the  patient  after 
his  discharge. 

Those  enrolled  in  the  first  course  were  selected  by 
the  State  Board  of  Health  from  counties  having  pa- 
tients requiring  this  type  of  follow-up  care. 
*  *  * 

Seventeen  Duke  researchers  have  been  named  re- 
cipients of  grant-in-aid  this  year  by  the  N.  C.  Heart 
Association. 

The  Duke  grants  were  among  33  awarded  in  the 
state  totaling  $80,810.  These  were  in  addition  to  the 
association's  support  of  senior  research  investigators 
and  the  research  program  of  the  American  Heart  As- 
sociation. 

The  heart  association  identified  the  Duke  grantees 
and  their  research  projects  as: 

Dr.  Page  Anderson,  "Long-term  Changes  in  Con- 
tractility of  Cardiac  Muscle";  Dr.  Robert  W.  Ander- 
son, "Airway  Pressure  and  Pulmonary  Edema  For- 
mation"; Dr.  Jimmy  L.  Cox,  "Early  Collateralization , 
in  Acute  Myocardial  Infarction";  Dr.  Donald  G. 
Davis,  "A  Study  of  the  Intracellular  Viscosity  of  Red 
Blood  Cells." 

Dr.  Earl  W.  Ferguson,  "Effect  of  Exercise  on  the 
Subunit  Structure  of  Fibrinogen";  Dr.  James  C.  Aj 
Fuchs,  "Lipid  Flux  in  Venous  and  Arterial  Tissue";  . 
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Dr.  Harry  A.  Gallis,  "Degradation  of  Group  A  Strep- 
tococci by  Tissue  Enzymes";  Dr.  John  N.  Glover, 
"Alteration  of  Distribution  of  Gas  and  Blood  in  the 
Lung  Due  to  Increasing  Inspired  Pressures  of  Oxy- 
gen. 

Dr.  Marshall  D.  Graham,  "Image  Intensification 
in  Microcirculatory  Research";  Dr.  Dan  Harel,  "Ex- 
perimental Study  of  Cerebral  Angiographic  Findings 
in  Animals  Breathing  Hyperbaric  Oxygen";  Charles 
Russell  Horres,  "Ionic  Permeabilities  of  Synthetic 
Strands  of  Cardiac  Muscle";  Dr.  Dan  H.  Kerem, 
"Effects  of  Deep  Breath-Hold  Dives  on  Cardiac 
Function  and  Pulmonary  Gas  Exchange  in  Sea 
Lions." 

Dr.  Daniel  B.  Menzel,  "Vitamin  K  Function  in 
Prothrombin  Biosynthesis";  Rashing  Nassar,  "Light 
Diffraction  Studies  in  Cardiac  Muscle";  Dr.  H.  New- 
land  Oldham  Jr.,  "Reversibility  of  Coronary  Colla- 
teral Flow";  Dr.  Joseph  F.  Phillips,  "Transluminal 
Catheter  Electrocoagulation  of  Blood  Vessels";  and 
Dr.  Theodore  A.  Slotkin,  "Adrenal  Catecholamine 
Fluxes  in  Spontaneously  Hypertensive  Rats." 

$  ^E  $ 

Dr.  Linda  Wyrick  has  been  appointed  chief  of  the 
Psychodiagnostic  Laboratory  in  the  Department  of 
Psychiatry.  Dr.  Wyrick,  formerly  assistant  chief  of  the 
laboratory,  succeeds  Dr.  William  D.  Gentry,  who  was 
recently  named  head  of  the  Division  of  Medical  Psy- 
chology. 


Dr.  Wyrick  is  an  associate  in  medical  psychology 
in  the  Department  of  Psychiatry.  She  received  a  de- 
gree in  clinical  psychology  from  the  University  of 
Arizona  and  joined  the  Duke  faculty  in  1971. 

Dr.  J.  Lamar  Callaway,  chairman  of  the  Depart- 
ment of  Dermatology,  has  received  the  highest  award 
of  the  American  Academy  of  Dermatology. 

Callaway,  who  is  James  B.  Duke  Professor  of  Der- 
matology, received  the  Gold  Award  of  the  3,800- 
membcr  academy  at  its  meeting  in  Bal  Harbour, 
Fla.  He  is  the  fifth  recipient  of  the  award,  which  was 
established  10  years  ago. 

Also  at  the  meeting,  Dr.   John  R.   Haserick  of 
Pinehurst,   a   clinical   professor   of   dermatology   at 
Duke,  was  elected  president  of  the  academy. 
*  *  * 

The  medical  center  has  received  an  annual  grant 
of  $5,000  in  unrestricted  funds  from  Research  to  Pre- 
vent Blindness,  Inc.  (RPB)  to  aid  studies  in  the  De- 
partment of  Ophthalmology. 

The  grant  is  aimed  specifically  at  promoting  de- 
velopment of  new  techniques  and  advanced  concepts 
in  the  saving  of  sight.  Over  the  past  eight  years  RPB 
has  awarded  $35,000  in  similar  grants  to  Duke. 

#  %  ♦ 

The  following  Duke  faculty  members  have  re- 
ceived promotions: 

*Drs.  Everett  Ellinwood  Jr.,  Robert  L.  Green  Jr., 
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Eric  A.  Pfeiffer,  John  B.  Reckless  and  William  W. 
Zung,  all  to  professors  of  psychiatry. 

*Dr.  Siegfried  H.  Heyden,  to  professor  of  com- 
munity health  sciences. 

*Dr.  William  Webb  Johnston,  to  professor  of 
pathology. 

*Dr.  Charles  B.  Hammond,  to  associate  professor 
of  obstetrics  and  gynecology. 

*Drs.  Dani  P.  Bolognesi  and  Newland  H.  Oldham, 
to  associate  professors  of  surgery. 

*Dr.  William  D.  Currie,  to  associate  professor  of 
radiology. 

*Dr.  Patrick  A.  McKee,  to  associate  professor  of 
medicine. 

*Dr.  Adhemar  W.  Renuart,  to  associate  professor 
of  pediatrics. 

*Dr.  Hal  Gravely  Gillespie,  to  assistant  professor 
of  psychiatry. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Archie  T.  Johnson,  Jr.  has  been  promoted  to 
associate  dean  for  admissions  at  the  Bowman  Gray 
School  of  Medicine. 

Dr.  Johnson,  who  was  appointed  to  the  Bowman 
Gray  faculty  in  1970,  has  been  assistant  dean  for  ad- 
missions for  the  past  two  years.  As  a  neonatologist 
he  will  continue  to  serve  as  director  of  the  medical 
centers'  intensive  care  nursery.  He  also  will  continue 
his  activities  in  the  teaching  and  patient  care  pro- 
grams of  the  Department  of  Pediatrics  where  he  is  an 
assistant  professor. 

His  responsibilities  as  director  of  the  admissions 
office  have  grown  as  the  number  of  students  apply- 
ing to  the  medical  school  has  increased.  The  school's 
present  first-year  class  of  89  students  was  chosen 
from  3,607  applicants.  And  6,007  prospective  medi- 
cal students  have  applied  for  admission  to  the  1973 

entering  class. 

*  *  * 

Dr.  Joseph  E.  Whitley,  professor  of  radiology  at 
the  Bowman  Gray  School  of  Medicine,  has  been 
granted  a  three-month  sabbatical  leave  to  develop  un- 
dergraduate educational  programs  in  radiology. 

He  began  the  sabbatical  Feb.  1  and  will  work  with 
Dr.  Lucy  Frank  Squire,  professor  of  radiology  at  the 
State  University  of  New  York,  Downstate  Medical 
Center,  in  Brooklyn.  Dr.  Whitley  also  will  hold  an 
appointment  as  visiting  professor  of  radiology  at  the 
Downstate  Medical  Center  College  of  Medicine. 

Dr.  Whitley  recently  was  named  a  scholar  of  the 


Southern  Medical  School  Consortium,  enabling  him 
to  devote  a  portion  of  his  time  during  this  year  to  the 
production  of  self-instructional  materials  in  radi- 
ology. *  *  * 

The  Bowman  Gray  School  of  Medicine  has  been 
awarded  a  $10,000  grant  by  the  National  Heart  and 
Lung  Institute  to  support  an  international  workshop 
on  Arterial  Mesenchyme  and  Arteriosclerosis. 

The  workshop,  also  sponsored  by  the  American 
Heart  Association  and  its  Council  on  Arterioscle- 
rosis, will  be  held  April  2-3  in  New  Orleans.  The 
workshop  is  intended  to  enhance  research  progress  by 
stimulating  interest  in  arterial  mesenchyme  among 
workers  who  are  experts  in  the  field  and  workers 
now  involved  in  more  traditional  approaches  to  the 
study  of  arteriosclerosis. 

*  *  * 

Dr.  B.  Lionel  Truscott,  professor  of  neurology,  was 
one  of  four  Fellows  of  the  American  College  of  Phy- 
sicians who  visited  Caracas,  Venezuela,  Jan.  21-26  to 
lecture  at  a  postgraduate  conference  sponsored  by  the 
Venezuelan  Society  of  Internal  Medicine. 

Dr.  Truscott,  who  delivered  his  lecture  in  Spanish, 
spoke  on  "Neurological  Manifestations  of  Systemic 
Diseases,"  "Minimal  Cerebrovascular  Accident," 
"Meningitis,"  "Anticonvulsants,"  and  "Degenerative 
Diseases  of  the  Nervous  System." 

*  *  * 

Dr.  Carolyn  C.  Huntley,  professor  of  pediatrics, 
has  been  appointed  to  serve  on  the  editorial  board  of 
Injection  and  Immunity  for  a  term  expiring  Dec.  31, 
1975.  Dr.  Huntley  also  has  been  asked  to  serve  on  a 
special  Food  and  Drug  Administration  panel  to  re- 
view bacterial  vaccines  and  bacterial  antigens  labeled 
as  having  "no  U.S.  standard  of  potency." 

*  *  * 

George  C.  Lynch,  director  of  the  Department  of 
Audio-Visual  Resources  at  the  Bowman  Gray  School 
of  Medicine,  has  been  appointed  chairman  of  the  ac- 
creditation committee  for  schools  of  medical  illustra- 
tion by  the  Association  of  Medical  Illustrators.  He 
has  also  been  selected  by  the  association  as  the  local 
program  chairman  for  the  combined  meeting  of  the 
association,  the  Biological  Photographic  Association 
and  the  Health  Sciences  Communications  Associa- 
tion. The  combined  meeting,  called  Biocommunica- 
tions — 73,  will  be  held  July  8-11  in  Richmond,  Va. 


News  Notes  from  the — 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


The  University  of  North  Carolina  School  of  Medi- 
cine has  received  a  gift  of  $160,000  from  Dr.  Ros- 
coe  Bennett  Gray  Cowper,  a  pioneer  Texas  physi- 
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cian,   to  establish  a  distinguished  professorship  in 
surgery. 

Dr.  Cowper  has  practiced  medicine  and  surgery  in 
Big  Spring,  Texas  since  1934  and  is  owner  and  op- 
erator of  Cowper  Clinic  and  Hospital. 

A  native  of  Williamston,  N.  C,  Dr.  Cowper  was 
educated  in  the  Raleigh  public  schools,  and  in  1930 
earned  the  B.S.  in  Medicine  degree  from  the  Uni- 
versity of  North  Carolina.  He  received  the  M.D.  de- 
gree two  years  later  from  the  University  of  Pennsyl- 
vania. 

Dr.  Christopher  C.  Fordham  III,  dean  of  the  UNC 
School  of  Medicine,  said  of  Dr.  Cowper's  gift,  "Dr. 
Cowper's  gift  to  the  University  Medical  School  will 
enable  us  to  establish  the  Roscoe  Bennett  Gray  Cow- 
per Professorship  of  Surgery  and  will  significantly 
strengthen  our  very  fine  department  of  Surgery." 
*  *  * 

Dr.  Kenneth  M.  Brinkhouse,  Alumni  Distinguished 
Professor  of  the  Department  of  Pathology,  University 
of  North  Carolina  School  of  Medicine,  is  one  of  10 
medical  educators  and  researchers  who  have  received 
1973  Awards  for  Distinguished  Achievement  from 
Modern  Medicine. 

Dr.  Brinkhouse  was  cited  "for  basic  discoveries 
and  clinical  applications  in  problems  of  blood  coagu- 
lation." Early  in  his  professional  career  he  "was 
absorbed  in  the  scientific  pursuit  of  relief  for  hemo- 
philiacs," according  to  Modern  Medicine,  and  "revo- 


lutionized the  management  of  hemophilia  with  plasma 
concentrates."  He  came  to  the  University  of  North 
Carolina  after  World  War  II,  where  his  research  led 
to  the  development  of  the  nation's  first  multidiscipli- 

nary  clinical  research  center  for  hemophilia. 

*  *  * 

Dr.  Colin  G.  Thomas,  chairman  of  the  UNC  De- 
partment of  Surgery,  was  recently  a  visiting  professor 
at  Wayne  State  University  School  of  Medicine  in  De- 
troit. 

During  his  two-day  stay,  Dr.  Thomas  presented 
two  lectures:  "Biologic  Consideration  in  the  Manage- 
ment of  Modular  Goiter  and  Thyroid  Cancer"  and 
"The  Surgical  Management  of  Biliary  Tract  Disease." 

*  *  * 

Dr.  Earl  Siegel,  professor  and  department  chair- 
man in  the  School  of  Public  Health,  spent  three 
weeks  in  Geneva,  Switzerland  in  January  reviewing 
the  present  status  of  the  World  Health  Organization's 
(WHO)  maternal  and  child  health  programs  (MCH) 
including  family  planning. 

On  the  WHO  assignment,  he  studied  existing  in- 
formation within  WHO  and  outside  on  the  present 
status  of  maternal  and  child  health/family  planning 
programs,  with  special  reference  to  developing  coun- 
tries. He  also  worked  on  a  profile  of  the  existing  pro- 
grams in  terms  of  objectives,  manpower  and  other  re- 
sources, type  of  services  available,  program  compon- 
ent and  priorities  within  different  components  pro- 
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vided  by  MCH  services.  A  summary  on  the  present 
trend  and  probably  future  directions  will  be  under- 
taken. 

*  #  * 

A  Health  Career  Orientation  Workshop  for  mi- 
nority and  disadvantaged  students  was  held  here  on 
the  University  of  North  Carolina  campus  Jan.  31. 

The  program  featured  Chapel  Hill's  Mayor  How- 
ard Lee  and  North  Carolina  Memorial  Hospital  resi- 
dent Dr.  Charles  Harshaw. 

A  reception  followed  the  workshop  and  representa- 
tives from  the  University's  six  health  schools  were 
present  to  give  students  detailed  information  on  their 
respective  programs. 

The  workshop  was  sponsored  by  the  UNC  Health 
Careers  Organization  (HCO),  a  group  of  minority 
students  in  health  sciences  who  are  seeking  to  recruit 
more  minority  and  disadvantaged  students  into  health 
training,  and  the  North  Carolina  Health  Manpower 
Development  Program. 

*  *  * 

More  than  200  surgeons  from  across  the  country 
came  to  Chapel  Hill  Jan.  26-27  to  honor  Dr.  Na- 
than A.  Womack. 

Dr.  Womack  is  a  Kenan  Professor  of  Surgery  and 
chairman  emeritus  of  the  University  of  North  Caro- 
lina School  of  Medicine's  Department  of  Surgery. 

Those  who  came  to  honor  Dr.  Womack  are  for- 
mer surgery  residents  and  present  surgery  residents 
and  faculty  in  the  School  of  Medicine. 

The  occasion  was  the  second  annual  meeting  of  the 
Nathan  A.  Womack  Surgical  Society. 

Meeting  for  the  first  time  two  years  ago,  the  So- 
ciety was  designed  to  provide  an  opportunity  to  re- 
new strong  friendships  with  colleagues  formed  during 
residency  training,  to  provide  an  opportunity  to  meet 
current  graduates  and  the  house  staff  and  to  honor 
Dr.  Womack. 


veloping  a  spirit  of  cohesion  in  the  Western  Region 
in  order  to  perfect  the  working  relationship  between 
the  institutions  and  the  community  programs. 


NORTH  CAROLINA  DEPARTMENT  OF 
MENTAL  HEALTH 

Mental  Health  Commissioner  Dr.  Eugene  Har- 
grove has  announced  the  appointment  of  Dr.  Trevor 
Williams  as  the  Western  North  Carolina  Mental 
Health  Regional  Commissioner. 

Dr.  Williams,  who  has  been  the  Director  of  the 
Rutherford  Mental  Health  Center  since  1965,  as- 
sumed his  new  duties  Feb.  1.  He  is  filling  the  post 
vacated  by  Dr.  William  M.  Fowlkes  who  resigned  to 
return  to  private  and  institutional  practice. 

A  native  of  New  Jersey,  Dr.  Williams  received  his 
medical  training  at  the  Medical  College  of  Georgia 
and  served  his  internship  at  the  Jersey  City  Medical 
Center  in  Jersey  City,  N.  J.,  in  1948  and  1949.  He 
was  in  general  practice  in  Forest  City  from  1951  to 
1962,  when  he  entered  the  Medical  College  of  Geor- 
gia for  his  residency  in  psychiatry. 

Dr.  Williams  said  he  hopes  to  concentrate  on  de- 


Burroughs  Wellcome  Researcher  Receives 
Scientific  Achievement  Award 

Dr.  George  H.  Hitchings,  vice  president  in  charge 
of  research  for  Burroughs  Wellcome  Company,  Dur- 
ham, North  Carolina,  is  one  of  ten  medical  educa- 
tors and  researchers  who  have  received  1973  Awards 
for  Distinguished  Achievement  from  Modern  Medi- 
cine. 

Dr.  Hitchings,  cited  "for  original  investigations  of 
immunosuppressive  drugs,"  was  among  more  than 
200  men  and  women  nominated  for  the  prestigious 
Awards,  which  originated  in  1934. 

Dr.  Hitchings,  a  professor  in  pharmacology  at 
Brown  University,  and  an  adjunct  professor  at  Duke 
University  and  the  University  of  North  Carolina,  was 
born  in  1905  in  Hoquiam,  Washington.  He  received 
a  B.S.  degree  cum  laude  in  1927  and  an  M.S.  degree 
in  1928  at  the  University  of  Washington,  and  a  Ph.D. 
degree  in  biochemistry  in  1933  at  Harvard  Univer- 
sity. 


Helping  the  Dying  Person  and  the  Family 

The  subject  of  death  and  dying  has  been  taboo  for 
decades,  a  taboo  that  "has  inflicted  terrible  damage 
on  dying  persons,  on  their  families  and  friends,  and 
even  on  the  health  professionals  who  care  for  the 
dying."  Today  the  taboo  is  itself  dying,  and  medical 
colleges,  hospitals  and  special  study  programs  are  de- 
veloping ways  of  coordinating  care  for  dying  patients 
and  counseling  for  their  families. 

Talking  with,  and  especially  listening  to,  the  dying 
person,  sharing  and  expressing  grief,  facing  and  ac- 
cepting death,  how  medical  personnel  react,  the  spe- 
cial problems  of  children — these  are  some  of  the 
subjects  to  which  Nancy  Doyle  addresses  herself  in 
"The  Dying  Person  and  the  Family,"  a  new  Public 
Affairs  Pamphlet.  It  is  available  for  35  cents  from 
the  Public  Affairs  Committee,  381  Park  Avenue 
South,  New  York,  N.Y.  10016. 


Eaton  Laboratories  Publishes  Patient 
Education  Leaflet  on  Sore  Throats 

A  new,  4-page  leaflet,  "What  You  Should  Know 
About  Sore  Throat,"  has  been  published  by  Eaton 
Laboratories  for  distribution  by  physicians.  Quan- 
tities of  the  leaflet  are  available  at  no  charge  from 
Eaton  medical  sales  representatives  or  by  writing 
Eaton  Laboratories,  Norwich,  N.Y.,  13815. 

"What  You  Should  Know  About  Sore  Throat"  is 
one  of  a  series  of  60-second  health  booklets  from 
Eaton  Laboratories  which  are  designed  for  the  edu- 
cation of  patients.  Others  are  available  for  dentists' 
waiting  rooms  and  drug  stores. 
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Month  in 
Washington 


The  American  Medical  Association  protested  vig- 
orously against  President  Nixon  keeping  physicians 
under  federal  regulation  in  Phase  III  of  the  economic 
controls  program. 

A  largely  voluntary  set  of  wage-price  controls  was 
substituted  for  all  segments  of  the  nation's  economy 
except  food,  health  care  activities,  the  construction 
industry,  and  interest  and  dividends. 

John  R.  Kernodle,  M.D.,  chairman  of  the  AMA 
Board  of  Trustees,  warned  that  such  discriminatory 
treatment  well  could  result  in  health  care  support 
personnel  leaving  the  field.  Physicians,  he  said,  could 
not  be  expected  to  accept  it. 

"Controls  are  relaxed  in  other  areas,  yet  the  dis- 
crimination against  physicians  and  some  three  million 
others  who  serve  America's  health  needs  is  now  even 
more  sharply  focused,"  Dr.  Kernodle  said  in  a  state- 
ment. "A  very  real  possibility  exists  that  there  will 
be  a  flight  of  allied,  ancillary,  and  support  personnel 
from  the  health  field,  jeopardizing  the  quality  of  care 
being  delivered." 

Dr.  Kernodle  pointed  out  that,  "even  though  the 
regulations  as  applied  to  health  care  were  clearly 
discriminatory,"  the  AMA  had  urged  physicians  to 
cooperate  and  they  had  done  so  with  a  result  that 
their  fees  nationwide  had  increased  by  only  2.7  per- 
cent since  August,  1971,  when  Phase  I  began.  This 
compared  with  4.3  percent  for  the  consumer  price  in- 
dex, 6.2  percent  for  a  semi-private  hospital  room, 
and  14  percent  for  legal  services. 

Noting  that  controls  never  were  imposed  on  law- 
yers or  other  self-employed  professionals,  he  said 
that  physicians  now  might  have  to  reconsider  their 
attitude  of  cooperation. 

Some  126  senators  and  congressmen  have  intro- 
duced an  improved  and  expanded  version  of  the 
American  Medical  Association  backed  Medicredit 
bill  for  national  health  insurance. 

Based  on  the  principle  of  using  tax  credits  to  spur 
the  purchase  of  comprehensive  health  insurance  for 
all  Americans,  the  Medicredit  proposal  has  four  chief 
bipartisan  sponsors — Sens.  Vance  Hartke  (D-Ind.) 
and  Clifford  Hansen  (R-Wyo.),  both  of  the  Senate 
Finance  Committee,  and  Reps.  Richard  Fulton  (D- 
Tenn.)  and  Joel  Broyhill  (R-Va.),  both  of  the  House 
Ways  and  Means  Committee. 

Russell  B.  Roth,  M.D.,  AMA's  president-elect, 
joined  the  chief  sponsors  of  the  proposed  legislation 
after  its  introduction  into  the  Congress  at  a  Capitol 


Hill  press  conference  and  detailed  the  new  provisions 
of  Medicredit  1973  which  include  dental  care  for 
children,  emergency  dental  care  for  all  ages,  and  im- 
proved home  health  services. 

Dr.  Roth  said  that  the  new  Medicredit  proposal 
should  cost  about  $12.1  billion,  approximately  the 
same  as  last  year's  bill.  He  pointed  out  in  explana- 
tion, however,  that  while  new  benefits  have  been 
added  to  the  1973  version,  certain  modifications  had 
been  made  to  the  new  bill's  deductible  and  coin- 
surance features. 

The  Medicredit  bill  is  a  three-pronged  approach 
to  providing  health  insurance  protection,  according 
to  Dr.  Roth.  The  proposal  would: 

— pay  the  full  cost  of  health  insurance  for  those  too 
poor  to  buy  their  own, 

— help  those  who  can  afford  to  pay  a  part  of  their 
health  insurance  cost.  The  less  they  can  afford  to 
pay,  the  more  the  government  would  pay, 

— see  to  it  that  no  American  would  have  to  bank- 
rupt himself  because  of  a  catastrophic  illness. 

On  the  subject  of  the  catastrophic  provisions  of  the 
bill,  Hartke  said: 

"I  have  been  appalled,  as  have  most  of  us,  by  the 
medical  horror  stories  that  have  been  brought  to  our 
attention.  Hardly  a  week  passes  without  news  of  yet 
another  family  pauperized  by  catastrophic  illness.  .  .  . 

"Under  Medicredit,  the  tragedy  of  catastrophic  ill- 
ness would  no  longer  be  worsened  by  the  threat — 
or  the  actuality — of  financial  catastrophe.  No  Ameri- 
can family  would  ever  again  face  the  prospect  of 
losing  its  savings,  or  its  home,  or  its  solvency  be- 
cause of  health  or  medical  bills." 

Predicting  that  Medicredit  would  wind  up  with 
200  sponsors  in  the  93rd  Congress,  25  more  than  in 
the  92nd,  Fulton  noted  that  a  third  of  the  sponsors 
were  Democrats,  which  establishes  the  AMA-backed 
bill  as  the  national  health  insurance  proposal  with  the 
most  bipartisan  support. 

Among  those  sponsoring  the  bill  are  North  Caro- 
lina Representatives  David  Henderson  (D),  Wilmer 
Mizzell  (R) ,  and  Roy  A.  Taylor  (D) . 

*  =£  * 

President  Nixon  plans  to  end  the  26-year-old  Hill- 
Burton  program  of  federal  grants  for  hospital  con- 
struction and  the  Regional  Medical  Program.  His  fis- 
cal 1974  budget  also  calls  for  cutbacks  in  programs 
for  community  health  centers,  children's  mental 
health,  and  alcoholism. 

Under  the  budget,  Medicare  patients  would  have 
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to  pay  an  additional  estimated  $1.2  billion  of  their 
hospital  and  medical  bills  in  the  next  18  months. 

Aside  from  Medicare  outlays  of  $12.6  billion,  the 
federal  budget  for  health — most  of  it  under  the  De- 
partment of  Health,  Education  and  Welfare — calls 
for  expenditures  of  $9.1  billion  in  the  12  months,  an 
increase  of  $700  million  over  the  current  fiscal  year 
which  ends  June  30. 

Some  National  Institutes  of  Health  research  pro- 
grams would  be  cut  back  but  spending  on  cancer 
would  climb  $91  million  to  $445  million,  and  out- 
lays on  heart  and  lung  diseases  would  increase  $28 
million,  to  $250  million.  Special  emphasis  would  be 
placed  on  those  types  of  cancer  that  cause  the  high- 
est mortality — lung,  breast,  large  bowel,  prostate, 
bladder  and  pancreas.  Heart  research  would  focus  on 
preventing  arteriosclerosis  and  hypertension. 

The  NIH  program  of  support  for  training  of  re- 
search scientists — now  $150  million  a  year — would 
be  discontinued.  The  federal  government  also  would 
reduce  its  support  for  training  nurses,  veterinarians, 
optometrists,  podiatrists,  pharmacists  and  public 
health  personnel.  Federal  support  would  be  concen- 
trated on  training  of  physicians  and  dentists. 

President  Nixon's  plans  for  cutbacks  in  some 
health  expenditures  were  foreshadowed  by  two  vetoes 
of  HEW  appropriation  bills  last  year. 

"My  strategy  for  health  in  the   1970s  stresses  a 


new  federal  role  and  basic  reforms  to  assure  that  eco- 
nomical, medically  appropriate  health  services  are 
available  when  needed,"  he  said  in  his  budget  mes- 
sage. 

An  HEW  official  described  the  cutbacks  as  "a 
conscious  decision  to  identify  those  programs  that 
have  fulfilled  their  purposes  already  or  are  unable 
to."  HEW  officials  said  the  regional  medical  pro- 
gram, which  initially  was  designed  to  combat  heart 
disease,  cancer  and  strokes,  never  achieved  its  goal  of 
providing  better  planning  of  health  resources  lo- 
cally or  speeding  research  knowledge  into  therapy. 
Support  would  be  continued  for  the  515  centers  es- 
tablished under  the  nine-year-old  community  mental 
health  program,  but  funds  would  not  be  provided  to 
expand  the  number  to  the  original  goal  of  2,000. 

In  the  Medicare  program,  the  Administration  is 
beginning  to  put  into  effect  non-legislative  reforms 
that  are  estimated  to  save  the  government  $342  mil- 
lion during  the  remainder  of  this  fiscal  year.  The 
President  said  he  will  ask  Congress  for  authority  to 
shift  $600  million  a  year  in  charges  to  Medicare  pa- 
tients. 

The  combined  effect  of  the  legislative  proposals 
and  administrative  actions  would  be  a  net  savings  to 
the  federal  government  in  fiscal  year  1974  of  $849 
million,  according  to  the  proposed  budget  for  the 
Department  of  Health,  Education,  and  Welfare. 
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Book  Reviews 


Clinical  Simulation:  Selected  Problems  in  Patient  Man- 
agement, Edited  by  C.  H.  McGuire  and  L.  M.  Solomon, 
302  pages.  New  York:  Appleton,  Century,  Crofts,  Edu- 
cation Division,  Meredith  Corporation,   1972. 

These  exercises  in  medical  diagnosis  and  treatment 
were  prepared  by  the  interdepartmental  appraisal 
committee  of  the  University  of  Illinois  College  of 
Medicine.  They  employ  the  Access  TM  method  by 
which  an  invisible  ink  will  appear  when  the  re- 
sponse areas  in  the  book  are  rubbed  by  the  appropri- 
ate marker  pen.  The  technique,  which  assesses  both 
cognitive  and  affective  domains  of  medical  knowl- 
edge, is  being  used  with  increasing  frequency  and 
effectiveness  as  a  testing  procedure. 

The  book  will  appeal  mostly  to  those  who  enjoy 
a  climate  of  learning  which  requires  active  participa- 
tion. Just  as  buffs  of  crossword  puzzles  enjoy  the 
structured  accumulation  of  vocabulary,  so  will  many 
students  of  medicine  prefer  this  method  of  learning 
over  simply  reading  a  textbook  or  studying  a  case 
report  presented  as  a  clinical  pathology  conference. 
Thus  one  of  the  biggest  assets  of  the  book  is  that  it 
can  be  fun  and  games  for  the  reader. 

Exercises  in  the  diagnosis  and  management  of  20 
problems  in  general  medicine  are  presented.  The 
diseases  range  from  Trichomonas  infection  to  sphero- 
cytosis. One  moves  from  the  necessity  of  taking  a 
long  history  and  performing  a  complete  physical  ex- 
amination to  that  of  obtaining  adequate  data  by  a 
short  history  and  an  incomplete  physical  examination. 
Although  such  an  approach  to  clinical  medicine  has 
been  debated,  it  is  certainly  a  necessary  component 
of  the  practice  of  busy  physicians. 

Unfortunately  all  that  is  important  in  general  medi- 
cine cannot  be  incorporated  into  one  small  book. 
This  one  suffers  by  including  no  case  of  myocardial 
infarction,  no  iatrogenic  diseases  such  as  adverse  drug 
reactions  and  hospital  acquired  infections,  no  pneu- 
monia, arthritis,  and  no  case  of  immunologic  defici- 
ency. The  object  of  the  book,  however,  is  not  to  re- 
view medical  knowledge  in  its  entirety,  but  to  test  the 
physician's  collection  and  interpretation  of  data  and 
medical  management.  For  example,  questions  are 
raised  concerning  how  thoroughly  one  should  investi- 
gate a  disease  entity  which  is  quickly  apparent,  clear- 
ly chronic,  and  whose  course  cannot  be  changed  by 
modern  medical  techniques.  The  proper  utilization  of 
consultants  is  also  included.  Overindulgence  in  labo- 
ratory procedures  by  the  clinician  is  discussed  by  list- 


ing studies  which  should  be  avoided  when  diagnosing 
and  managing  certain  problems. 

For  the  most  part  the  book  is  well  written  and 
skillfully  presented.  Unfortunately,  normal  values  are 
not  given  for  a  number  of  laboratory  tests  which  a 
physician  will  rarely  use.  Although  he  is  referred  to 
certain  standard  textbooks  for  these  values,  this  is  a 
waste  of  time.  The  illustrations  such  as  x-rays,  blood 
smears,  and  electrocardiograms  are  in  a  separate 
booklet,  and  some  of  them  are  poorly  reproduced. 

If  for  no  other  reason,  this  book  can  be  recom- 
mended as  a  simulation  of  peer  review.  It  provides 
comparison  of  one's  clinical  approach  to  a  broad 
range  of  medical  problems  with  those  of  other  phy- 
sicians; namely,  the  consultants  who  compiled  the 
quiz.  Explanatory  comments  are  given  for  each  case, 
and  these  explanations  are  designed  to  reveal  the 
consultants'  reasoning.  The  reader  can  either  accept 
or  reject  these  opinions,  but  in  doing  so  he  must  de- 
fend his  skills  as  a  physician.  The  mature  physician 
will  recognize  that,  in  view  of  the  inexact  nature  of 
medical  science,  a  diversity  of  opinion  on  the  philoso- 
phy of  management  and  the  rationale  of  therapy  of 
many  diseases  is  inevitable.  Such  is  the  state  of  the 
art. 

Charles  E.  McCall,  M.D. 


Notable  Personalities  and  Their  Faith.  Edited  by 
Claude  A.  Frazier,  M.D.  136  pages.  Price,  $3.50.  In- 
dependence, Missouri:  Independence  Press,   1972. 

"The  public  is  always  interested  in  the  religious 
beliefs  of  famous  personalities.  When  a  man  tells  us 
what  he  believes,  he  is  at  the  same  time  telling  us 
what  he  doesn't  believe.  He  provides  us  with  an  op- 
portunity to  weigh  his  insights  against  our  own  and 
to  accept  or  reject  what  he  has  to  say." 

So  says  Harold  Lindsell,  editor  of  Christianity  To- 
day, in  the  preface  to  this  the  most  recent  book  by 
North  Carolina's  prolific  physician-author-Christian 
layman,  Dr.  Claude  A.  Frazier. 

The  book  consists  of  29  personal  expressions  of 
religious  faith  by  well  known  figures  of  the  day,  be- 
ginning with  President  Nixon  and  including  other  rep- 
resentatives of  government  as  well  as  business,  the 
armed  forces,  professional  and  collegiate  sports,  and 
the  entertainment  world.  Allen  Saunders,  creator  of 
the  Mary  Worth  comic  strip,  quotes  Voltaire's  axiom, 
"Every  man  is  guilty  of  all  the  good  he  did  not  do." 
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J.  Edgar  Hoover  cites  de  Tocqueville's  observation, 
"Despotism  may  govern  without  faith,  but  liberty 
cannot."  Katherine  Bryson,  confined  to  an  iron  lung 
for  22  years,  tells  how  faith  not  only  enables  her  to 
tolerate  life  in  this  condition,  but  to  thank  God  for 
permitting  her  to  live  and  see  her  children  grow  up. 


Although  no  doctors  appear  in  the  list  of  contribu- 
tors (perhaps  as  a  group  they  are  more  reticent 
about  such  matters),  the  book  is  dedicated  to  the  late 
Dr.  Robert  Crouch,  "who  exemplified  its  spirit,"  and 
"whose  faith  was  evident  to  those  around  him  in  his 
terminal  illness."  L.  F.  MacMillan 
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Though  more  children  are  said  to  die  of  convulsions  than  of  any  other  disease,  yet  they 
are,  for  the  most  part,  only  a  symptom  of  some  other  malady.  Whatever  greatly  irritates 
or  stimulates  the  nerves,  may  occasion  convulsions.  Hence,  infants,  whose  nerves  are 
easily  affected,  are  often  thrown  into  convulsions  by  any  thing  that  irritates  the  alimentary 
canal;  likewise,  by  teething;  strait  clothes;  the  approach  of  the  small-pox,  measles,  or  other 
eruptive  diseases. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention 
and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  384. 
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PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


No.  11 


April  2,  1973 


THE  PROFESSIONAL  STANDARDS  REVIEW  PROVISION  OF  PUBLIC  LAW  92-603  signed  into 
law  by  the  President  on  the  last  day  of  October  1972  is  probably  the  most  far 
reaching  and  significant  piece  of  legislation  affecting  medical  care  ever  to  be 
passed.   It  far  surpasses  in  importance  the  Medicare  and  Medicaid  legislation  and, 
as  drawn  up,  gives  physicians  and  organized  medicine  an  opportunity  over  a  period 
of  some  two  to  three  years  to  participate  actively  in  the  way  the  professional 
standards  review  proposals  are  implemented.   The  program  is  expected  to  cost  you 
and  me  as  taxpayers  one  billion  dollars  in  the  interest  of  saving  the  cost  of 
medical  care  and  providing  better  quality  medical  care  for  the  people  of  our 
country.   It  is  imperative  for  all  doctors  to  become  well  acquainted  with  this 
law  and  to  follow  closely  its  implementation  in  North  Carolina  and  the  country 
in  general. 

THE  NORTH  CAROLINA  BOARD  OF  MEDICAL  EXAMINERS  has  recently  announced  the 
granting  of  licenses  in  North  Carolina  as  a  result  of  written  examinations  in 
December.   Eva  V.  Dubovsky  of  Birmingham,  Ala.,  a  graduate  of  The  Charles 
University  in  Prague,  Czechoslovakia,  received  the  highest  score  on  this  exam- 
ination.  Donald  C.  Jackson  of  Durham,  a  graduate  of  the  University  of  Sheffield 
in  England  received  the  second  highest  score  and  Beaty  L.  Bass  of  Iowa  City, 
Iowa,  a  North  Carolina  native  and  graduate  of  the  University  of  N.  C.  in  Chapel 
Hill  received  the  third  highest  score. 

THE  THIRD  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM  SPONSORED  BY  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY 


is  to  be  held  at  the  Blockade  Runner  Hotel  in  Wilmington,  N.  C. 
Mr.  Al  Proctor,  coordinator  for  the  Sports  Medicine  program  in 

He  will  give  a 


July  4-6,  1973 

N.  C.  highschools  will  be  the  featured  speaker  on  the  program 

progress  report  on  his  department's  activities  and  further  efforts  at  better 

care  and  prevention  of  injuries  in  sports 


THE  NATIONAL  HEALTH  ALLIANCE  AGENCY,  3344  S.  La  Cienega  Blvd.,  Los  Angeles, 
Calif.  90016  has  announced  a  "Physicians  Career  Center"  to  be  held  in  1973  in 
Los  Angeles.   This  meeting  will  provide  an  opportunity  for  anyone  interested  in 
locating  physicians  to  meet  many  physicians  interested  in  practice  in  new  loca- 
tions.  This  type  of  meeting  might  be  of  interest  to  communities  as  well  as  to 
individuals  looking  for  partners  and  associates. 

IN  RESPONSE  TO  THE  VIEWS  OF  THE  MEMBERSHIP  and  as  a  result  of  a  management 
reappraisal  of  the  financial  situation  of  the  AMA  specialty  journals,  the  Board 
of  Trustees  voted  to  continue  the  specialty  journals  as  a  benefit  of  membership. 
The  Board  will  report  on  the  change  to  the  House  of  Delegates  in  June.   Nine  of 
the  ten  journals  were  scheduled  to  be  distributed  on  a  subscription  basis  begin- 
ning in  July.   The  tenth  journal,  Archives  of  Environmental  Health,  was  put  on  a 
subscription  basis  several  months  ago.   The  Board  action  would  return  all  the 
specialty  journals  to  a  benefit-of -membership  status.  Members  also  will  receive 
Prism,  the  AMA's  new  socioeconomic  journal  scheduled  for  publication  next  month. 


"UNSCIENTIFIC  AND  POTENTIALLY  DANGEROUS"  was  the  label  given  by  the  AMA's 
Council  on  Foods  and  Nutrition  to  the  current  best-seller  book,  Dr.  Atkin's  Diet 
Revolution.   The  book,  authored  by  Robert  C.  Atkins,  M.  D. ,  of  New  York  City, 
recommends  a  sharply  restricted  intake  of  carbohydrates  to  lose  weight,  without 
restricting  the  intake  of  foods  rich  in  saturated  fats  aid  cholesterol.   The 
council  said  the  low  carbohydrate  diet  has  been  promulgated  for  years,  but  its 
justifying  rationale  is  for  the  most  part  without  scientific  merit.   The  council 
said  it  "is  deeply  concerned  about  any  diet  that  advocates  an  'unlimited'  intake 
of  saturated  fats  and  cholesterol-rich  foods"  and  that  individuals  following  such 
a  diet  will  have  an  increased  risk  of  coronary  artery  disease  and  artherosclerosis. 
According  to  Dr.  Atkins,  his  diet  promotes  production  of  a  "fat  mobilizing  hormone" 
(FMH)  that  releases  energy  into  the  bloodstream  by  causing  stored  fat  to  convert 
to  carbohydrate.   The  AMA  council  stated  that  no  such  hormone  has  been  established 
in  man,  and  no  appreciable  conversion  of  fat  to  carbohydrate  occurs  in  the  body. 
The  council  urged  physicians  to  counsel  their  patients  regarding  the  potentially 
harmful  effects  of  the  Atkins  diet.  For  copies  of  the  statement  write  Council 
on  Foods  and  Nutrition,  AMA  Headquarters. 

DOWN,  NOT  UP,  IS  THE  DIRECTION  of  the  average  physician's  charges  for  services 
under  Medicare,  according  to  Social  Security  Administration  data  published  in 
AMA  Update.   Figures  from  the  beginning  of  Medicare  in  1966  through  1971  show 
average  charges  by  physicians  to  be  down  5.27»  for  surgical  services  and  11.57o 
for  medical  services.   Average  hospital  charges  per  day  have  gone  up  837».   Average 
charges  in  July  1956  were:   Surgeons,  $174  per  procedure;  medical  services,  $52; 
hospitals,  $47  per  day.   In  December  1971,  they  were:   Surgeons,  $165;  medical 
services,  $46;  hospitals,  $86.   Figures  for  1972  are  not  yet  available. 

IN  VIEW  OF  THE  FACT  THAT  WO  NEW  BILLS  LIBERALIZING  STATE  LAWS  WITH  RESPECT 
TO  CHIROPRACTIC  are  before  the  state  legislature,  it  is  interesting  to  note  that 
coverage  of  chiropractic  services  in  government  programs  should  be  limited  to 
"subluxation  of  the  spine",  the  AFL-CIO  Executive  Council  said  in  a  recent  state- 
ment.  It  noted  that  Congress  has  included  chiropractic  services  under  Medicare 
and  Medicaid  "but  only  with  respect  to  treatment  by  means  of  manual  manipulation 
of  the  spine  and  only  with  respect  to  subluxation  of  the  spine  demonstrated  by 
x-ray."  The  council  urged  that  chiropractic,  if  it  is  included  in  any  other 
public  program,  be  subject  to  the  same  restrictions.   "A  major  objection  to  cover- 
age of  chiropractic  services  in  public  programs  is  the  claim  that  a  chiropractor 
may  attempt  to  substitute  his  services  for  those  of  a  physician,"  the  statement 
said.   "We  do  not  believe  that  chiropractors  should  perform  the  functions  of  a 
physician  or  serve  as  the  point  of  entry  into  the  health  system." 

COPIES  OF  AMA  GUIDELINES  for  relations  with  the  communications  media  are 
available.   The  guidelines  are  designed  to  help  medical  societies  develop  or 
improve  press  relations  at  the  community  level.   To  obtain  a  copy,  write  to  the 
Dept.  of  Medical  Ethics,  AMA  Headquarters. 

CONGRATULATIONS  TO  DR.  NICHOLAS  GEORGIADE  OF  DURHAM  who  has  been  elected 
vice-chairman  of  the  AMA's  newly  formed  Section  Council  on  Plastic  and  Reconstruc- 
tive Surgery.   John  W.  Curtin,  M.  D.  of  Chicago  was  chosen  chairman. 

Sincerely, 


ohn  Glasson,  M.  D. 


Therapeutic  Abortion  on  Psychiatric  Grounds 
A  Follow-Up  Study 


John  A.  Ewing,  M.D.,  Myron  B.  Liptzin,  M.D., 

Beatrice  A.  Rouse,  M.Ed.,  Roger  F.  Spencer,  M.D., 

and  David  S.  Werman,  M.D. 


TNA  previous  paper1  characteristics  of  207  appli- 
■*■  cants  for  abortion  on  psychiatric  grounds  were  de- 
scribed. We  found  that  the  evaluating  psychiatrists 
considered  not  only  specific  psychiatric  syndromes, 
but  also  factors  such  as  goals  for  the  future,  emo- 
tional and  behavioral  symptoms  arising  during  preg- 
nancy, and  the  likelihood  of  self-harm  including  the 
seeking  of  an  illegal  abortion.  It  was  evident  that  vir- 
tually all  women  seeking  legal  abortion  for  reasons  of 
mental  health  could  receive  permission  under  the 
North  Carolina  statutes. 

We  are  now  presenting  results  of  a  post-abortion 
study  of  many  of  these  same  women  plus  some 
others.  Many  attitudes  expressed  about  therapeutic 
abortion  are  based  upon  strong  emotional  reactions 
and  sometimes  involve  religious  principles.  Scientific 
study  of  this  subject  may  not  alter  any  very  deeply 
ingrained  attitudes.  For  the  physician  who  is  able  to 
approach  this  matter  objectively,  however,  it  is  vital 
to  have  information  on  which  to  base  his  clinical  de- 
cisions. Thus,  we  present  these  data  with  this  end  in 
mind. 

Basically  we  are  asking  about  the  general  state  of 
health  of  the  woman  who  has  had  a  therapeutic  abor- 
tion. In  particular,  we  are  interested  in  her  emotional 
status,  since  many  traditional  beliefs  seem  to  suggest 
that  she  will  be  remorseful  or  emotionally  disturbed 
after  the  event.  However,  as  pointed  out  elsewhere,2 
many  such  beliefs  are  based  upon  experiences  in  the 
days  when  abortions  usually  took  place  under  illegal 
and  furtive  conditions.  Today's  question  must  con- 
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cern  the  overall  effect  on  a  woman's  health  of  an 
abortion  performed  under  good  medical  conditions 
and  within  the  framework  of  the  law.  The  possibility 
of  studying  this  matter  arose  when,  in  1967,  the  North 
Carolina  General  Assembly  amended  the  abortion 
statutes  to  permit  termination  of  a  pregnancy  certi- 
fied to  be  a  threat  to  the  health  of  the  woman.  Fol- 
lowing this  action  there  has  been  a  gradual  increase 
in  the  number  of  abortions  performed  in  the  state; 
we  have  specifically  studied  women  applying  to  this 
medical  center  for  abortion  on  psychiatric  grounds. 

In  one  previous  paper5  we  compared  emotional 
symptomatology  in  women  within  six  months  post- 
operatively and  in  those  whose  abortion  was  per- 
formed seven  or  more  months  previously.  The  few 
symptoms  which  occurred  were  found  to  diminish 
with  the  passage  of  time.  In  another  paper4  we  com- 
pared women  who  had  with  those  who  did  not  have 
a  history  of  psychiatric  illness  occurring  prior  to  the 
onset  of  those  symptoms  for  which  abortion  was 
sought.  In  brief,  the  overall  response  to  abortion  was 
beneficial  both  in  women  with  only  current  emotional 
problems  related  to  the  unwanted  pregnancy  and  in 
those  presumed  to  be  more  vulnerable  to  stress  by  vir- 
tue of  having  a  prior  history  of  mild  psychiatric 
illness.  The  latter  group  showed  a  tendency  (not  sta- 
tistically significant)  to  report  more  emotional  symp- 
toms after  abortion,  but  these  were  minimal  and 
transient. 

METHOD 

During  1970  and  1971  we  collected  questionnaire 
responses  from  as  many  women  as  we  were  able  to 
contact  who  had  had  a  screening  interview  with  at 
least  one  of  the  co-authoring  psychiatrists  and  who 
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Table  1 

Reported  Cost  of  Therapeutic  Abortion  by  Category 
and  Percentages  of  Respondents 

Hospital     Psychiatrists     Obstetricians    Travel     Other 


% 

% 

°0 

% 

% 

Nothing 

5 

5 

5 

19 

4 

<$50 

1 

52 

12 

52 

18 

$50-100 

1 

20 

2 

2 

2 

$100-200 

14 

2 

10 

3 

1 

>$200 

60 

— 

40 

1 

— 

No  Infor- 

mation* 

19 

respondents  w 

21 
to  had 

not  yet 

31 

recei 

jed 

23 
all  of  their 

75 

*  Includes 

bills. 

Table  2 

Reported  Illnesses  and  Visits  to  a  Physician 
Since  Therapeutic  Abortion 


Percent  of  Respondents 

Illnesses 

(N=126) 

None 

61 

Colds,   flue,   minor  aches 

17 

Other  respiratory  ills 

2 

Accidents,  falls,  etc. 

2 

Cramps,  heavy  bleeding 

6 

"Disease" 

4 

Emotional   problems,   nervousness 

2 

Miscellaneous 

6 

Visit  to  Physician* 

None 

50 

Yes,  purpose  not  specified 

2 

Check-up 

27 

Birth  control  information,  pilfe 

13 

Pregnancy 

— 

Medical  condition 

10 

Other 

because   of 

2 

*  Percentages   add   to    over    100% 

multiple    purposes 

given  for  a  visit  by  an  individual. 

were  known  to  have  had  a  therapeutic  abortion.  In 
all,  301  initial  letters  were  mailed,  asking  the  ad- 
dressee to  return  a  card  confirming  her  present  ad- 
dress and  indicating  willingness  to  answer  a  ques- 
tionnaire which  would  be  sent.  Nineteen  of  our  letters 
were  returned  marked  "Addressee  Unknown."'  A 
total  of  157  women  responded  favorably,  and  an  ad- 
ditional 19  accepted  the  questionnaire  at  the  time  of 
the  screening  interview  and  agreed  to  complete  it  a 
few  weeks  postoperatively.  This  follow-up  study  is 
based  on  126  completed  questionnaires  out  of  a  pos- 
sible 176,  covering  34  areas  of  investigation. 

RESULTS 

Questionnaires  were  returned  by  women  whose 
abortions  had  occurred  as  recently  as  a  few  weeks  or 
as  remotely  as  two  years  previously.  Fifty-eight  per- 
cent of  the  respondents  had  had  the  operation  within 
six  months  or  less,  and  42  percent  had  had  it  seven 
months  or  more  previously. 

Cost  of  Abortion 

Forty-three  percent  of  the  women  thought  that  the 
costs  were  "about  right,"  whereas  42  percent  said 


they  were  "too  high"  and  12  percent  felt  they  were 
"low."  Three  percent  did  not  respond  to  this  question. 
Travel  expenses,  psychiatric  and  obstetrical  fees  and 
hospital  costs  are  shown  in  Table  1.  We  are  surprised 
at  the  reports  of  high  psychiatric  fees  from  a  few 
women.  These  might  be  false  recollection  or  could 
represent  the  total  of  several  fees  in  those  few  cases 
in  which  a  woman  consulted  several  different  psy- 
chiatrists before  she  could  find  support  for  the  op- 
eration. It  should  be  noted  that  North  Carolina  law 
requires  the  recommendation  of  two  licensed  physi- 
cians, but  makes  no  comment  about  specialties.  Dur- 
ing the  early  months  of  our  experience  it  was  the 
practice  in  our  hospital  for  two  psychiatrists  to  see 
each  woman  before  an  obstetrical  decision  to  abort  or 
not  was  made.  More  recently,  however,  the  physicians 
have  been  one  psychiatrist  and  one  obstetrician,  in 
addition  to  the  one  performing  the  operation. 

General  and  Emotional  Health 

In  terms  of  general  health  since  the  operation,  75 
percent  report  that  it  has  returned  to  normal,  23 
percent  say  that  it  is  better,  and  only  2  percent  report 
any  worsening.  Table  2  lists  illnesses  experienced 
and  reasons  for  seeing  a  physician  since  the  opera- 
tion, if  such  a  visit  has  occurred.  It  appears  that  no 
particular  health  complication  can  be  identified  as 
possibly  stemming  from  the  abortion  procedure. 

Fifty-five  percent  report  that  emotional  health  is 
normal,  and  38  percent  feel  it  to  be  better  than  be- 
fore the  abortion.  Only  6  percent  report  any  wors- 
ening in  emotional  health. 

Emotional  symptoms  experienced  since  the  thera- 
peutic abortion  are  shown  in  Table  3.  The  rate  is  not 
high  and  we  wonder  if  any  group  of  women,  asked 
if  they  had  had  such  symptoms  in  previous  months, 
might  not  produce  a  number  of  similar  responses. 
Some  of  the  depressed  feelings  may  be  related  to  re- 
gret that  the  pregnancy  was  not  feasible  for  the 
woman.  Another  factor  may  be  the  emotional  con- 
comitants of  hormonal  changes. 

All  women  were  asked  if  they  had  had  any  psy- 


Table3 

Percentage  of  Respondents  Reporting  Various  Emotional 
Symptoms  After  Therapeutic  Abortion* 


Symptoms 

Depressed  feelings 
Crying  spells 
Anxious  feelings 
Sleeplessness 
Worrying   feelings 
Guilt 


Definite 

Qualified 

Yes 

Yest 

°o 

% 

13 

8 

9 

7 

10 

6 

9 

5 

10 

6 

6 

8 

'  Most  respondents  with  any  such  symptoms  employed  multiple 
checking  therefore  these  percentages  cannot  be  summated. 

■  Qualifying  statements  were  such  as:  "Sometimes,"  "In  month 
after  abortion  but  not  now";  "Yes,  but  not  due  to  abortion." 
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Table  4 
Posttherapeutic  Abortion  Gynecological  Health  Reports  by  Respondents  Compared  With  Before  the  Operation 


Menstrual 

Menstru; 

1 

Menstrual 

Menstrual 

Vaginal 

Cycle 

Periods 

Duration 

Pain 

Discharge 

Shorter 

22% 

Lighter 

28% 

Shorter 

25% 

Less 

32% 

Lighter 

13% 

Same 

63% 

Same 

44% 

Same 

54% 

Same 

49% 

Same 

56% 

Longer 

10% 

Heavier 

25% 

Longer 

17% 

More 

13% 

Heavier 

27% 

No   reply 

5% 

No   reply 

3% 

No  reply 

4% 

No  reply 

6% 

No  reply 

4% 

chological  or  psychiatric  treatment  since  the  opera- 
tion; only  6  percent  gave  positive  responses  though 
an  additional  2  percent  said  they  would  have  liked 
some  treatment  but  it  was  not  available. 

Gynecological  sequelae 

Table  4  shows  overall  responses  with  regard  to  a 
variety  of  gynecological  matters.  Again  it  is  evident 
that  for  the  relevant  items  there  is  no  trend  indicat- 
ing a  significant  appearance  of  gynecologic  symp- 
toms. One  possible  exception  is  vaginal  discharge: 
although  more  than  half  the  respondents  reported  no 
change  in  leukorrhea,  about  twice  as  many  noted  that 
it  had  become  heavier  as  those  who  described  a  light- 
er discharge.  On  the  other  hand  twice  as  many  women 
reported  a  shorter  menstrual  cycle  compared  with 
those  noting  a  longer  cycle,  and  more  than  twice  as 
many  subjects  reported  a  diminution  in  menstrual 
pain,  compared  to  those  reporting  some  increase  in 
menstrual  pain. 

The  increased  leukorrhea  would  appear  to  be  simi- 
lar to  the  usual  postpartum  vaginal  discharge.  The 
other  changes  are  difficult  to  interpret  but  may  be 
due  (as  is  decreased  dysmenorrhea,  for  example)  to 
the  good  effects  of  dilatation  of  the  cervical  canal 
in  a  group  of  primigravidae. 

Sexual  activity  and  contraceptive  practice 

Table  5  shows  responses  with  regard  to  sexual  ac- 
tivities and  Table  6  lists  contraceptive  methods  now 
in  use.  Previously  we  have  commented  that  a  young 
woman  who  is  sexually  active  but  making  limited  or 
no  effort  to  protect  herself  from  conception  is  per- 


Table  5 

Resumption  and  Quality  of  Sexual  Activities 
After  Therapeutic  Abortion 


Percent  of  Respondents 

RESUMPTION 

(N=126) 

Within  1  month 

31 

Within  1-2  months 

26 

Within  2-3  months 

10 

Within  4  months 

10 

Not  yet  resumed 

23 

QUALITY 

Sexual  relations  now 

more 

satisfactory 

30 

Sexual  relations  now 

less  satisfactory 

2 

Sexual  relations  unch 

anged 

in  quality 

45 

Not  applicable 

23 

haps  pathologically  naive  or  inclined  to  deny  reality.1 
Having  an  unwanted  pregnancy  and  an  abortion 
would  seem  to  have  been  a  drastic  method  of  correct- 
ing this  failing.  Fifty-five  percent  of  our  patients  are 
single,  but  within  four  months  of  the  abortion  77 
percent  of  all  patients  resumed  sexual  activity.  In 


Table  6 
Post-Abortion  Contraceptive  Use 


Contraceptives  Used* 

Pill 

Condom 

IUD,   loop 

Foam 

Sterilization 

Rhythm 

Diaphragm 

Gels 

Withdrawal 

Douche 

No  sexual  activity 


Percent  of  Respondents 
(N  =  126) 

47 
17 

10 
7 
6 
5 
3 
2 
2 

23 


*  Several  methods  were  reported  by  an  individual  in  some  cases. 


Table  7 
Current  Marital  Status  and  Change  After  Abortion 


Percent  of  Respondents 

Current  Marital  Status 

(N 

=  126) 

Married 

29 

Single 

55 

Divorced 

10 

Separated 

5 

Widowed 

1 

Change  in  Status 

No  Change 

88 

Change 

Was  single   now  married 

6% 

) 

Was  married   now  separated 

5% 

12 

or  divorced 

Was  single  now  engaged 

1% 

) 

Table  8 

Feelings  Regarding  Screening  Interview  With  Psychiatrist 

Percent  of  Respondents 
(N=126) 

Difficult  experience,  didn't  help  me  27 

Easy,  pleasant  experience,  helped  me,  glad  to  do  it  22 
Didn't  mind,  no  special  reaction  13 

Didn't  like  the  idea  at  first  but  now 

glad  I  did  have  the  talk  13 

Mixed  reactions,  some  good  and  some  bad 

feelings  expressed  13 

Would   like  to  continue  seeing  one  2 

Other  2 

No  answer,  no  feelings  expressed  8 
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Table  9 
Feelings  About  Overall  Treatment  by  Hospital  Personnel 


GYN, 

Admission 

Nurses, 

Med 

Other 

Other 

Secretaries 

Officers 

Aides 

Staff 

Psychiatrists 

MD's 

Personnel 

Exceptionally  good, 

helpful,  etc. 

5% 

2% 

4% 

10% 

3% 

3% 

2% 

Pleasant,  friendly,  etc. 

2% 

3% 

6% 

8% 

2% 

2% 

2% 

Satisfactory,   fair 

— 

1% 

5% 

3% 

— 

2% 

2% 

Cold,   impersonal,  rude 

2% 

4% 

4% 

2% 

1% 

2% 

2% 

Very  unpleasant,  harsh, 

unnecessarily  hurtful 

or   rude 

— 

1% 

3% 

^ 

— 

— 

— 

Mixed:  some  pleasant  or 

helpful;    others    not 

— 

— 

1% 

— 

— 

— 

— 

No   information   given 

91% 

89% 

77% 

77% 

94% 

91% 

92% 

all  cases  where  sexual  relations  had  been  resumed 
and  sterilization  had  not  been  performed,  either  the 
woman  or  her  sexual  partner  used  some  form  of  con- 
traception. It  is  encouraging  to  note  the  greater  con- 
cern and  awareness  now  shown  by  these  women 
regarding  contraceptive  practices.  Even  so,  compla- 
cency is  not  justified,  since  several  of  the  contracep- 
tive methods  are  of  doubtful  reliability.  Indeed,  33 
percent  of  the  women  indicated  that  they  had  wor- 
ried at  times  about  whether  they  were  pregnant  again, 
and  four  said  that  they  had  become  pregnant  again. 
Of  these  women,  three  indicated  that  they  would  defi- 
nitely seek  another  therapeutic  abortion  and  one  was 
yet  undecided.  No  one  reported  having  given  birth  to 
a  child  since  the  abortion. 

Marital  status,  relationship  to  parents  and  religious 
practices 

Table  7  lists  current  marital  status  and  change  if 
such  had  occurred.  The  majority  of  the  married 
women  indicated  that  the  abortion  had  not  adversely 
affected  the  marriage. 

The  quality  of  the  relationship  with  the  male  part- 
ner of  unmarried  women  was  said  to  be  worse  in  7 
percent  of  the  cases,  unchanged  in  31  percent,  and 
better  in  29  percent.  The  relationship  had  broken  up 
in  23  percent,  with  most  of  these  women  reporting 
a  different  male  partner  at  the  time. 

The  state  law  (until  1971)  required  that  unmar- 
ried women  under  the  age  of  2 1  obtain  parental  per- 
mission to  undergo  the  abortion  procedure.  For  this 
reason  we  asked  about  the  relationship  with  the  par- 
ents and  learned  that  it  had  undergone  no  change  in 
52  percent  of  the  cases,  was  better  in  32  percent, 
was  felt  to  be  worse  in  6  percent,  and  10  percent  of- 
fered no  comment. 

The  vast  majority  of  respondents  reported  no 
change  in  religious  affiliation  or  practices,  but  5  per- 
cent said  they  had  become  more  thoughtful  concern- 
ing the  meaning  and  significance  of  religion,  and  1 
percent  reported  beiag  more  liberal  in  practices  and 
beliefs. 


Availability  of  abortion 

Women  were  asked  how  they  would  advise  a  friend 
if  she  asked  about  having  a  therapeutic  abortion,  and 
only  3  percent  indicated  they  would  discourage  her. 

Respondents  were  asked  how  they  felt  about  the 
availability  of  therapeutic  abortion,  and  72  percent 
believed  that  it  should  be  available  on  demand  for 
any  pregnant  women,  with  an  additional  10  percent 
supporting  this  view  but  mentioning  qualifications 
such  as  a  physician's  concurrence. 

Reactions  to  procedure 

Asked  how  they  would  behave  if  they  found  them- 
selves pregnant  again  in  the  light  of  their  experiences 
with  this  therapeutic  abortion,  88  percent  said  that 
they  would  definitely  go  through  with  it  again  and 
8  percent  indicated  indecision.  Only  4  percent  said 
that  they  would  not  have  another  abortion.  Current 
feelings  about  having  had  the  operation  were  relief 
and  happiness  in  the  majority  of  instances,  with  3 
percent  reporting  guilt  feelings,  2  percent  saying  that 
they  were  unhappy,  and  2  percent  saying  they  were 
fairly  unhappy. 

In  response  to  a  question  regarding  having  had  to 
talk  with  a  psychiatrist  in  order  to  have  a  therapeutic 
abortion  recommended,  most  of  the  women  described 
their  actual  experience.  Their  overall  feelings  are 
shown  in  Table  8.  Fifty  percent  did  not  comment  on 


Table  10 

Global  Evaluation  of  Hospital  Staff 
and  Abortion  Procedures 


Perce 

nt  of  Respondents 

Feelings 

(N 

=126) 

Exceptionally   good,   helpful,   etc. 

33 

Pleasant,  friendly,  etc. 

44 

Satisfactory,  fair 

13 

Cold,  impersonal,  rude 

1 

Very  unpleasant,  harsh,  unnecessarily 

hurtful  or  rude 

1 

Mixed:  some  pleasant  or  helpful;  others 

not 

2 

No  information  given 

e 
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the  necessity  of  consultation  with  a  psychiatrist,  29 
percent  thought  it  unnecessary,  and  21  percent  felt  it 
was  necessary. 

We  were  interested  in  the  overall  reactions  of  the 
woman  to  the  hospital  personnel  with  whom  she 
came  in  contact,  since,  as  Pion  and  others'"1  have  sug- 
gested, a  woman's  reaction  to  the  hospital  personnel 
can  reflect  her  attitude  toward  the  abortion  itself. 
Few  of  the  respondents  seemed  to  be  sufficiently  af- 
fected by  the  various  personnel  to  comment  on  their 
treatment  by  them,  and  the  women  who  did  were  for 
the  most  part  pleased.  Responses  are  shown  in  Table 
9. 

Table  10  shows  the  respondents'  global  evaluation 
of  their  experience  in  terms  of  hospital  treatment, 
and  again  the  answers  appear  to  indicate  that  a  gen- 
erally satisfactory  experience  occurred.  However,  a 
possible  source  of  bias  is  that  some  of  those  who 
were  not  willing  to  participate  in  our  study  may  have 
felt  more  negatively  about  the  experience.  We  do  not 
know  why  some  women  refused  to  accept  the 
questionnaire.  The  initial  letter  was  signed  by  the  in- 
terviewing psychiatrist,  but  referred  only  in  general 
terms  to  a  study  without  offering  any  clues  to  its  na- 
ture. We  think  that  some  women  were  afraid  to  re- 
ceive a  more  explicit  questionnaire  lest  their  secret 
be  exposed. 

DISCUSSION 

While  some  instances  of  unwanted  pregnancy  are 
the  result  of  neurotic  conflict  and  impulsive  risk- 
taking,  it  is  clear  that  failures  of  contraception  also 
occur.  We  think  that  abortions  will  be  needed  for  a 
long  time  to  come  even  if  absolutely  fool-proof  con- 
traceptive measures  become  available.  Some  of  the 
applicants  for  abortion  we  have  seen  were  girls  who 
were  genuinely  convinced  that  their  sexual  partners 
intended  support  and  marriage,  only  to  be  deserted 
when  the  fact  of  pregnancy  became  apparent.  While 
there  are  still  some  people  who  feel  that  such  a  wom- 
an should  "pay  for  her  mistake,"  this  attitude  is  heard 
with  decreasing  frequency.  Studies  of  the  future  phy- 
sical and  mental  health  of  "unwanted  children"  sug- 
gest that  such  "payments"  are  carried  on  into  the 
next  generation,"  sometimes  in  the  form  of  child 
abuse. 

It  is  only  in  relatively  recent  times  that  abortion 
has  been  available  for  large  numbers  of  women  under 
good  medically  and  legally  approved  conditions.  Few 
United  States  studies  have  yet  been  reported  which 
explore  the  impact  upon  the  recipient  of  the  abor- 
tion under  such  conditions.  A  recent  comprehensive 
review7  of  the  literature  "from  diverse  sources  in  this 
country  and  abroad  has  indicated  that  abortion  is 
accompanied  by  few  objective  psychological  seque- 
lae." Relief  and  happiness  have  been  predominant 
moods,  and  convictions  about  the  need  for  future 
contraception  have  been  great.  Negative  feelings  have 
been  uncommon,  occurring  only  in  a  small  percent- 
age of  the  patients  served. 


Our  present  report  supports  a  similar  conclusion. 
Undesirable  sequelae  of  general  and  emotional  health 
are  minimal  and  at  a  rate  which  may  not  even  indi- 
cate a  clear  relationship  between  these  symptoms  and 
the  abortion  procedure.  The  main  justification  for 
ascribing  the  few  reported  symptoms  to  the  abortion 
is  the  decreased  incidence  of  these  complaints  with 
the  passing  of  time. 

Some  of  the  earlier  conclusions  which  suggested 
grave  psychological  sequelae  to  abortion  were  based 
upon  the  results  in  those  few  women  who  could  have 
legal  abortions  because  of  a  serious  psychiatric  his- 
tory or  current  psychiatric  breakdown.  A  recent  re- 
port8 of  California  women  with  moderate  to  severe 
psychiatric  problems  commented  that  the  more  seri- 
ous the  psychiatric  diagnosis,  the  less  beneficial  was 
the  abortion.  Now,  when  we  find  it  possible  to  study 
more  normal  women  in  a  postabortion  population 
we  can  no  longer  support  arguments  against  abortion 
on  grounds  of  deleterious  effects  on  physical  or  men- 
tal health.  Indeed,  particularly  with  regard  to  mental 
health,  the  effects  seem  to  be  primarily  beneficial. 

We  believe  that  a  requirement  of  routine  psychia- 
tric screening  of  candidates  for  abortion  is  not  sup- 
portable. Our  experiences  and  our  studies  suggest  that 
the  woman  who  convincingly  wants  an  abortion  can 
safely  have  the  operation  by  arrangement  with  her 
physician  and  without  such  screening.  Indeed,  a  legal 
requirement  for  a  second  physician's  opinion  seems 
restrictive  and  prejudicial.  A  second  opinion  is  not 
legally  required  in  the  case  of  other  operative  proce- 
dures. 

The  family  physician  or  obstetrician  who  has  rea- 
son to  be  concerned  about  the  possibility  of  psychia- 
tric contraindications  to  abortion  may  still  wish  to  call 
upon  the  psychiatrist  for  an  opinion  on  occasion. 
However,  as  indicated,  our  experience  already  sug- 
gests that  even  a  woman  who  has  had  mild  psy- 
chiatric problems  previously  will  respond  positively 
to  an  abortion.  If  other  studies  reach  similar  conclu- 
sions, we  believe  that  the  role  of  the  psychiatrist  in 
the  legal  adjudication  of  abortion  requests  can  and 
should  be  quickly  terminated.  About  a  third  of  all 
patients  apparently  found  the  interview  with  the  psy- 
chiatrist helpful.  This  is  not  surprising,  since  it  pro- 
vided an  opportunity  to  discuss  present  concerns  and 
future  plans  with  an  unbiased  individual.  In  the  ma- 
jority of  instances,  however,  this  function  could  have 
been  served  by  an  abortion  clinic  counselor  with  spe- 
cial training  and  a  background  in  nursing,  social 
work,  or  health  education. 

The  expense  of  this  procedure  to  our  patients  was 
considerable,  although  covered  by  insurance  pro- 
grams in  some  instances,  and  minimized  by  our  mak- 
ing minimal  charges  or  none  in  the  case  of  the  obvi- 
ously indigent.  However,  it  would  seem  to  behoove 
the  profession  to  utilize  less  costly  methods  of  termi- 
nating pregnancy,  particularly  when  it  is  only  a  few 
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weeks  advanced.  The  feasibility  of  outpatient  abor- 
tion procedures  is  beginning  to  be  demonstrated7' 9 
and  may  offer  the  needed  solution. 

SUMMARY 

Complications  in  general  and  emotional  health 
were  few  in  the  reports  of  women  who  had  under- 
gone a  therapeutic  abortion  from  a  few  weeks  to  two 
years  previously.  Depressed  feelings  were  the  most 
commonly  reported  emotional  symptom,  and  these 
diminished  with  the  passage  of  time.  Gynecological 
sequelae  were  minimal,  and  all  women  who  had  re- 
sumed sexual  activity  were  using  some  form  of  con- 
traception. A  high  degree  of  overall  satisfaction  was 
reported,  with  only  4  percent  saying  they  would  not 
seek  another  abortion  under  similar  circumstances. 

We  conclude  that  routine  psychiatric  screening  is 
unnecessary  in  the  case  of  a  woman  who  voluntarily 
seeks  abortion  and  who  has  no  history  of  major  psy- 
chiatric problems. 
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Postabortion  Attitudes 


David  A.  Evans,  M.J).,  and 
John  P.  Gusdon,  Jr.,  M.D. 


"DETWEEN  January,  1970  and  October,  1971,  ap- 
proximately 550  therapeutic  abortions  were  per- 
formed at  the  North  Carolina  Baptist  Hospital.  In 
1969  only  12  abortions  had  been  performed  here, 
and  in  preceding  years  even  less.  This  increase  re- 
flects not  only  modification  of  North  Carolina  laws 
regarding  abortion,  but  also  multiple  changes  in  the 
attitudes  of  the  patients  and  physicians  involved.  Pa- 
tients have  come  more  freely  to  request  therapeutic 
abortion  as  the  solution  to  the  problem  of  unwanted 
pregnancy,  and  we  the  physicians  have  responded  to 
the  changes  in  the  times  and  in  the  attitudes  and 
needs  of  our  patients  by  performing  the  procedures. 
We  retain,  however,  an  interest  in  knowing  if  the 
abortion  has  actually  been  a  satisfactory  solution. 
Knowing  that  this  question  could  be  answered  only 
after  a  lapse  of  time,  we  prepared  a  questionnaire 
and  sent  copies  to  patients  who  had  had  abortions  at 
our  hospital. 

MATERIALS  AND  METHODS 

Preliminary  evaluation  of  our  charts  showed  that 
approximately  49  percent  of  our  clinic  patients  and 
59  percent  of  our  private  patients  returned  for  posta- 
bortion examinations.  The  charts  of  536  women  were 
reviewed,  of  whom  241  were  clinic  patients  and  295 
were  private  patients.  The  patients  had  been  told  at 
the  time  of  their  hospitalization  that  they  would  be 
asked  later  to  supply  us  with  information  concerning 
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the  abortion.  An  initial  letter  was  later  sent  to  424  of 
these  patients,  asking  if  they  would  be  willing  to  com- 
plete a  questionnaire  relating  to  their  hospitalization. 
In  this  letter,  no  mention  of  abortion  or  the  cause 
of  hospitalization  was  made,  and  no  indication  that 
the  request  came  from  the  Department  of  Obstetrics 
and  Gynecology  was  given.  The  patients  were  asked 
to  check  one  of  four  possible  responses  on  an  en- 
closed card  and  return  to  us  via  a  Post  Office  box 
number.  The  responses  were:  (1)  You  have  con- 
tacted the  wrong  person;  I  was  never  hospitalized  at 
your  institution;  (2)1  was  hospitalized  at  the  North 
Carolina  Baptist  Hospital  and  (a)  I  would  welcome 
an  opportunity  to  answer  your  questions;  (b)  please 
let  me  examine  your  questionnaire  with  the  under- 
standing that  I  must  return  it  within  thirty  days  even 
if  I  decide  not  to  participate;  (c)  I  have  no  desire  to 
receive  your  questionnaire. 

RESULTS 

One  hundred  and  sixteen  patients  responded  to  the 
initial  letter.  Ninety  patients  indicated  a  willingness 
to  receive  the  questionnaire;  26  indicated  that  they 
did  not  wish  to  do  so.  Another  26  letters  were  re- 
turned unclaimed  or  stamped  Address  Unknown  via 
the  postal  service.  Two  hundred  and  eighty-two  in- 
itial letters  remain  unanswered  to  this  date.  Only  59 
of  the  90  questionnaires  sent  to  patients  in  response 
to  their  request  have  been  returned.  Three  question- 
naires were  returned  unanswered. 

Although  the  results  would  seem  to  preclude  the 
statistical  significance  of  our  data,  the  very  lack  of 
patient  response  to  this  method  is  significant.  Per- 
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Table  1 

Pat 

ent  Category  by 

Table  2 

Age  Groups 

Marital  Status 

Age  (yea 

rs)                 No. 

Patients 

Status                        No.  Patients 

<16 

0 

Single                                    31 

16-18 

8 

Married                                  24 

19-21 

8 

Separated                               2 

22-25 

17 

Divorced                                  2 

26-30 

10 

Widowed                               0 

31-39 

10 

40-45 

5 

>45 

1 

haps  both  the  information  contained  in  the  answers 
reported  herein  as  well  as  speculation  concerning  the 
unresponsive  patients  have  value. 

The  age  and  marital  status  of  the  respondents  are 
shown  in  Tables  1  and  2. 

Every  patient  stated  that  she  was  certain  of  the 
identity  of  the  male  partner  in  the  pregnancy;  49 
said  that  he  knew  about  the  abortion.  To  a  question 
concerning  the  man's  assumption  of  responsibility  by 
actively  helping  the  patient  seek  abortion,  28  stated 
that  he  gave  such  help,  while  15  said  that  he  agreed 
with  abortion  but  offered  no  help.  Two  men  report- 
edly disagreed  with  the  abortion  and  four  others  de- 
nied responsibility  for  the  pregnancy. 

Knowledge  of  contraception  was  widespread  but 
obviously  poorly  practiced.  For  example,  with  regard 
to  specific  questions  concerning  prior  knowledge  of 
contraceptive  methods,  nearly  all  the  respondents 
knew  about  condoms,  birth  control  pills,  foams,  jel- 
lies, diaphragms,  the  rhythm  method,  and  coitus  in- 
terrupts, and  more  than  60  percent  knew  about  in- 
trauterine devices.  Approximately  60  percent  of  the 
patients  stated  that  they  had  been  using  contraceptive 
measures  more  than  90  percent  of  the  time  prior  to 
this  pregnancy.  In  a  question  directed  to  those  women 
who  were  not  using  any  contraceptive  method,  7  pa- 
tients indicated  that  they  thought  that  it  was  not 
needed  because  intercourse  took  place  during  a 
"safe"  period.  Nine  stated  that  they  had  desired  a 
contraceptive  but  had  not  sought  previous  advice,  and 
6  persons  did  not  answer  the  question.  A  review  of 
the  charts  of  all  patients  who  returned  for  follow-up 
examination  disclosed  that  62  percent  were  currently 
using  a  method  of  contraception. 

The  majority  of  our  patients  indicated  that  they 
would  recommend  abortion  as  a  safe  and  easy  solu- 
tion to  the  problem  of  unwanted  pregnancy;  however, 
34  percent  would  be  reluctant  to  recommend  it,  and 
3  patients  would  strongly  recommend  against  it.  Two 
similar  questions  were  placed  in  sequence  in  an  at- 
tempt to  learn  about  positive  and  negative  feelings 
toward  a  set  group  of  situations  in  which  nearly  all 
the  women  had  found  themselves  at  one  time  or  an- 
other during  the  abortion  experience.  Although  these 
particular  questions  apparently  were  too  sophisticated 
for  some  of  the  patients  to  answer  properly  (judg- 


ing by  the  blank  spaces  returned),  it  may  be  impor- 
tant to  attempt  an  analysis. 

A  majority  of  the  respondents  (67  percent)  had 
negative  feelings  when  they  realized  that  they  were 
pregnant;  however,  16  percent  experienced  positive 
feelings  initially.  All  patients  had  negative  feelings 
while  seeking  a  doctor  to  perform  an  abortion.  Only 
35  percent  had  positive  feelings  initially  toward  the 
physician  who  interviewed  them  for  abortion,  and  28 
percent  toward  the  psychiatrist.  Thirty-two  percent  of 
the  respondents  expressed  positive  feelings  toward  the 
nursing  staff,  and  33  percent  toward  the  actual  pro- 
cedure. Of  those  who  returned  for  postpartum  check- 
ups, 44  percent  had  positive  feelings  toward  the  clinic 
or  private  doctor's  office. 

Sixty  percent  of  patients  who  answered  the  ques- 
tionnaire had  undergone  abortion  less  than  six 
months  previously.  Frequency  of  sexual  intercourse 
after  abortion  reportedly  remained  essentially  un- 
changed from  what  it  had  been  during  the  six-month 
period  prior  to  abortion.  Frequency  of  orgasm  around 
the  time  of  abortion  reportedly  declined  slightly  but 
returned  to  normal  within  three  to  six  months  after 
abortion.  Essentially  no  overall  change  in  sexual  de- 
sire was  reported  during  the  interval  six  months  prior 
to  abortion  up  to  six  months  postabortion. 

Eighteen  patients  expressed  the  opinion  that  the 
medical  profession  should  perform  abortions  as  a 
means  of  population  control.  The  majority  (38  pa- 
tients )  desired  a  standard  set  of  rules  governing  abor- 
tion. Eighty-five  percent  of  the  patients  stated  that 
they  would  choose  their  abortion  doctor  to  deliver  a 
baby  for  them  should  they  become  pregnant  again 
and  decide  to  carry  to  term  and  deliver.  Sixteen  per- 
cent admitted  to  feelings  of  guilt  concerning  the  abor- 
tion. 

DISCUSSION 

Communication  with  patients  and  follow-up  data 
for  clinical  studies  are  difficult  to  obtain  in  some  set- 
tings. This  is  especially  true  of  legal  abortion.  Many 
factors  are  involved  in  attempting  to  analyze  this 
clinical  problem.  Perhaps  the  controversial  nature  of 
this  subject  precludes  open  discussion  in  certain  re- 
gions of  the  country  because  of  the  religious  back- 
grounds of  patients,  physicians,  and  ancillary  person- 
nel. We  have  experienced  a  poor  follow-up  clinically 
in  all  of  our  cases  both  private  and  staff.  Even  more 
disappointing  was  the  apparent  apathy  or  reluctance 
on  the  part  of  patients  in  regard  to  divulging  personal 
opinion  and  attitudes  concerning  therapeutic  abor- 
tion. The  expressed  confidentiality  of  our  method  of 
reporting  and  our  assurance  that  no  one  would  be 
identified  through  our  questionnaire  apparently  had 
little  effect  upon  patient  response. 

We  recognize  the  need  of  these  patients  to  main- 
tain medical  liaison  as  part  of  our  continued  effort 
to  assist  them  with  their  rehabilitation  and  future 
family  planning.  Pasnau'   recently  stated  "There  is 
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no  evidence  to  suggest  that  the  risk  of  psychiatric 
complications  of  induced  abortions  constitutes  a  con- 
traindication to  the  procedure  in  either  normal  or 
psychiatrically  ill  women."  He  cites  a  study  from 
Stockholm  which  included  497  patients  who  had  legal 
abortions  for  psychiatric  reasons:  74  percent  of  the 
patients  had  no  regrets,  1 1  percent  experienced  seri- 
ous regrets,  14  percent  had  mild  feelings  of  self-re- 
proach, and  only  1  percent  had  severe  psychiatric 
reactions  to  the  procedure.  These  results  are  similar 
to  those  obtained  in  this  study. 

A  different  approach  was  taken  by  Olley2  in  Scot- 
land. He  tested  370  therapeutic  candidates  for  abor- 
tion with  the  "Cattell  Sixteen  Personality  Factor 
Questionnaire."  He  found  that,  in  comparison  with 
that  of  controls,  the  personality  pattern  of  women 
seeking  abortion  rated  higher  on  the  neurotic  scale. 
Ford  and  others'  studied  more  than  500  postabor- 
tion clinic  patients  in  California  and  found  that  the 
majority  experienced  a  transient  mild  depressive  reac- 
tion. In  a  select  group  of  21  patients  who  were 
studied  more  extensively,  he  found  only  3  who  were 
more  psychologically  disturbed  six  months  after  the 
abortion  than  before  the  procedure. 

Another  possible  explanation  for  the  poor  patient 
response  to  a  study  such  as  this  is  the  verbal  and 
nonverbal  communication  of  disapproval  which 
sometimes  exists  among  the  obstetrical  staff  (nurses, 
residents,  attending  physicians,  and  others)  who  are 
faced  with  a  situation  in  which  they  must  care  for 
patients  with  whom  they  may  disagree  morally.  This 
kind  of  attitude  was  more  apparent  early  in  the  study 
than  it  is  now.  However,  some  patients  have  definitely 
felt  rebuffed.  Wolff  and  others4  have  suggested  that 
many  feelings  exist  which  are  associated  with  shame, 
uneasiness  and  outright  avoidance  of  patients  who  are 
managed  on  a  floor  primarily  devoted  to  the  care  of 
obstetrical  and  newborn  patients.  According  to  In- 
gram,"' in  many  states  such  as  our  own  and  in  parts 
of  the  United  Kingdom,  physicians  are  obliged  to  give 
opinions  on  matters  which  they  consider  to  be  non- 
medical, finding  no  differences  in  terms  of  outcome, 
and  asked  to  take  life  when  their  natural  feelings  and 


training  predispose  them  to  conserve  it.  The  physi- 
cian, therefore,  under  the  present  moderately  restric- 
tive abortion  laws,  has  frequently  found  himself 
placed  in  a  situation  of  doubt  and  conflict.  Patients 
and  physicians  alike  find  themselves  unwittingly  in- 
volved in  playing  a  game,  the  concealed  object  of 
which  is  to  abolish  or  minimize  personal  responsi- 
bility for  the  decisions  made  for  or  against  the  termi- 
nation of  pregnancy  whether  it  is  done  by  the  doctor, 
patient,  or  the  society.  Therefore  many  factors  enter 
into  the  picture  when  one  attempts  to  evaluate  wheth- 
er a  service  is  being  performed  properly.  Patient  ac- 
ceptance of  abortion  facilities  and  their  attitudes  ap- 
parently must  also  be  weighed  in  cognizance  of  the 
regional  mores  and  religious  customs.  Also  to  be  con- 
sidered is  whether  a  facility  is  or  is  not  closely  asso- 
ciated with  one  of  the  predominant  religious  denomi- 
nations, as  is  the  North  Carolina  Baptist  Hospital. 

SUMMARY 

A  series  of  patients  were  interviewed  by  means  of  a 
questionnaire  concerning  their  attitudes  toward  a 
therapeutic  abortion  performed  for  them  in  our  insti- 
tution. In  general  we  believe  the  services  performed 
led  to  the  development  of  a  positive  attitude  by  the 
patients  for  whom  the  service  was  performed.  It 
would  appear,  at  least,  that  this  is  true  for  the  pa- 
tients who  chose  to  participate  in  the  study.  The  poor 
overall  response  to  initial  contact  letter  to  these  pa- 
tients by  our  group  is  probably  a  function  of  the  pa- 
tient's desire  to  forget  this  isolated  incident.  We  hope 
that  other  investigators  will  profit  from  our  experi- 
ence, and  possibly,  if  funds  arc  available,  make  use 
of  social  workers  or  field  psychologists  to  obtain  per- 
sonal interviews. 
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From  whatever  cause  an  inflammation  proceeds,  it  must  terminate  either  by  dispersion, 
suppuration,  or  gangrene.  It  is  impossible  to  foretell,  with  certainty,  in  which  of  these  ways 
any  particular  inflammation  will  terminate,  yet  a  probable  conjecture  may  be  formed  with 
regard  to  the  event,  from  a  knowledge  of  the  patient's  age  and  constitution.  Inflammations 
happening  in  a  slight  degree  upon  colds,  and  without  any  previous  indisposition,  will  most 
probably  be  dispersed;  those  which  follow  close  upon  a  fever,  or  happen  to  persons  of  a 
gross  habit  of  body,  will  generally  suppurate;  and  those  which  attack  very  old  people,  or 
persons  of  a  dropsical  habit,  will  have  a  strong  tendency  to  gangrene. — William  Buchan: 
Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  389. 
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Some  Psychiatric  Problems 
Related  to  Therapeutic  Abortion 

David  S.  Werman,  M.D.,*  and  David  Raft,  M.D. 


'"THE  current  liberalization  of  laws  regulating 
therapeutic  abortion  has  raised  a  number  of 
issues  regarding  the  future  of  routine  psychiatric 
consultation.  Practices  vary  widely  from  state  to 
state.  At  the  farthest  end  of  the  spectrum,  as  in 
New  York  State,  women  may  obtain  therapeutic 
abortion  on  request.  In  some  states  a  medical  indica- 
tion is  still  required;  it  is  usually  a  psychiatric  one, 
but  need  not  be  attested  to  by  a  psychiatrist.  The 
growing  number  of  abortions  being  performed  is 
making  it  increasingly  difficult  to  obtain  psychia- 
tric consultations.  These  circumstances  impose  a 
number  of  questions,  of  which  three  are  the  subject 
of  this  communication. 

1.  //  psychiatrists  do  not  evaluate  patients  before 
they  undergo  therapeutic  abortion  whether  there  is  a 
psychiatric  indication  or  not,  is  there  a  danger  that 
significant  numbers  of  these  women  will  have  psy- 
chiatric sequelae? 

The  literature  dealing  with  the  psychiatric  sequelae 
of  therapeutic  abortion  have  been  reviewed  else- 
where.1 The  incidence  of  psychiatric  symptoms  re- 
ported by  different  authors  ranges  from  0  to  28  per- 
cent of  the  patients  studied.2"8  Another  follow-up 
study  (to  be  published)  in  which  one  of  us  (DSW) 
collaborated-  deals  with  126  women  who  underwent 
therapeutic  abortion  after  being  seen  in  psychiatric 
consultation.  Through  a  questionnaire  (described  in 
the  report)  sent  to  these  patients  1  to  14  months 
following  abortion,  it  was  found  that  only  6  percent 
of  the  group  reported  that  their  emotional  health 
was  in  any  way  worse  following  the  procedure. 
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There  are  numerous  difficulties  in  comparing  these 
studies  because  of  the  lack  of  agreement  on  the  defi- 
nition of  the  symptoms  discussed,  because  it  is  not 
always  clear  if  the  symptoms  are  transient  or  persis- 
tent, and  because  a  distinction  is  not  always  made 
between  patients  who  have  preexisting  psychiatric 
illness,  whether  quiescent  or  active,  and  those  who 
do  not  have  such  a  history.  However,  the  evidence 
indicates  that  the  incidence  of  reported  psychiatric 
symptoms  following  therapeutic  abortion  is  not  of 
dangerous  proportions.  In  fact,  in  the  series  of  126 
patients  mentioned,  in  only  one  patient  among  those 
reporting  some  moderate  emotional  disturbance  fol- 
lowing the  abortion  could  the  disturbance  be  judged 
attributable  to  the  abortion  itself. 

2.  Are  there  dependable  criteria  that  a  physician 
could  use  to  help  detect  patients  who  should  have  a 
psychiatric  consultation  even  though  it  might  not  be 
obligatory  by  law?  In  the  study  referred  to  above, 
1 1  patients  stated  that  they  had  experienced  two  or 
more  symptoms  on  a  given  list  (crying,  nervousness, 
guilt  feelings,  sleeplessness,  etc.);  four  of  them  had 
a  prior  history  of  psychiatric  illness;  three  were  aban- 
doned by  their  consorts  around  the  time  of  the  abor- 
tion, and  three  more,  at  the  time  of  consultation, 
had  clearly  evident  psychiatric  symptoms  which  had 
existed  before  conception.  Only  one  patient  de- 
veloped postabortion  symptoms  which  seemed  attri- 
butable to  the  procedure  alone.  The  most  common 
antecedent  conditions  in  these  1 1  patients  were  evi- 
dence of  instability  in  the  past  to  deal  with  stress, 
chaotic  interpersonal  relationships,  a  disturbed  family 
background,  alcoholism,  and  suicidal  tendencies. 

In  a  group  of  21  patients  who  reported  only  one 
of  the  above  symptoms,  the  following  characteristics 
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(in  order  of  frequency)  were  noted:  immaturity, 
recent  nightmares,  suicidal  attempts  in  the  past,  a  his- 
tory of  abandonment,  marital  difficulties,  and  al- 
coholism. It  is  evident,  however,  that  these  conditions 
are  frequently  present  in  patients  who  handle  the 
abortion  satisfactorily,  and  none  is  either  necessary 
or  sufficient  in  itself  to  precipitate  psychiatric 
sequelae. 

3.  Do  the  women  who  request  therapeutic  abortion 
want  psychiatric  consultation?  Of  the  126  women 
previously  referred  to,  52  percent  expressed  some 
degree  of  positive  feeling  about  their  psychiatric 
consultation.  Descriptions  of  the  mandatory  psychia- 
tric consultation  ranged  from  such  comments  as 
"useful,"  "helped  me  understand  myself,"  and  "ac- 
ceptable," to  "difficult  but  useful."  The  remaining 
48  percent  had  essentially  negative  feelings  about 
psychiatric  consultation,  declaring  that  it  was  "diffi- 
cult," "degrading,"  or  "of  no  use." 

DISCUSSION 

Psychiatric  sequelae  directly  attributable  to  thera- 
peutic abortion  appear  to  be  infrequent  and  are 
usually  mild  and  transitory.  Although  there  do  not 
appear  to  be  significant  criteria  to  enable  a  physician 
to  predict  postoperative  emotional  difficulties  ac- 
curately, certain  factors,  particularly  the  presence  of 
preexisting  psychiatric  symptoms  and  poor  handling 
of  past  stresses,  should  alert  the  physician  to  the 
fact  that  a  given  patient  may  be  more  vulnerable 
to  emotional  sequelae  of  therapeutic  abortion  than 
are  women  without  these  symptoms. 

The  data  appear  to  support  the  usefulness  of  mak- 
ing some  form  of  screening  and  counseling  readily 
available  to  those  women  who,  in  the  opinion  of  the 
physician,  require  it,  and  to  those  women  who  desire 
it.  In  centers  where  large  numbers  of  women  are 


undergoing  therapeutic  abortion,  the  employment  of 
a  "counselor"  on  a  full-time  or  even  a  part-time 
basis  could  be  of  great  value.  This  person  (who  could 
be  a  nurse,  social  worker,  or  clinical  psychologist) 
would  be  able  to  provide  patients  with  the  oppor- 
tunity to  ventilate  feelings  of  fear  and  guilt.  Such  a 
counselor  could  be  expected  to  become  increasingly 
sensitive  to  those  patients  who  seem  particularly 
vulnerable  to  psychiatric  difficulties,  and  would  be 
able  to  identify  those  who  need  more  formal  psychia- 
tric consultation. 

SUMMARY 

Mandatory  psychiatric  consultation  for  women  un- 
dergoing therapeutic  abortion  seems  to  be  disappear- 
ing. The  possible  danger  of  overlooking  patients  who 
may  be  potentially  vulnerable  to  psychiatric  sequelae 
is  discussed. 

A  majority  of  patients  who  did  have  psychiatric 
consultation  had  positive  feelings  about  it.  It  is  pro- 
posed that  some  form  of  counseling  be  made  avail- 
able to  women  who  desire  it  either  before  or  after 
undergoing  therapeutic  abortion  or  both. 

This  paper  was  partially  funded  by  Federal  Grant  #5- 
TO1-MHO8048-10. 
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It  was  formerly  a  rule,  even  among  regular  practitioners,  to  bleed  their  patients  in  certain 
diseases  till  they  fainted.  A  more  ridiculous  rule  could  not  be  proposed.  One  person  will 
faint  at  the  very  sight  of  a  lancet,  while  another  will  loose  almost  the  whole  blood  of  his 
body  before  he  faints.  Swooning  depends  more  upon  the  state  of  the  mind  than  of  the  body; 
besides,  it  may  often  be  occasioned  or  prevented  by  the  manner  in  which  the  operation  is 
performed. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure 
of  Diseases  by  Regimen  and  Simple  Medicines,  etec.  Richard  Folwell,   1799,  p.  388. 
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Rocky  Mountain  Spotted  Fever 
In  Three  Brothers 


Doris  Y.  Sanders,  M.D.  and 
William  Anthony  Smithson,  M.D. 


'T'HREE  brothers  from  Northern  Surry  County, 
North  Carolina  were  admitted  to  the  pediatric 
service  of  the  North  Carolina  Baptist  Hospital  for 
treatment  of  Rocky  Mountain  spotted  fever 
(RMSF).  Two  of  the  boys,  ages  12  and  13  years, 
were  admitted  simultaneously.  A  younger  brother, 
aged  7  years,  had  had  Rocky  Mountain  spotted  fever 
previously.  All  the  cases  were  confirmed  by  comple- 
ment fixation  studies. 

CASE  REPORTS 

Cases  1  and  2 

A  13-year-old  white  boy  had  severe  headaches, 
vomiting,  and  fever  for  five  days  before  admission  to 
the  hospital.  On  the  third  day  of  illness  a  maculo- 
papular  rash  appeared  on  the  extremities  and  sub- 
sequently became  generalized.  He  had  failed  to 
respond  to  oral  penicillin  prescribed  in  a  local  emer- 
gency room.  There  was  a  history  of  a  tick  bite  within 
the  previous  month. 

The  patient  was  59  inches  tall  and  weighed  83 
pounds.  The  temperature  was  102.8  F  and  the  blood 
pressure  100/50.  A  generalized  maculopapular  rash 
was  present  over  the  body  and  involved  the  palms 
of  the  hands  and  soles  of  the  feet.  There  was  mild 
conjunctivitis.  The  spleen  tip  was  palpable.  The  re- 
mainder of  the  examination  revealed  no  abnormal- 
ities. 

Admission  laboratory  studies  yielded  the  following 
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values:  hemoglobin,  13.6  gm/100  ml,  hematocrit  39 
volumes  percent,  and  a  white  blood  cell  count  of 
5,700/cu  ml,  with  a  differential  count  of  48  seg- 
mented neutrophils,  27  band  neutrophils,  1 8  lympho- 
cytes, and  7  monocytes.  Platelets  were  adequate  on 
smear.  Results  of  urinalysis  were  within  normal  lim- 
its. Agglutinins  to  Proteus  Ox-2,  Ox-K,  and  Ox-19 
were  negative.  The  Rocky  Mountain  spotted  fever 
acute  complement  fixation  titer  was  less  than  8;  one 
month  later  it  was  64. 

The  patient's  12-year-old  brother  was  admitted  at 
the  same  time  with  a  history  of  fever,  headache,  and 
vomiting  for  approximately  one  week.  He  also  com- 
plained of  muscle  pain  in  the  extremities.  He  was 
59  inches  tall  and  weighed  85  pounds.  The  tempera- 
ture was  104  F,  the  blood  pressure  100/60,  and  the 
pulse  rate  92.  A  generalized  maculopapular  rash  was 
most  prominent  on  the  extremities  and  involved  the 
palms  and  soles.  A  few  petechiae  were  present  on 
the  hard  palate.  There  was  mild  conjunctivitis.  The 
spleen  tip  was  palpable.  No  other  abnormalities  were 
detected  on  examination. 

The  hemoglobin  was  13.1  gm/100  ml  and  the 
white  blood  cell  count  6,700/cu  ml  with  a  differential 
count  of  75  neutrophils,  13  band  neutrophils,  7  lym- 
phocytes, and  5  monocytes.  Platelets  were  ade- 
quate on  smear.  Results  of  urinalysis  were  normal. 
Agglutinins  to  Proteus  Ox-2,  Ox-K,  and  Ox-19  were 
negative.  Complement  fixation  studies  revealed  an 
acute  titer  to  Rocky  Mountain  spotted  fever  of  less 
than  8  and  a  convalescent  titer  one  month  later  of  64. 

Both  boys  were  treated  with  tetracycline  hydroch- 
loride given  orally  in  a  dosage  of  250  mg  four  times 
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daily.  Both  were  improved  by  the  third  day  and  re- 
leased from  the  hospitals  with  prescriptions  to  con- 
tinue the  tetracycline  at  home  for  an  additional  five- 
day  period. 

Case  3 

A  7-year-old  white  boy  was  referred  to  the  private 
pediatric  clinic  with  a  history  of  a  three-day  febrile 
illness.  He  had  received  penicillin  by  mouth  for  two 
days  without  improvement.  On  the  day  of  admission 
a  mild  erythematous  rash  was  observed  on  his  lower 
extremities.  There  was  a  history  of  several  ticks  hav- 
ing been  removed  within  the  preceding  two  weeks. 

The  child  was  47  inches  tall  and  weighed  47 
pounds.  An  erythematous  macular  rash  which 
blanched  on  pressure  was  present  over  the  trunk  and 
extremities,  involving  the  palms  of  the  hands  and 
soles  of  the  feet.  No  other  physical  abnormalities  were 
observed. 

The  admission  hemoglobin  value  was  11.5  gm/ 
100  ml,  hematocrit  32.5  volumes  percent,  white 
blood  cell  count  6,100/cu  ml,  with  a  differential 
count  of  57  polymorphonuclears,  1  band  cell,  33 
lymphocytes,  and  9  monocytes.  Agglutinins  to 
Proteus  Ox-2  and  Ox- 19  were  negative.  A  blood 
culture  revealed  no  growth.  Throat  cultures  grew 
normal  flora. 

The  child  was  given  chloramphenicol  intravenously 
in  a  dosage  of  250  mg  four  times  daily  for  two  days 
and  orally  in  the  same  dosage  for  an  additional  six 
days.  Complement  fixation  titers  to  Rocky  Mountain 
spotted  fever  on  the  day  of  admission  and  on  the 
twentieth  day  of  convalescence  were  less  than  8. 
However,  a  third  titer  obtained  two  months  from  the 
period  of  acute  illness  revealed  a  titer  of  512.  The 
child  had  experienced  no  intercurrent  illness  within 
that  period. 

COMMENT 

Three  cases  of  Rocky  Mountain  spotted  fever  in 
brothers  are  reported  in  order  to  review  briefly  the 
common  clinical  manifestations  of  this  disease  and  to 
emphasize  its  endemicity  in  North  Carolina.  Gener- 
ally, when  acute  febrile  illnesses  occur  among  sib- 
lings, the  physician  is  likely  to  discount  RMSF. 
However,  the  cases  reported  in  this  paper  serve  to 
emphasize  that  siblings  living  in  highly  endemic  areas 
for  RMSF  should  be  suspect  for  rickettsial  disease. 

North  Carolina  reports  more  cases  of  RMSF  than 
any  other  state:  In  1971  this  state  reported  107  cases 
from  a  total  of  432  cases  in  the  entire  United  States. 
Virginia  reports  the  second  greatest  number:  42  cases 
in  1971.  These  two  states  reported  34  percent  of  the 
U.S.  total  in  1971  and  39  percent  in  1970.1' 2 

During  the  past  ten  years  the  number  of  reported 
cases  of  RMSF  has  gradually  increased  in  this  state. 
This  could  mean  an  increase  in  the  number  of  actual 
cases  or  it  could  merely  reflect  better  reporting.  In 
either  case,  the  107  reported  cases  are  probably  only 


a  portion  of  the  true  number  of  cases  occurring.  Many 
suspected  cases  are  not  reported,  or  are  treated  early 
with  appropriate  therapy  and  subsequently  not  con- 
firmed by  diagnostic  titers.  This  view  is  substantiated 
by  polling  local  practitioners.  As  definitive  diagnos- 
tic studies  are  not  available  early  in  the  course  of 
the  disease,  the  physician  must  treat  on  the  basis  of 
clinical  suspicion.  The  Proteus  agglutinins  (Pro- 
teus Ox-K,  Ox-2,  and  Ox- 19,  the  latter  being  more 
commonly  elevated  in  RMSF)  are  rarely  elevated  be- 
fore the  tenth  day  of  illness.  The  more  definitive  diag- 
nostic study,  RMSF  complement  fixation  titer,  is  usu- 
ally not  elevated  before  the  fourteenth  day  of  illness, 
and  in  many  cases  (as  observed  in  Case  3)  may  not 
be  detected  for  several  weeks. 

As  the  clinical  and  laboratory  findings  observed 
among  patients  with  RMSF  at  this  institution  have 
recently  been  reviewed,'1  only  a  brief  summation  is 
given  here.  In  our  experience  the  most  significant 
clinical  features  have  been  a  history  of  fever  and  se- 
vere headache  for  about  three  days  prior  to  the  devel- 
opment of  a  rash.  Usually  the  peripheral  white  blood 
cell  count  is  normal,  although  the  differential  count 
often  shows  an  increase  in  the  number  of  polymopho- 
nuclear  band  forms.  The  platelet  count  may  be  de- 
creased. A  history  of  tick  bite  is  available  in  about  70 
percent  of  the  cases.  Other  symptoms  frequently  ex- 
perienced are  vomiting,  abdominal  pain,  myalgia, 
photophobia,  and  lethargy.  The  rash  is  often  variable 
and  is  seldom  as  prominent  as  the  classic  textbook 
picture.  It  may  be  even  less  obvious  in  dark-skinned 
patients.  The  typical  rash  begins  on  the  extremities 
as  a  maculopapular  eruption  which  may  subsequently 
become  petechial  and  usually  involves  the  palms  of 
the  hands  and  soles  of  the  feet.  Mild  conjunctivitis 
is  common.  When  present,  periorbital  edema  is  one  of 
the  most  useful  physical  findings  from  the  standpoint 
of  diagnosis.  In  more  advanced  disease,  generalized 
edema  of  the  extremities  may  develop  and  is  usually 
associated  with  hyponatremia  and  hypochloremia. 
Splenomegaly  may  develop  and  is  often  associated 
with  hepatomegaly.  There  may  be  tenderness  to  pal- 
pation over  the  liver  and  abnormalities  of  the  liver 
function  tests,  which  may  lead  to  the  erroneous  im- 
pression of  primary  liver  disease. 

Neurological  signs  may  also  occur  in  the  more  se- 
vere cases,  with  the  development  of  meningismus, 
confusion,  coma  and  convulsions.  Examination  of  the 
cerebrospinal  fluid  may  reveal  pleocytosis.  Usually 
the  CSF  white  cell  count  is  less  than  300,  with  a  pre- 
dominance of  mononuclear  cells.  The  CSF  sugar 
value  is  normal  and  the  protein  value  either  normal  or 
slightly  elevated. 

In  our  experience,  the  terminal  event  is  often  as- 
sociated with  massive  gastrointestinal  bleeding.  Even 
at  this  stage  the  definitive  laboratory  diagnosis  may 
be  denied  if  death  occurs  prior  to  the  tenth  day  of 
illness. 

Although  the  rising  statistics  may  reflect  better  re- 
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porting  of  RMSF,  it  is  our  feeling  that  this  disease  is 
far  more  prevalent  in  North  Carolina  than  current 
figures  indicate.  North  Carolina  physicians  obviously 
must  be  cognizant  of  the  clinical  manifestations  of 
this  disease  so  that  early  treatment  with  tetracycline 
or  chloramphenicol  can  be  instituted.  However,  they 
also  bear  the  responsibility  for  making  a  definitive 
diagnosis,  whenever  possible,  and  reporting  it  to  the 
North  Carolina  State  Board  of  Health.  In  our  ex- 
perience, patients  have  been  most  cooperative  in  re- 
turning for  convalescent  titers.  It  is  only  through  a 
unified  effort  that  the  true  magnitude  of  the  disease 
can  be  ascertained  and,  it  is  hoped,  lead  to  projects 


directed  toward  the  eventual  control  of  the  tick  vector 
now  prevalent  in  our  state. 
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There  is,  in  most  country  villages,  some  person  who  pretends  to  the  art  of  reducing 
fractures.  Though  in  general  such  persons  are  very  ignorant,  yet  some  of  them  are  very 
successful;  which  evidently  proves,  that  a  small  degree  of  learning,  with  sufficient  share  of 
common  sense  and  a  mechanical  head,  will  enable  a  man  to  be  useful  in  this  way.  We 
advise  people  never  to  employ  such  operators,  when  an  expert  surgeon  can  be  had;  but 
when  that  is  impracticable,  they  must  be  employed. — William  Buchan:  Domestic  Medicine,  or 
a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc., 
Richard  Folwell,  1799,  pp.  401-402. 
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Dr.  Jerome  L  Reeves 

on 

The  Practice  of  Obstetrics  in 

Carolina  Appalachia  During  the  Old  Days 


An  Interview 
Hugh  A.  Matthews,  M.D. 


Graduating  from  Vanderbilt  University  (1909- 
1913),  Dr.  Jerome  L.  Reeves,  now  85  years  young, 
elected  to  go  to  Whittier,  North  Carolina,  in  the  heart 
of  the  Smoky  Mountains.  For  ten  years,  he  prac- 
ticed medicine,  obstetrics,  and  surgery  west  of  the 
Balsam  Gap  before  moving  east  to  Haywood  County 
where  he  retired  two  years  ago  to  devote  himself  to 
responsibilities  in  his  home.  The  day  he  retired,  his 
fellow  physicians  in  sophisticated  Haywood  County 
Hospital  regarded  him  as  a  top-flight  physician. 


Interviewer:  Dr.  Reeves,  you  mentioned  that  back 
in  the  hills  before  and  after  World  War  II,  you  de- 
livered approximately  one  hundred  babies  a  year  all 
in  the  patients'  homes.  How  did  you  get  there? 

Dr.  Reeves:  Well,  sometimes  I  didn't  on  time,  but 
most  of  the  time  I  did.  The  other  day  I  thought  about 
delivering  five  babies  in  one  day  and  didn't  miss  a 
one. 

Interviewer:  Did  the  people  live  in  clustered  com- 
munities? 

Dr.  Reeves:  Goodness,  no.  The  economy  then 
was  largely  farming.  At  least,  they  survived  on  farm- 
ing. Something  in  the  spirit  of  the  pioneers  who  went 
west  of  the  Balsam  and  So-Co  gaps  defied  close 
neighbors. 

But  I  didn't  answer  your  question.  Travel  was  by 
foot,  horseback,  and  wagon  or  buggy  when  you  got 
so  you  could  afford  a  vehicle.  The  first  automobile 
came  in  1915.  The  bridge  at  Bryson  City  wasn't  built 
until  1915.  Thereafter  roads  were  too  few  and  too 
bad  for  an  auto  to  be  practical  as  a  practice  car.  At 


times  you  could  save  time  by  traveling  the  train  car 
on  the  railroad  track. 

Interviewer:  I  thought  that  the  lumbering  business 
would  be  the  big  thing  before,  during,  and  after  the 
War  and  that  tourism  would  boost  the  economy. 

Dr.  Reeves:  Well,  the  lumber  business  doubtlessly 
helped  but  only  few  tourists  came  into  the  Smokies 
then.  Most  people  eked  a  livelihood  out  of  the  soil. 
Most  were  poor. 

Interviewer:  How  much  did  you  get  for  delivering 
a  baby? 

Dr.  Reeves:  The  usual  and  customary  charge  was 
ten  dollars,  but  people  couldn't  pay.  About  three  dol- 
lars was  what  you  would  average  for  baby  cases. 

Interviewer:  What  about  the  movie  stuff  when 
everybody  seems  to  be  running  for  boiling  water? 

Dr.  Reeves:  We  used  a  lot  of  water.  We  had  no 
antibiotics  and  no  sterile  sheets.  Most  homes  had  no 
sheets.  You  never  shaved  a  woman  in  those  days. 
You  knew  better  than  to  shave  a  man's  wife.  We  car- 
ried soap  with  us,  and  we  used  a  lot  of  bichloride  of 
mercury  tablets  dissolved  in  water. 

Interviewer:  Was  puerperal  sepsis  a  frequent  com- 
plication? 

Dr.  Reeves:  That  was  called  "childbirth  fever."  I 
never  had  a  case.  I  saw  one,  a  white  woman  over  on 
the  Cherokee  Indian  Reservation.  I  went  across  the 
mountain  to  be  with  a  doctor  friend  who  had  a  case 
and  needed  company  more  than  consultation.  You 
see,  isolated  families  developed  immunity  to  their 
own  germs.  Women  didn't  get  infection  unless  the 
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doctor  or  midwife  brought  it  in.  We  never  used  gloves 
in  home  obstetrics  but  we  scrubbed  15  or  20  min- 
utes. We  washed  hands  frequently.  Pre-boiled  water  is 
a  good  thing.  It  washes  off  bacteria  and  dilutes  what's 
left.  Numbers  as  well  as  virulence  of  germs  make  a 
difference.  Babies  didn't  get  infection  in  home  de- 
liveries during  those  days  either. 

Interviewer:  Did  you  use  forceps  during  those 
days? 

Dr.  Reeves:  Yes.  We  had  to.  Short  forceps.  I  doubt 
the  need  for  high  forceps  now  as  then.  My  forceps 
wrapped  in  a  chamois  skin  always  hung  on  my  saddle. 
These  were  boiled  before  and  after  deliveries. 

Interviewer:  What  about  retained  placental  tissue 
and  hemorrhage? 

Dr.  Reeves:  We  had  curettes  and  performed  curet- 
tage all  along.  Had  to  .  .  .  Hemorrhage?  We  did  the 
best  we  could.  Blood  was  a  tremendous  blessing 
later  to  come.  May  be  overdone  but  a  tremendous 
blessing.  We  helped.  Being  there  and  reassuring  helps 
in  hemorrhage.  We  had  morphine  and  fluid  extract 
of  ergot  before  the  war.  Pituitrin  came  into  the  hills 
during  1915.  Morphine  was  a  help.  Does  more  than 
any  of  them  in  allaying  anxiety.  People  could  just  buy 
morphine  in  the  drug  store  during  the  early  years. 

Interviewer:  Did  you  see  eclampsia? 

Dr.  Reeves:  Yes.  More  then  than  later.  A  funny 
process,  eclampsia.  Nutrition  has  much  to  do  with  it. 
Congestion,  pressure,  disturbed  circulation  of  the  pla- 
centa has  something  to  do  with  it. 

During  those  days,  only  rarely  did  a  woman  get 
prenatal  care.  You  went  when  you  were  called.  You 
did  see  a  few  who  had  pre-eclampsia,  but  you  saw 
them  in  the  home.  You  made  your  diagnosis  by  his- 
tory mostly  and  what  you  could  sec  and  feel.  We  did 
have  a  test  for  albumin.  Early,  we  eased  nitric  acid 
down  the  side  of  a  tube  of  urine  and  the  acid  pre- 
cipitated a  layer  of  albumin  at  the  top  of  the  tube. 
Then  we  started  cooking  the  albumin  at  the  top  of  the 
tube  over  a  flame. 

Early  we  did  not  have  a  blood  pressure  apparatus 
west  of  the  Balsam.  Even  in  1914  we  had  Dr.  Way  to 
come  over  from  Haywood  County  and  bring  his  spin- 
gomenometer.  We  used  the  apparatus  at  Vanderbilt 
but  money  was  too  scarce  to  buy  one. 

Interviewer:  What  about  treatment? 

Dr.  Reeves:  In  pre-eclampia,  we  advised  restriction 
of  salt  and  soda,  required  rest,  and  generally  helped 
the  mother  to  improve  her  diet.  In  eclampsia,  we 
stayed  with  them.  Sense  of  being  protected,  wanted, 
and  important  is  therapeutic  in  any  disease.  Then  we 
had  morphine.  During  seizures  we  administered 
chloroform,  sometimes  a  lot  of  it. 

We  used  chloroform  during  the  terminal  phase  of 
delivery,  too.  We  used  chloroform  in  caesarean  sec- 
tions, cholecystectomies,  appendectomies,  in  my  of- 
fice. The  patients  went  home  the  same  day.  Of  course, 


we  had  to  see  them.  While  ether  and  later  anesthe- 
tics were  safer  under  more  controlled  conditions, 
chloroform  served  a  great  need  back  then.  I  never  de- 
tected liver  disease  or  other  complications  from  chlo- 
roform. 

Interviewer:  What  about  phlebitis? 

Dr.  Reeves:  We  had  more  phlebitis  then  than  now. 
This  was  called  milk-leg  fever,  I  guess  because  symp- 
toms started  about  the  time  milk  started  coming  down 
good.  Women  stayed  in  bed  at  least  nine  days  then. 
Even  if  a  doctor  knew  better  he  would  not  dare  get 
a  woman  up  before  the  ninth  day.  Every  disease  or 
grunt  the  woman  had  for  the  rest  of  her  life  would 
be  attributed  to  her  getting  up  too  early. 

Nutrition  had  a  lot  to  do  with  it  too.  While  you 
didn't  see  a  new  case  of  pellegra  and  scurvy  every 
day,  you  were  always  following  cases.  Unquestion- 
ably, subclinical  nutritional  states  influenced  the  abil- 
ity of  blood  vessels  to  withstand  inforced  immobility 
of  the  lower  extremities. 

Children  seemed  to  have  more  clinically  observable 
scurvy.  Likely  then  as  now  children  didn't  like  raw 
cabbage  and  carrots,  and  few  or  no  housewives  served 
salads.  Oranges  were  seen  only  by  the  few  well-to- 
do  and  then  at  Christmas.  People  wouldn't  eat  grape- 
fruit, and  apples  were  gone  in  most  homes  by  the 
dead  of  winter.  Clothes  were  few  and  the  children 
stayed  in.  Many  had  rickets,  too.  Poor  diet,  short 
periods  of  sunlight  in  the  deep  coves,  and  staying  in 
accounted  for  the  high  incidence.  We  did  have  cod 
liver  oil  and  this  was  a  blessing.  I  first  heard  of  vita- 
min D  in  1928  while  in  a  postgraduate  course  in 
New  York. 

Interviewer:  What  about  episiotomies  and  repairs? 

Dr.  Reeves:  We  never  did  episiotomies.  We  would 
have  gotten  shot.  We  routinely  did  repairs.  We  had 
needle  holders  and  hemostats  in  our  bag.  For  repairs, 
we  used  a  long  curved  needle  with  cat  gut. 

We  used  chloroform  for  pain,  of  course.  But  we 
used  it  to  prevent  cervical  tears,  too.  Even  being  with 
the  woman  and  reassuring  her  helped.  It's  a  matter 
of  relaxation  and  preventing  a  precipitous  delivery. 
We  never  rubbed  down  the  perineum.  You  put  your 
hand  in  only  when  necessary  to  rotate  a  baby. 

Interviewer:  Did  women  have  less  pain  in  child- 
birth then  than  now? 

Dr.  Reeves:  Not  really.  They  accepted  the  fact  of 
pain  more,  but  they  hurt  and  complained  as  much. 
Thinking  back,  I  have  to  say  this  wasn't  true  of  the 
Indian  women  on  the  Reservation.  They,  like  all 
women  and  all  people,  welcomed  compassion  and 
relief  of  pain. 

Interviewer:  What  was  the  home  like  in  those  days 
on  the  Reservation? 

Dr.  Reeves:  Much  like  the  homes  of  poor  people 
throughout  my  mountainous  counties.  One,  two,  or 
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three  rooms.  No  plumbing.  No  sheets.  Many  chil- 
dren. Poor  food.  Poor  sanitation.  Poor  lights. 

Interviewer:  What  did  you  use  for  light  during 
those  years? 

Dr.  Reeves:  Some  homes  had  no  source  of  light 
excepting  for  the  open  fire.  Oil  lamps  were  in  com- 
mon use,  but  homemade  candles  were  the  dependence 
of  many  homes.  The  pitch  torch  was  commonly  used 
for  light  on  the  trails  and  at  times  in  the  homes.  All 
mountain  women  knew  how  to  twist  a  cloth  wick  into 
a  bottle  of  crude  oil. 

Interviewer:  Pitch  torches? 

Dr.  Reeves:  These  were  fashioned  slabs  or  pieces 
of  fat  lightwood  of  the  pine  tree,  some  times  part  of 
the  stump  and  surface  roots.  They  were  splintered 
and  lighted  at  the  end. 


Interviewer: 

home? 


Who   gave    the    chloroform    in   the 


Dr.  Reeves:  Often  myself.  Rarely  the  husband.  Of- 
ten a  neighbor  woman.  Neighbor  women  traded  ser- 
vices. Usually  cleaned  and  took  care  of  the  baby. 
Rarely  a  midwife  who  usually  had  one  or  two  help- 
ers in  every  cove. 

Grown  children,  even  the  girls,  stayed  with  neigh- 
bors. Children  were  welcomed,  but  pregnancy  and 
childbirth  had  a  more  secretive  and  vulgar  conno- 


tation then  than  now.  You  had  to  be  careful  of  the 
questions  you  asked  and  how  you  asked  them. 

Interviewer:  How  about  midwives?  Did  the  phy- 
sicians and  midwives  get  along  all  right? 

Dr.  Reeves:  Surely.  We  welcomed  them.  They  de- 
livered perhaps  half  the  babies.  Most  usually  the 
most  deprived  and  least  enlightened  people  depended 
upon  the  midwife.  They  felt  free  to  call  upon  us  in 
complications  as  when  they  saw  a  hand  hanging  out. 

Interviewer:  Did  you  feel  insecure  during  these 
complications? 

Dr.  Reeves:  Sure.  But  then  you  are  the  best  and  all 
they  have.  Obstetrical  cases  were  never  referred  to 
Asheville.  Ruptured  appendices  and  cases  like  that 
were  rarely  referred.  You  see,  the  train  left  at  9  a.m. 
and  3  p.m.  The  train  took  from  three  to  four  hours 
to  get  to  Asheville.  The  three  o'clock  train  was  not  a 
good  one  to  take  due  to  nightfall  and  the  situation  in 
Asheville.  Just  as  I  was,  doing  the  best  I  could,  I 
never  lost  an  obstetrical  case  from  hemorrhage  or 
puerperal  sepsis. 

Interviewer:  Dr.  Reeves,  I  have  enjoyed  the  talk. 

Dr.  Reeves:  I  have  too.  Doctors  don't  talk  together 
now  as  they  used  to.  Perhaps  nothing  can  be  done 
about  it,  but  it  is  too  bad.  What  is  going  to  happen  to 
the  practice  of  medicine  is  going  to  depend  more 
upon  physicians  than  upon  the  public  they  serve. 


Persons  not  skilled  in  anatomy  ought  never  to  bleed  in  a  vein  that  lies  over  an  artery 
or  a  tendon,  if  they  can  avoid  it.  The  former  may  easily  be  known  for  its  pulsation  or  beating, 
and  the  latter  from  its  feeling  hard  or  tight,  like  a  whip-cord  under  the  finger. — William  Buchan: 
Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  388. 
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119th  ANNUAL  SESSION— IN  BRIEF 
May  19-23,  1973 

SATURDAY,  MAY  19 

9:00  a.m. — Registration  opens Registration  Office,  West  Lobby 

Specialty  Sections 

9:00  a.m.— PATHOLOGY— Scientific   Session HMS   Bounty 

9:00  a.m.— NEUROLOGY  &  PSYCHIATRY— Executive  Committee  Meeting 

Pine  Room 
9:30  a.m.— NEUROLOGY  &  PSYCHIATRY— Scientific  Session Pine  Room 

12:30  p.m.— NEUROLOGY  &  PSYCHIATRY— Luncheon Crystal  Room 

2:00  p.m.— RADIOLOGY— Scientific   Session Cardinal  Ballroom 

2:00  p.m.— ORTHOPAEDICS— Scientific  Session London  Grill 

6:30  p.m.— DERMATOLOGY— Social  Hour Poolside 

7:30  p.m. — DERMATOLOGY— Dinner Crystal   Room 

SUNDAY,  MAY  20 

9:00  a.m. — Registration  opens Registration  Office,  West  Lobby 

9:00  a.m.— DERMATOLOGY— Scientific  Session Crystal  Room 

2:00  p.m. — Open  Session — House  of  Delegates,  Memorial  Service. .....Cardinal  Ballroom 

5:30  p.m. — Social  Hour Augusta  Cottage 

North  Carolina  Society  of  Internal  Medicine  for 
Executive  Councils  and  Staffs  of  NCSIM  and  NCMS, 
Internists,  Internist  House  Officers  in  training, 
wives  and  invited  Guests. 

8:30  p.m. — Meeting — NCSIM  Executive  Council  and  Committee  Chairmen 

Augusta  Cottage 
MONDAY,  MAY  21 


00  a.m.— SURGERY — Breakfast  and  Scientific  Session London  Grill 

00  a.m. — Registration  Opens Registration  Office,  West  Lobby 

30  a.m. — Exhibits  Open North.  South  and  Dogwood  Rooms 


Specialty  Sections  (  Scientific  Sessions) 

8:30  a.m. -10:45  a.m. — 

INTERNAL  MEDICINE Cardinal  Ballroom 

OBSTETRICS  &  GYNECOLOGY Pine  Room 

ANESTHESIOLOGY Holly  Inn— TV  Lounge 

8:30  a.m. — Auxiliary  Board  of  Directors — Breakfast Holly  Inn — Dutch  Room 

9:30  a.m.-10:30  a.m. — UROLOGY — Section  Business  Meeting Crystal  Room 

9:00  a.m.-5:00  p.m.— AUDIO-VISUAL  PROGRAM: 

Films HMS  Bounty 

Tutor  Training  System Picadilly  Bar 

10:00  a.m.— AUXILIARY— House  of  Delegates Holly  Inn— Ballroom 

11:00  a.m.— FIRST  GENERAL  SESSION Cardinal  Ballroom 

12:30  p.m. — Dutch  Luncheon — Student-Physician  Mixer 

East  Wing — Front  Foyer  and  Porch 
1:00  p.m. — Auxiliary  President-Elect's  Splash  Party Poolside 

1:00  p.m. — Luncheon — NCSIM — Internists  and  wives Crystal  Room 
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2:00  p.m.— REFERENCE  COMMITTEES: 

I Cardinal  Ballroom 

II Pine  Room 

III Holly  Inn — Ballroom 

2:00  p.m. — SAMA  Section — Business  Meeting Holly  Inn — TV  Lounge 

3:00  p.m. -5:00  p.m. — Committee  on  Marriage  Counseling  Program  on 

Aspects  of  Human  Sexuality London  Grill 

6:00  p.m.— SOCIAL  HOUR— UNC  Medical  Alumni Ballroom— Holly  Inn 

6:00  p.m.— SOCIAL  HOUR— For  Exhibitors Land  Sales  Office 

6:30  p.m. — Reception — University  of  Virginia  Medical  School  Foundation 

(Country  Club  of  North  Carolina) 

6:30  p.m.— SOCIAL  HOUR: 

Medical  College  of  Virginia  Alumni HMS  Bounty 

Duke  Medical  Alumni Poolside 

7:00  p.m.— BANQUET— MEDPAC East  End,  Main  Dining  Room 

7:30  p.m.— DINNER: 

Medical  College  of  Virginia  Alumni London  Grill 

Duke  Medical  Alumni Crystal  Room 

9:00  p.m. — Dancing Cardinal  Ballroom 

10:00  p.m. — MEDPAC  Board  of  Directors — Meeting Pine  Room 

TUESDAY,  MAY  22 

8:30  a.m. — Registration  opens Registration  Office,  West  Lobby 

8:30  a.m. — Exhibits  open North,  South  and  Dogwood  Rooms 

8:30  a.m. -10:45  a.m. — Specialty  Section  Meetings: 

FAMILY  PHYSICIANS Cardinal  Ballroom 

OPHTHALMOLOGY  &  OTOLARYNGOLOGY Crystal  Room 

PEDIATRICS London  Grill 

PUBLIC  HEALTH  &  EDUCATION Pine  Room 

9:00  a.m.— AUXILIARY— General  Meeting Holly  Inn— Ballroom 

9:00  a.m.-5:00  pm. — 

9:00  a.m.-5:00  p.m.— AUDIO-VISUAL  PROGRAM: 

Films HMS  Bounty 

Tutor  Training  System Picadilly  Bar 

11:00  a.m.— SECOND  GENERAL  SESSION Cardinal  Ballroom 

12:30  p.m. — Luncheon — Bowman  Gray  Medical  Alumni Crystal  Room 

2:00  p.m.— Second  Session— HOUSE  OF  DELEGATES Cardinal  Ballroom 

6:30  p.m.— PRESIDENT'S  RECEPTION Land  Sales  Office 

7:30  p.m.— PRESIDENT'S  DINNER Main  Dining  Room 

9:00  p.m. — Entertainment  and  President's  Ball Cardinal  Ballroom 

WEDNESDAY,  MAY  23 

7:30  a.m. — Auxiliary — Board  of  Directors'  Breakfast Crystal  Room 

7:30  a.m. — Editorial  Board  Breakfast — NCMJ East  End,  Main  Dining  Room 

8:30  a.m. — Registration  opens Registration  Office,  West  Lobby 

Exhibits  open North,  South  and  Dogwood  Rooms 

9:00  a.m.— THIRD  GENERAL  SESSION Cardinal  Ballroom 

12:00  Noon — Presentation   of  Prizes Cardinal  Ballroom 

ADJOURN  SINE  DIE 
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MATING  MINDS  ABOUT  MEETINGS 

Can  the  North  Carolina  Medical  Society  answer 
the  mating  call  of  PSRO  through  its  Annual  Meet- 
ing? The  Annual  Convention  Commission  thinks  that 
we  can — with  the  cooperation  of  the  more  than  4,000 
members  of  the  North  Carolina  Medical  Society. 
Let's  see  what  you  think!  Let's  examine  the  "Conven- 
tion Syndrome"  of  4,000  physicians  who  are  sick  of 
meetings,  scores  of  organizations  (to  which  "you  owe 
it  to  yourself  and  your  patients  to  belong"),  journals 
(long  on  advertisements  and  short  on  information), 
and  "unjust  legislation"  (made  by  lay  people  with  no 
understanding  of  medicine  or  the  problems  of  people 
who  practice  it). 

What  do  you  want  our  Annual  Meeting  to  be? 
Einstein  himself  could  not  calculate  the  number  of 
hours  that  the  average  physician  spends  "doing  ser- 
vice" at  County,  District,  State  and  Specialty  Medi- 
cal Society  meetings — notwithstanding  staff  meet- 
ings, committee  meetings  ("we  won't  be  there  but  a 
few  minutes,  fellows"),  seminars,  symposiums  and 
then  (if  it's  in  a  good  vacation  spot)  the  Southern 
Medical  Association  and  finally  the  American  Medi- 
cal Association.  Do  you  want  two  or  three  hours  a 
day  packed  like  sardines  in  a  stuffy  room  listening 
to  a  disinterested  convention  speaker  (accustomed  to 
an  uninterested  audience)  while  you  worry  about 
time  out  of  the  office,  your  employees  (still  on  sal- 
ary), being  away  from  home  and  family  and  the 
really  sick  people  you  left  in  the  hospital?  The  lay 
people  who  planned  to  imprison  you  for  this  stated 
period  of  time  do  not  realize  that  they  have  not  suc- 
ceeded in  gaining  your  undivided  attention.  True — 
there  you  are  in  body,  but  your  mind  is  ticking  off 
the  minutes  to  "tee-off  time"  or  counting  the  hours  to 
check-out  time. 

Arrival  at  home  opens  the  attack  of  patients,  em- 
ployees and  family  who  emphatically  inform  you  of 
what  a  "ball"  you  have  been  enjoying  while  they  have 
suffered!  Little  do  they  know  about  the  sterile  room 
off  the  dark  corridor,  a  walking  distance  of  two  miles 
from  the  last  place  you  were  located,  the  out-of-or- 
der radio  and  the  television  screen  with  the  rolling 
picture  or  the  desk  without  a  light  where  you  are  sup- 
posed to  do  all  your  committee  work  and  read  those 
long  reference  committee  reports  before  you  cast  the 
one  vote  of  all  your  constituents.  Careful  now  before 
you  cast  that  vote — you're  going  to  see  and  be  seen 
by  your  constituents  tomorrow — not  at  next  "elec- 


tion-time" as  do  professional  politicians.  So  now — 
your  colleagues  who  stayed  at  home  to  "tend  the 
shop"  are  going  to  welcome  you,  too! 

You  have  endured  all  this  for  6-12  accredited 
hours  to  meet  PSRO  requirements  and  the  weather 
was  not  even  conducive  to  a  good  golf  tournament! 

Surely,  by  means  of  a  meeting  of  our  minds,  we  can 
create  an  annual  meeting  which  each  of  us  will  be 
anxious  to  attend  with  budding  interest  and  commit- 
ment to  three  or  four  days  of  continuing  education, 
growing  awareness  of  our  socio-economic  problems, 
participation  in  the  necessary  politics  and  work  of 
the  House  of  Delegates,  as  well  as  recreation  and 
pleasant  reunions  with  old  friends. 

Our  aim  is  to  create  an  annual  meeting  which  will 
capsule  all  of  these  attributes  in  a  single  annual  meet- 
ing and  leave  you  with  a  sense  of  accomplishment, 
contribution,  relaxation,  and  fellowship.  We  can  do 
it  ONLY  with  your  cooperation  and  with  the  incor- 
poration of  your  ideas  of  what  constitutes  a  good 
meeting. 

For  the  past  three  months  I  have  been  conducting 
a  one-woman  survey  of  the  attitudes  and  opinions  of 
some  seventy  physicians  concerning  the  Annual 
Meeting  of  the  North  Carolina  Medical  Society.  This 
was  no  "random  sampling."  It  was  a  questionnaire 
poll  of  physicians  working  within  the  organization  be- 
cause they  attend.  Those  contacted  were  the  45  com- 
mitteemen under  the  Annual  Convention  Commis- 
sion, the  officials  of  the  North  Carolina  Medical  So- 
ciety, the  past-presidents  and  the  Executive  Head- 
quarters staff.  Fifty-three  answered  both  letters.  Upon 
close  scrutiny,  I  found  that  this  amounted  to  106 
different  opinions  from  51  men  and  two  women. 
Night  after  night  I  re-read  the  letters  and  drew  tables 
— each  one  worse  than  the  previous  one.  When  I 
suddenly  realized  that  those  tables  looked  like  those 
graphs,  with  dots,  horizontal,  vertical,  dark,  and  light 
colored  bars  flashed  on  screens  in  those  hot  meeting 
rooms  of  most  of  our  seminars,  I  threw  them  all 
away  and  exercised  the  chairman's  prerogative.  I 
called  a  meeting! 

Some  people  are  born  to  hard  times  and  trouble. 
I  was!  Sunday,  January  7  (the  date  of  the  meeting), 
proved  to  be  a  very  cold,  snowy  day  but  33  dedi- 
cated souls  braved  the  storm  and  participated  in  a 
five  hour  meeting  concerning  "Streamlining  the  An- 
nual Meeting."  Because  I  had  not  endured  enough,  I 
listened  to  the  five  hours  of  tape  recording  that  same 
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night  and  wrote  the  "Report  to  the  Executive  Coun- 
cil of  the  Annual  Convention  Commission."  At  the 
time  of  this  writing,  the  report  has  not  yet  been  given 
to  the  Executive  Council  and  I  have  no  idea  whether 
or  not  it  will  be  approved  by  the  Councillors.  How- 
llever,  we  want  your  opinion  of  what  you  believe  your 
Annual  Meeting  should  be.  We  want  YOU  to  attend 
because  YOU  want  to,  need  to,  and  intend  to  attend. 
The  "old  maid"  in  me  tells  me,  ever  so  clearly, 
that  the  best  way  to  create  the  "Complete  Conven- 
tion" is  to  ask  you  what  you  would  like  to  have. 
:  Obviously  a  dyed-in-the  wool,  set-in-her  ways,  100 
Iper  cent  old  maid,  who  never  found  one  man  she 
might  be  able  to  satisfy,  cannot  expect  to  satisfy  4,- 
e:  000  men.  So,  please  help  me.  Fellows.  Please  do  the 
\t  following  things: 

1.  Read  the  "Report  to  the  Executive  Council" 
which  follows. 

2.  Write  me  a  letter  and  give  your  ideas  of  how  we 
should  "streamline  the  Annual  Meeting." 

3.  COME  to  the  119th  Annual  Meeting  in  Pine- 
hurst,  May  19-23,  1973. 

4.  Give  your  constructive  criticism  of  the  119th 
(by  answering  the  questionnaire  which  I  hope 
you  will  receive  when  you  register). 

With  your  help,  perhaps  we  can  plan  and  imple- 
ment our  "Complete  Convention. 

Josephine  E.  Newell,  M.D. 
M(j|  Chairman,  Annual  Convention  Commission 


REPORT  TO  THE  EXECUTIVE  COUNCIL 

Mr.  President,  Members  of  the  Executive  Council: 

In  response  to  a  recommendation  of  the  Council  on  Re- 
view and  Development,  and  the  consequent  mandate  of  the 
Executive  Council,  to  hold  a  joint  meeting  of  the  committees 
under  the  ANNUAL  CONVENTION  COMMISSION 
(COMMISSION  III),  I,  as  Chairman  of  the  Annual  Con- 
vention Commission  have  taken  the  following  actions: 

1.  Questionnaire  letter  on  October  6,  1972,  concerning  the 
format  of  the  Annual  Meeting  to: 

a.  Officials  of  the  North  Carolina  Medical  Society 

b.  Members  of  each  committee  under  the  Annual 
Convention  Commission 

c.  Past  Presidents  of  the  North  Carolina  Medical 
Society 

d.  Executive  Staff  of  the  North  Carolina  Medical 
Society 

A  copy  of  this  letter  is  in  your  handbook. 

A  second  questionnaire  letter  to  the  same  people  on  No- 
vember 9,  1972 — (copy  in  handbook) 
3.  Tabulated  results  of  all  answers  for  consideration  at  the 
"loint  Meeting" 

Called  the  Joint  Meeting  of  all  the  people  named  in  1  (a) 
at  the  Headquarters  Office  on  January  7,  1973. 

Of  the  approximately  seventy  people  concerned,  thirty- 
three  (33)  attended  the  Joint  Meeting  on  January  7 — a  cold, 
snowy  Sunday.  For  five  hours,  this  group  participated  in  a 
lively  discussion  of  the  following  questions: 

Continuing  Education 

The  financing  of  such  a  program 

Increased  attendance  at  Annual  Meetings 

Increased  attendance  and  interest  in  the  General 

Sessions 

The  Memorial  Service 


1. 

2. 

3! 

4. 


April  1973,  NCMJ 


6.  The  Conjoint  Session 

7.  Dates  of  the  Annual  Meeting 

8.  Site  of  the  Annual  Meeting 

A  summary  of  the  observations  and  recommendations  is  as 
follows: 

A.  CONTINUING  EDUCATION 

There  is  a  need  for  a  program  of  continuing  education 
with  incorporation  in  the  program  of  the  General 
Sessions  for  the  following  reasons: 

1.  The  updating  of  the  "grass  roots  physician" 

2.  PSRO  requirements  for  re-certification 

3.  The  responsibility  of  the  North  Carolina  Medical 
Society  to  provide  the  necessary  postgraduate 
continuing  education  pre-requisite  for  re-certifi- 
cation 

Recom  mendation  : 

The  Annual  Convention  Commission  recommends 
that  Continuing  Education  be  compulsory.  We  fur- 
ther recommend  that  the  matter  be  referred  to  the 
Committee  on  Medical  Education,  for  incorporation 
in  the  program  of  the  General  Session  of  the  Annual 
Meeting  and  that  the  Committee  on  Medical  Educa- 
tion define  the  details,  requirements  and  manner  in 
which  it  can  be  obtained  as  well  as  alternative  solu- 
tions for  members  who  find  it  impossible  to  attend 
the  Annual  Meeting. 

Method  Considered: 

The  Continuing  Education  Program  would  be 
planned  by  the  cooperative  efforts  of  the  three  4- 
year  medical  school  faculties  in  North  Carolina,  in 
cooperation    with    the    Regional   Medical    Program. 

Financing: 

The  Continuing  Education  program  would  be  sup- 
ported by  a  registration  fee  for  the  Annual  Meeting. 

B.  CONJOINT  SESSION 

It  is  desirable  to  continue  a  Conjoint  Session  of  the 
State  Board  of  Health  with  a  General  Session  of  the 
North  Carolina  Medical  Society  for  the  following 
reasons: 

1.  It  is  required  by  the  General  Statutes  of  the  State 
of  North  Carolina. 

2.  The  Conjoint  Meeting  allows  the  North  Carolina 
Medical  Society  to  have  a  strong  voice  in  the 
appointment  of  the  members  of  the  State  Board 

of  Health. 

3.  The  State  Board  of  Health  and  the  North  Caro- 
lina Medical  Society  have  enjoyed  an  unusual 
state  of  cooperation. 

Recommendation: 

1.  The  Annual  Convention  Commission  recom- 
mends that  we  discourage  any  legislation  which 
would  delete  the  Conjoint  Session. 

2.  It  further  recommends  that  the  Conjoint  Session 
be  held  in  a  different  time  slot  during  a  General 
Session 

C.  MEMORIAL  SERVICE 

Recommendation: 

The  Annual  Convention  Commission  recommends 
that  the  Memorial  Service  be  held  at  the  beginning 
of  the  FIRST  GENERAL  SESSION  and  that  it  be 
extraordinarily  brief.  It  should  consist  of  a  printed 
list  of  the  deceased  members,  a  reading  of  their 
names  and  a  moment  of  silence. 

D.  GENERAL  SESSIONS 

Recommendations: 

1.  A  program  of  Continuing  Education  shall  be  the 
major  portion  of  the  General  Session. 

2.  A  portion  of  the  General  Session  shall  be  de- 
voted to  socio-economic  aspects  of  the  practice 
of  medicine 

3.  The  last  10  minutes  of  the  First  and  Second  Gen- 
eral Session  shall  consist  of  the  awarding  of  one- 
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fourth  (Vi)  of  the  door  prizes  (at  each  of  the 
two  sessions).  These  prizes  will  be  contingent 
ONLY  on  attendance  at  each  General  Session 
and  tickets  shall  be  given  ONLY  to  members 
who  attend  each  Session. 
4.  One  half  of  the  door  prizes  shall  be  awarded  at 
the  THIRD  GENERAL  SESSION  —  including 
the  Grand  prize.  These  prizes  shall  be  contin- 
gent on  attendance  at  the  THIRD  GENERAL 
SESSION  and  the  PUNCHED  TICKETS,  show- 
ing each  member's  attendance  in  the  Technical 
Exhibit  Area,  as  practiced  in  the  past  years. 

E.  HOUSE  OF  DELEGATES 

Recognizing  the  fact  that  the  House  of  Delegates  is  an 
autonomous  body,  the  Annual  Convention  Commis- 
sion offers  no  recommendations.  Considerable  discus- 
sion was  had  at  the  Joint  Meeting  and  the  modus 
operandi  of  the  HOUSE  OF  DELEGATES  was  left 
in  the  capable  hands  of  our  Speaker  of  the  House 
and  Vice-Speaker  of  the  House — both  of  whom  at- 
tended and  participated  in  the  Joint  Meeting. 

F.  SITE  OF  THE  ANNUAL  MEETING 

Recommendation: 

The  Annual  Convention  Commission  recommends 
that  an  annual  investigation  and  report  be  made  by 
the  Executive  Headquarters  Staff  as  to  a  site  more 
appropriate  (than  Pinehurst)  for  the  Annual  Meet- 
ing. 

In  your  handbook  you  will  find  a  working  format.  It  is 
called  a  working  format  because  we  are  sure  that  it  needs 
improvement  but  it  does  encompass  the  recommendations 
of  the  Joint  Meeting.  I  direct  your  attention  to  this  format 
and  invite  your  constructive  criticism. 

In  conclusion,  I  would  like  to  state  that  this  report  is  the 
culmination  of  three  months'  work  and  that  it  also  con- 
stitutes the  annual  report  of  the  Chairman  of  the  Annual 
Convention  Commission. 

Josephine  E.  Newell,  M.D.,  Chairman 
Annual  Convention  Commission 


SATURDAY 

or  WEDNESDAY 

SPECIAL 

TIME 

SOCIAL 

CONVENTION 

MEETINGS 

9:00  a.m. 

Registration  opens 

Pathology  Section 

9:30  a.m. 

Exhibits  Installa- 
tion— Scientific 
&  Technical 

N&P  Section 

10:00  a.m. 

10:30  a.m. 

11:00  a.m. 

11:30  a.m. 

12:00  Noon 

12:30  p.m. 

Dutch  Luncheon- 

Section 

on  N&P 

1:00  p.m. 

• 

1:30  p.m. 

Section  on  O&T 

2:00  p.m. 

Section  on  Radi- 

2:30 p.m. 

ology 

3:00  p.m. 

3:30  p.m. 

4:00  p.m. 

4:30  p.m. 

5:00  p.m. 

5:30  p.m. 

SUNDAY 

or  THURSDAY 

SPECIAL 

TIME 

SOCIAL 

CONVENTION 

MEETINGS 

9:00  a.m. 

Registration  opens 

9:30  a.m. 

Prayer  Breakfast 

Section  on 
Dermatology 

10:00  a.m. 

Exhibits  Open — 
Scientific  &  Tech. 

Section  on 
Urology 

10:30  a.m. 

11:00  a.m. 

12:00  Noon 

12:30  p.m. 

1:00  p.m. 

1:30  p.m. 

2:00  p.m. 

House  of 
Delegates 

2:30  p.m. 

3:00  p.m. 

3:30  p.m. 

4:00  p.m. 

4:30  p.m. 

5:00  p.m. 

5:30  p.m. 

Social  Hour — 

NCSIM 
Social  Hour — 

Univ.  of  Va. 

Med.  Alumni 

8:30  p.m. 

Meeting — Execu- 
tive Council  of 
NCSIM 

MONDAY  or  FRIDAY 

SPECIAL 

TIME 

SOCIAL 

CONVENTION 

MEETINGS 

7:30  a.m. 

Breakfast — Aux. 
Bd,  of  Directors 

8:00  a.m. 

Registration  opens 

8:30  a.m. 

Exhibits  open 

8:30  a.m. 

1st  General 
Session  and 
Memorial 
Service 

8:40  a.m 

Continuing 
Education 

10:30  a.m. 

Address: 

Socio-economic 

10:50  a.m. 

Door  prizes 
Audio-visual 
opens 

11:00  a.m. 

Specialty  Sections 

O&O 

Family 
Physicians 

Pediatrics 

PH&E 
N.  C.  Board  of 

Medical 

Examiners 

1:00  p.m. 

Aux.  Pres-Elect's 
Party 

1:00  p.m. 

Luncheon — UNC 
Med.  Alumni 

2:00  p.m. 

Reference  Cmtes 
Audio-Visual 

6:00  p.m. 

Social  Hour  for 
Exhibitors 

6:30  p.m. 

Social  Hour — 

MCV 
Social  Hour — 

Duke 

7:00  p.m. 

MEDPAC  Banquet 

7:30  p.m. 

Dinner— MCV 
Dinner — Duke 

TIME 


30  a.m. 
00  a.m. 
30  a.m. 
30  a.m. 


9:00  a.m. 
10:30  a.m. 


10:50  a.m. 
11:15  a.m. 


11:30  a.m. 
12:30  p.m. 
12:30  p.m. 

1:00  p.m. 

2:00  p.m. 

2:00  p.m. 
6:30  p.m. 

7:30  p.m. 


TUESDAY  or  SATURDAY 
SOCIAL 


SPECIAL 
CONVENTION      MEETINGS 


Registration  opens 
Exhibits  open 
2nd  General 

Session 
Conjoint  Session 
Continuing 

Education 
Address:  NCMS 

President 
Door  prizes 


Luncheon — BG 
Social  Hour — 

NCSIM 
Luncheon — 

NCSIM 


Audio-Visual  open: 


House  of 

Delegates 
Audio-Visual 
President's 

Reception 
President's  Dinner 


Specialty  Sections 
Surgery 
Internal 

Medicine 
OB  &  Gyn 
Anesthesiology 


WEDNESDAY  OR  SUNDAY 


SPECIAL 
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TIME 

SOCIAL 

CONVENTION      MEETINGS 

7:30  a.m. 

Breakfast 

— Aux. 

8:00  a.m. 

Registration  opens 

8:30  a.m. 

Exhibits  open 

8:30  a.m. 

3rd  General 
Sessions — 
Continuing 
Education 

10:30  a.m. 

Presentation  of 
Awards 

11:00  a.m. 

Address:  NCMS 
President 

11:30  a.m. 

Presentation  of 
Prizes 

ADJOURN  SINE  DIE 

Vol.   34,  No 

The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■  Provides  rapid  relief  of 
constipation,  usually  within  2  to 
5  minutes 

■  Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■  Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■  Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■  Anatomically  correct,  pre- 
lubricated  rectal  tip  helps 
avoid  injury  to  bowel  wall 

■  Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Oo  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  ot  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a  physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a  physician. 
FREE  BOOKLET.  A  supply  ot  the  patient 
booklet,  The  Professional  Treatment  ot 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 
P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid 
to  constipation  relief 


(tamintal!    C.  B.  FLEET  CO..  INC 
1  J  Lynchburg,  Va.  24505 


1000— COMMON  AND  RARE 
EYE  DISEASES— 1000 

Pay  no  money  but  take  your  chance,  Doctor,  to 
win  a  valuable  and  useful  "trophy"  in  addition  to  the 
most  entertaining  and  educational  opportunity  we've 
seen  in  many  a  moon! 

The  Committee  on  Scientific  Exhibits  is  proud  to 
present  Dr.  Ira  Abrahamson,  Jr.'s  extraordinary  edu- 
cational exhibit  —  KNOW  YOUR  EYES  —  AN- 
TERIOR SEGMENT  EYE  DISEASES.  We  like  to 
claim  Dr.  Abrahamson,  Jr.,  as  our  own,  for  he  is  a 
graduate  of  the  two-year  University  of  North  Caro- 
lina School  of  Medicine  and  has  gone  on  to  do  the 
impossible.  He  has  risen  to  the  heights,  both  as  a 
practicing  ophthalmologist  and  an  educator.  Ira  is  a 
"doctor's  doctor"  and  wants  to  share  with  every  phy- 
sician, regardless  of  specialty,  "take-home"  knowl- 
edge which  will  be  valuable  when  he  returns  to  his 
practice. 

Each  of  the  three  days,  the  slides  will  vary.  Come; 
look;  study;  make  your  diagnoses — then  flip  the  tab 
for  the  correct  diagnosis.  Disagree,  if  you  like.  Ira 
will  be  there  to  help  each  of  us.  He  wants  to  teach 
us.  Honor  system — all  the  way!  Each  day,  as  you 
finish,  drop  your  name  and  the  number  of  correct 
diagnoses  you  made  in  the  box.  The  practicing  phy- 
sician who  has  the  greatest  number  of  correct  diag- 
noses in  the  three  days  will  win  the  trophy.  Sorry, 
no  ophthalmologist  is  eligible  to  win.  We  know  you 
can — but  try  your  knowledge  and  experience  for  your 
own  benefit.  Don't  be  afraid  to  try  because  you  will 
be  a  winner  if  you  carry  only  one  "pearl"  back  to 
your  practice. 

We  challenge  you  to  leave  the  Scientific  Exhibits 
without  studying  THE  SCIENCE  OF  CORONARY 
SURGERY  demonstrating  the  permanently  installed 
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DESIGN  AND  EQUIPMENT  OF  AMBULANCES 
ESSENTIALS  OF  LIFE-SUPPORT 

Peter  Safar,  M.D.,  Don  M.  Benson,  M.D.  and 
Gerald  Esposito,  M.P.H. 

Standardization  for  ambulance  design  to  provide 
life-supporting  transportation  as  well  as  evacuation 
have  been  set  forth.  The  basic  criteria  for  an  ambu- 
lance are  that  it  carry  a  driver,  two  attendants,  and 
be  capable  of  carrying  two-stretcher  patients,  one  of 
which  can  be  actively  attended  to.  Two-way  radio 
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"C-arm"  roentgen  tube  which  allows  coronary  ar- 
teriography to  be  performed  in  the  surgical  suite. 
Now,  a  patient  with  acute  or  impending  myocardial 
infarction  can  have  coronary  arteriograms  taken  in 
the  operating  room  to  expedite  emergency  surgery 
and,  if  necessary,  cardiopulmonary  support. 

The  Likoff-Williams  Stethogram  will  be  demon- 
strated. The  system  is  a  light  weight,  sensitive,  bat- 
tery operated  portable  system  of  components  which 
makes  a  faithful  electrical  reproduction  of  the  sound 
pressure  waves  within  a  stethoscope.  Thus,  in  the 
normal  use  of  the  stethoscope,  the  doctor  can  tape- 
record  exactly  what  he  hears. 

These  and  many  others  will  highlight  the  Scientific 
Exhibits  Section  of  the  119th  Annual  Meeting.  Plan 
to  spend  an  enjoyable  and  educational  hour  and  take 
home  with  you  a  pearl  or  two  from  each  exhibit. 
Who  knows — you  might  win  the  prize! 

Josephine  E.  Newell,  M.D. 


equipment  should  be  available  for  communication 
with  the  evacuation  center.  The  vehicular  criteria 
stress  maximum  safety  and  patient  comfort  fea- 
tures above  the  capabilities  of  the  vehicle  for  rapid 
transport. 

The  basic  physical  characteristics  of  the  ambulance 
dictate  that  it  be  reliable  and  smooth  running.  It 
should  be  able  to  compete  with  average  traffic  motor 
vehicles.  The  patient  transport  area  should  be  71 
ins.  wide,  116  ins.  long,  and  54  to  60  inches  high 
This  offers  room  for  two-stretcher  patients  with  room: 
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for  one  attendant  at  the  head  and  kneeling  room  be- 
tween the  two  stretchers  for  another  attendant.  There 
should  also  be  a  wide  entrance  at  the  rear  and  pref- 
erably one  at  the  side.  There  should  be  communi- 
cation facilities  with  the  driver  and  a  minimum  of 
40  foot-candles  of  lighting  source. 

The  basic  equipment  needs  are:  (1)  A  hand-op- 
erated pulmonary  ventilation  system  capable  of  oxy- 
gen delivery  but  independent  of  oxygen  pressure  for 
function.  This  ventilation  system,  usually  a  bag, 
should  be  capable  of  adapung  to  all  varieties  of  clini- 
cal situations.  (2)  Oral  airways  for  men,  women,  and 
children  should  be  available.  (3)  Oxygen  and  pul- 
monary ventilation  assistance  should  be  situated  at 
the  head  of  the  ambulance  so  that  it  can  be  applied 
directly  to  the  patients.  Portable  and  stored  oxygen 
tanks  should  be  available,  so  that  a  capacity  of  at 
least  3,300  liters  of  oxygen  are  available.  (4)  At 
least  hand-operated  portable  suction  apparatus  cap- 
able of  removing  thick,  tenacious  secretion  should  be 
available.  It  is  also  preferable  to  have  a  good  portable 
mechanical  suction  unit  capable  of  an  air  flow  of  30 
liters  per  minute  with  a  vacuum  of  over  300  mm.  of 
mercury.  (5)  Backboards,  splints,  ropes,  and  straps 
should  be  available  for  patient  transportation,  splint- 


ing, and  extraction.  (6)  A  variety  of  dressings  and 
obstetrical  packs  should  be  available.  (7)  Allied 
equipment,  such  as  drug  bags,  endotracheal  intuba- 
tion sets,  I.V.  fluids,  defibrillators,  monitors,  etc.,  can 
be  made  available  if  the  ambulance  attendants  have 
been  trained  in  their  use. 

Copies  of  these  requirements  and  designs  can  be 
obtained  from:  Medical  Requirements  for  Ambu- 
lance Design  and  Equipment,  Task  Force  National 
Academy  of  Sciences/National  Research  Council, 
Washington,  D.  C,  September  1968. 

Ambulance  Design  Criteria.  National  Academy 
of  Engineering,  Committee  on  Ambulance  Design 
Criteria.  June  30,  1969.  Distributed  through  the  U.S. 
Department  of  Transportation,  National  Highway 
Safety  Bureau,  Washington,  D.  C. 

Safar,  P.,  Esposito,  G.  and  Benson,  D.M. :  Ambu- 
lance Design  and  Equipment  for  Mobile  Intensive 
Care,  Archives  of  Surgery  102/3:161-171  (March) 
1971. 

Abstracted  by  Drew  Grice,  M.D. 

From  "Emergency  Medicine  Today,"  AMA  Commission 
on  Emergency  Medical  Services,  Vol.  1,  No.  7,  September. 
1972.  Copies  of  the  original  article  may  he  obtained  from 
the  American  Medical  Association.  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 
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REPORT  OF  COMBINED  COMMITTEE  TO 

RECOMMEND  GUIDELINES  FOR  PROVISION 

OF  PSYCHIATRIC  SERVICES  TO  MEDICAID 

ELIGIBLE  CLIENTS  TN  NORTH  CAROLINA 

September  1972 
Introduction 

While  peer  review,  medical  audit  and  psychiatric 
utilization  review  have  been  conducted  in  some  hos- 
pitals and  informally  through  consultation  between 
colleagues,  a  formal  plan  to  develop  a  psychiatric 
utilization  review  process,  which  involves  all  prac- 
ticing psychiatrists  in  a  state,  has  not  yet  been  de- 
veloped. Psychiatric  Utilization  Review  as  an  or- 
ganized activity  had  its  beginning  with  Medicare. 
Even  in  hospital  settings  where  it  was  first  applied, 
there  is  still  lack  of  understanding  as  to  the  important 
function  that  utilization  review  could  play  as  an 
educational  tool  and  an  evaluation  tool  in  improving 
treatment,  evaluation  and  professional  education. 
Heretofore,  Psychiatric  Utilization  Review  existed 
primarily  to  insure  reimbursement  for  services 
through  compliance  with  state  and  federal  regula- 


tions. It  is  the  intent  of  this  utilization  and  peer  re- 
view plan  to  emphasize  the  educational  and  evalua- 
tive potential  for  the  professional  as  well  as  to  insure 
quality  and  continuity  of  care  for  the  recipients  of 
Medicaid  services  in  North  Carolina.  Although  the 
following  guidelines  were  devised  specifically  for 
Medicaid  services,  the  mechanism  provided  herein 
could  serve  as  a  psychiatric  review  process  for  other 
third  party  payment  plans. 

In  the  fall  of  1971  Medical  Services  Division  of 
the  North  Carolina  Department  of  Social  Services  re- 
quested Dr.  Charles  E.  Llewellyn  to  serve  as  their 
psychiatric  consultant.  At  that  time  the  North  Caro- 
lina Medicaid  Program  limited  payment  without  prior 
approval  to  emergency  psychiatric  services  in  hospital 
emergency  rooms,  or  physician's  offices.  All  other 
psychiatric  services  including  inpatient  care,  out- 
patient visits,  and  consultations  required  prior  ap- 
proval. The  request  for  special  approval  had  to  be 
made  by  the  providing  psychiatrist  or  physician  on  a 
form  (H6 1-4/70,  see  enclosed)  used  for  several 
"elective"  type  procedures.  Application  for  a  wide 
variety   of  psychiatric   services   could   be   made   by 
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checking  the  block  "psychiatric  consultation"   and 
providing  the  brief  information  requested. 

It  was  immediately  apparent  that  a  new  form 
needed  to  be  developed.  The  old  form  was  entirely 
inadequate  in  providing  information  upon  which  a 
decision  could  be  made  regarding  authorization  of 
payment  for  the  services  requested.  It  was  also  ap- 
parent that  fundamental  guidelines  establishing  a 
reasonable  basis  for  authorization  of  comprehensive 
psychiatric  services  needed  to  be  developed. 

The  Medical  Services  Division  of  the  North  Caro- 
lina Department  of  Social  Services  accepted  the 
recommendation  that  a  committee  composed  of 
representatives  of  the  Medical  Society  and  the  Neuro- 
psychiatric  Association  be  established  to  recommend 
guidelines.  Furthermore,  it  was  recommended  that 
the  committee  work  in  collaboration  with  the  Mental 
Health  Council.  In  January  1972,  the  Mental  Health 
Council  accepted  the  proposal  and  suggested  the  in- 
clusion of  a  psychologist  and  a  social  worker  from  the 
Association  of  Mental  Health  Centers,  in  order  to 
provide  a  broader  professional  representation  on  the 
committee. 

The  full  committee  first  met  on  April  10,  1972, 
and  was  composed  of  four  representatives  of  the 
Mental  Health  Committee  of  the  N.  C.  Medical  So- 
ciety (two  of  whom  were  psychiatrists  and  two  were 
non-psychiatric  physicians),  four  representatives 
from  the  Neuropsychiatric  Association,  and  a  psy- 
chologist and  a  social  worker  from  the  Association 
of  Mental  Health  Centers. 

Effective  May,  1972,  the  North  Carolina  Depart- 
ment of  Social  Services  approved  the  provision  of 
psychiatric  services,  without  the  necessity  of  prior 
approval,  to  inpatients  in  general  hospitals  and  for 
two  outpatient  visits.  Adequate  guidelines  for  ap- 
proval were  to  be  developed.  A  new  form  (DSS- 
MS-5,  see  enclosure)  was  designed  to  help  in  the  task. 

Within  this  atmosphere  the  special  committee  be- 
gan its  work.  Information  pertinent  to  the  task  from 
the  American  Psychiatric  Association,  the  American 
Medical  Association,  and  from  Federal  and  State 
laws  were  reviewed.1' 2' 3- 4'  3>  6' 7'  8  Staff  members  of 
the  Medical  Services  Division  met  with  the  committee 
as  resource  persons.  Early  in  its  meetings  the  commit- 
tee learned  of  the  contract  that  was  being  developed 
with  the  Department  of  Mental  Health  to  provide 
for  payment  to  Mental  Health  Centers  for  services 
to  Medicaid  clients.  These  resources  greatly  assisted 
the  committee  in  its  task.  The  important  issues  that 
had  to  be  resolved  were  those  dealing  with  a 
mechanism  for  outpatient  utilization  review,  includ- 
ing peer  review,  and  the  complex  issue  of  the  inclu- 
sion of  other  professionals  providing  services.  This 
report  is  primarily  a  recommendation  for  guidelines 
pertaining  to  psychiairic  services  provided  by  phy- 
sicians,  but  provides   a  mechanism  whereby  other 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enter obius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/ig/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1  mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5  mg./lb.); 
maximum  total  dose  1  gram.  This 
corresponds  to  a  simplified  dosage 
regimen  of  1  cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
=  5  cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day:  and  purging  is 
not  necessary  prior  to.  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 
How  Supplied.  Antiminth  is  avail- 
able as  a  pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROeRIG<9 

A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


with  a  single  dose  of  Antiminth 

**  (pyrantel  pamoate)  ORAL  SUSPENSION 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1  cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.; 
maximum  dose,  4  tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 
family  ROGRIG  <9 

A  division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 

ORAL  SUSPENSION 

While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
'Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 


licensed  Mental  Health  professionals  may  be  included 
when  appropriate  legislation  is  enacted. 

General  Principles" 

As  mental  health  professionals,  physicians,  and 
citizens  of  North  Carolina,  we,  the  members  of  a 
committee  composed  of  representatives  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina,  the  N.  C. 
Neuropsychiatric  Association,  and  the  Association  of 
Mental  Health  Clinics  of  North  Carolina  fully  sub- 
scribe to  the  ideal  of  equal  access  for  all  to  the  best 
quality  of  health  care,  including  psychiatric  care  that 
can  be  provided  to  those  who  need  such  care.  We 
think  it  prudent,  however,  to  temper  false  expecta- 
tions at  the  outset.  We  do  not  believe  that  the  N.  C. 
Medicaid  program  will,  of  itself,  solve  the  health 
problems  of  the  citizens  of  North  Carolina,  nor  will 
it  solve  the  health  problems  of  the  medically  indigent 
of  North  Carolina,  who  arc  its  primary  concern. 
The  roots  of  the  health  and  mental  health  problems 
of  the  medically  indigent  extend  far  beyond  the 
boundaries  of  purely  medical  and  related  health  care 
into  the  problem  areas  of  ecology,  economics,  soci- 
ology, education  and  demography.  Moreover,  the  im- 
plementation of  comprehensive  guidelines  for  the  pro- 
vision of  health  and  mental  health  delivery  systems 
for  the  medically  indigent  will  in  no  way  guarantee 
their  efficient  application  and  use  by  all  providers 
and  consumers.  A  long  term  program  of  provider 
and  consumer  education  will  be  required  to  approach 
an  acceptable  level  of  efficient  utilization. 

The  World  Health  Organization,  of  which  the 
United  States  is  a  member,  defines  health  as  follows: 
"Health  is  a  state  of  complete  physical,  mental, 
and  social  well-being  and  not  merely  the  absence 
of  disease  or  infirmity."  We  commend  to  all  this 
definition  of  health  and  point  out  that  any  health 
plan  that  ignores,  limits,  or  discriminates  against 
mental  disorders  is  not  only  grossly  unjust  and  in- 
adequate, but  is  also  anachronistic. 

Physicians  of  all  kinds  generally  agree  that  more 
than  half  of  the  patients  who  come  to  them  present 
symptoms  that  are  wholly  or  in  part  due  to  mental  or 
emotional  factors.  The  illnesses  and  conditions  that 
give  rise  to  these  symptoms  must  be  treated  for  what 
they  are  if  effective  care  is  to  be  provided. 

Recent  trends  in  psychiatric  care  is  toward  shorter, 
more  effective  treatment  rendered  in  the  community 
where  the  patient  lives.  While  the  percentage  of  popu- 
lation seeking  psychiatric  aid  each  year  has  greatly 
increased,  the  number  of  patients  at  any  one  time 
in  state  mental  hospitals  has  greatly  decreased.  There 
is  every  reason  to  believe  this  trend  will  continue. 

At  present,  mental  illness  is  widely  covered  under 
private  health  insurance.  The  experience  of  those  pri- 
vate insurers  who  provide  wide  coverage  indicates 
the  feasibility  of  covering  mental  illness  on  the  same 
basis  as  other  illnesses.  On  the  basis  of  that  experi- 
ence, we  submit  that  under  a  state  Medicaid  program 
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there  should  be  adequate  coverage  of  mental  and 
other  illnesses. 

Those  who  are  reluctant  to  grant  the  mentally 
ill  equitable  and  adequate  coverage  under  Medicaid 
do  so  primarily  on  the  false  ground  that  it  would 
"bankrupt"  the  system.  This  is  not  so,  as  demon- 
strated in  the  findings  of  the  most  comprehensive 
study  of  the  utilization  of  care  of  mental  disorders 
under  health  insurance  ever  made  (Reed,  Louis  S., 
Meyers,  Evelyn  S.,  Scheidemandel,  Patricia  I.,  Health 
Insurance  and  Psychiatric  Care:  Utilization  and  Cost. 
American  Psychiatric  Association,  Washington, 
D.  C,  1972).  Therefore,  it  is  the  consensus  of  this 
Committee  that  to  the  extent  that  fiscal  considerations 
dictate  limitations  of  care,  they  should  be  applied 
across  the  board  without  discrimination  against  any 
one  type  of  illness. 

The  N.  C.  Medicaid  program  currently  covers  ac- 
tive treatment  of  the  mental  disorders  in  all  general 
hospitals,  community  mental  health  centers,  outpa- 
tient or  ambulatory  care  facilities,  and  skilled  nursing 
homes.  Also,  services  of  private  physicians  are  pro- 
vided. Services  provided  by  other  professional  per- 
sons and  supporting  personnel  when  authorized  by  a 
physician  should  be  covered.  Services  provided  in  in- 
termediate care  facilities  and  private  psychiatric  hos- 
pitals also  should  be  covered. 

Specific  Guidelines' 

1.  Diagnostic  Categories  to  be  Covered:  The  speci- 
fic mental  disorders  that  should  be  covered  are  those 
listed  in  the  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders  and  include  mental  retardation, 
personality  disorders,  alcoholism,  drug  dependence, 
and  many  other  categories  of  national  concern;  many 
manifestations  of  which  can  benefit  from  active  treat- 
ment that  should  be  provided  as  long  as  a  reasonable 
expectation  of  improvement  exists. 

2.  Psychiatric  care  must  be  suited  to  the  needs 
and  characteristics  of  the  patient.  A  full  spectrum  of 
treatment  modalities  and  care  in  all  accredited  in- 
stitutions must  be  provided  to  meet  the  diverse  needs 
and  characteristics  of  psychiatric  patients.  Federal 
Regulations  require  that  recipients  have  a  choice  of 
providers.1" 

Discussion:  At  present,  there  are  many  different 
methods  of  treatment  and  many  different  approaches 
to  providing  psychiatric  care  which  are  effective 
when  properly  and  appropriately  applied.  This  di- 
versity has  developed  primarily  because  of  the  dif- 
fering needs  of  patients.  We  are  not  able  at  this 
point  to  say  that  any  modality,  type  of  institution, 
or  method  of  delivery  is  the  best  or  the  most  effective 
for  all  who  need  care.  An  attempt  to  limit  ourselves 
to  any  one  treatment  approach  or  delivery  system 
has  the  inherent  danger  of  creating  a  situation  in 
which  one  segment  of  the  population  will  receive 
appropriate,  effective  care  and  the  remainder  will  re- 
ceive inappropriate,  inadequate,  hence  wasteful  care. 
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3.  Inpatient  Treatment:  Active  inpatient  treatment 
in  an  accredited  general  hospital  or  psychiatric  fa- 
cility, public  or  private,  should  be  covered  on  the 
same  basis  and  to  the  same  extent  as  that  provided 
for  all  other  conditions.  Such  treatment  should  be 
available  so  long  as  prognosis  indicates  that  the  pa- 
tient will  benefit  from  it.  The  determination  of  prog- 
nosis should  be  the  function  not  only  of  the  respon- 
sible physician,  but  also  of  a  periodic  utilization 
review  mechanism  to  determine  the  appropriateness 
of  treatment  and  to  ascertain  whether  the  patient 
may  reasonably  be  expected  to  make  further  progress 
if  it  is  continued.  If  the  utilization  review  mechanism 
determines  that  further  progress  is  unlikely,  then 
provision  for  longer-term  care,  if  necessary,  must 
be  provided.  The  extent  of  Medicaid  coverage  of 
long-term  care  must  be  on  the  same  basis  as  for  any 
other  chronic  illness. 

4.  Outpatient  Care:  The  North  Carolina  Medicaid 
Program  should  provide  for  outpatient  psychiatric 
care  in  a  physician's  office  or  any  organized  medical 
setting  without  prior  approval  to  the  same  extent 
as  for  other  conditions.  The  necessity  of  systematic 
provision  for  the  control  of  utilization  of  services  to 
ensure  that  only  necessary  care  is  provided  is  recog- 
nized. Effective  measures  of  peer  review  and  utiliza- 
tion control  must  be  developed  for  the  mental  disor- 
ders as  well   as  for  other  medical   services  if  the 


program  is  to  work  well  and  costs  are  to  be  kept  to 
reasonable  levels. 

Psychoanalysis,  when  chosen  for  personal  develop- 
ment, training,  or  for  educational  purposes,  without 
significant  functional  disability,  should  be  excluded. 
It  is  the  function  of  the  peer  review  committee  to 
make  this  determination  when  necessary.  In  general, 
the  responsibility  of  peer  review  should  be  to  deter- 
mine whether  the  course  and  length  of  treatment  pre- 
scribed for  an  individual  is  appropriate.  In  outpatient 
psychiatric  care  the  general  criterion  should  be 
whether  it  may  be  of  significant  benefit  in  decreasing 
a  patient's  functional  disability.  A  peer  review  me- 
chanism will  also  serve  as  a  check  on  the  quality  and 
appropriateness  of  treatment.  Peer  review  commit- 
tees should  be  composed  of  representatives  of  psy- 
chiatry and  other  medical  specialties. 

5.  Inpatient  Physician  Services:  All  in-hospital 
physician  services  for  mental  disorders  should  be 
covered  on  the  same  basis  and  to  the  same  extent 
as  for  any  other  illness. 

6.  Drugs:  Payments  for  prescription  drugs  for 
mental  illness  are  covered.  Prescription  drugs  for 
both  inpatients  and  outpatients  aid  in  maintaining 
function  and  preventing  readmissions  to  hospitals. 

7.  Protection  for  the  rights  of  patients  to  privacy, 
confidentiality  and  choice  of  source  of  treatment  are 
provided  in  the  N.  C.  Medicaid  Program.  Federal 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

Visiting  hours  2:00  P.M.  -  8:00  P.M.  daily. 

Accredited  by  the  Joint  Commission  on  Accreditation  and 
Certified  for  Medicare 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 
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Regulations  require  that  state  plans  provide  for  con- 
fidentiality.11 

Discussion:  Confidentiality  and  privacy  are  so  es- 
sential that  it  would  be  impossible  for  patients  to  seek 
treatment  or  for  psychiatrists  to  conscientiously  offer 
treatment  if  these  rights  are  not  completely  protected. 
The  possibility  that  information  about  patients  will 
be  available  to  any  other  governmental  agency  must 
be  eliminated.  There  are  methods  by  which  this  can 
be  achieved  without  interfering  with  the  necessary 
review  and  evaluation  of  performance  of  the  psychia- 
trist or  institution  providing  treatment.  Methods  of 
providing  information  necessary  for  continuity  of 
care  by  appropriate  agencies  and  yet  maintain  confi- 
dentiality and  respect  for  the  patient  are  provided  for 
in  Federal  Regulations. 

Justification 

1.  The  American  Psychiatric  Association  points 
outr>  the  difficulty  inherent  in  developing  a  workable 
plan.  The  standards  of  the  American  Psychiatric 
Association  as  cited  in  The  Position  Paper  of  the 
APA  on  National  Health  Insurance'1  point  out  addi- 
tional dilemmas  that  should  be  considered. 

2.  A  review  of  the  above  documents  and  the  ac- 
tivity of  psychiatric  utilization  heretofore,  highlights 
the  lack  of  attention  given  to  outpatient  psychiatric 
treatment.  Outcome  studies  in  the  outpatient  setting 
have  focused  primarily  on  description  of  the  process 
and  only  secondarily  on  the  effect  on  patients.  Only 
recently,  with  the  introduction  of  problem  oriented 
records  and  goal  attainment  measurements,  are  pro- 
fessionals beginning  to  look  beyond  the  process  of 
therapy  to  the  results  of  therapy. 

3.  While  professionals  do  not  hesitate  to  seek  con- 
sultation on  an  informal  basis  and  are  willing  to 
evaluate  their  work  individually,  there  has  been  a 
reluctance  to  view  psychiatric  utilization  as  an  educa- 
tional process  and  it  is  often  seen  as  a  time-consuming 
activity  irrelevant  to  patient  care.  There  is  no  rational 
place  for  a  defensive  position  concerning  treatment 
evaluation.  Both  the  professional  and  consumer  can 
profit  from  an  effective  system  for  evaluating  the 
effect  of  patient  care  services. 

The  above  are  by  no  means  the  only  issues  that 
should  be  considered;  however,  recent  developments 
are  encouraging  (goal  achievement  reporting,  out- 
come studies,  etc.).  It  should  be  emphasized  that  re- 
cent federal  rulings  regarding  the  adequacy  of  care 
make  it  imperative  that  the  medical  profession  take 
leadership  in  examining  its  activities  and  procedures. 
We  need  to  search  for  some  answers  regarding  the 
questions  of  standards  of  care  and  we  need  to  develop 
guidelines  for  evaluation  of  our  procedures. 

Goals  of  the  Plan 

1.  The  improvement  of  quality  of  psychiatric  care 
to  recipients  of  Medicaid  services. 

2.  A  mechanism  to  appraise  the  profession  of  re- 


sults of  treatment  thus  maximizing  the  effectiveness 
of  psychiatric  treatment. 

3.  Developing  standards  in  the  form  of  medians  for 
duration  of  therapy  based  on  different  diagnostic 
categories  and  different  treatment  modalities.  (This 
would  be  useful  in  determining  and  estimating  costs 
of  care.) 

4.  Insuring  that  recipients  of  private  psychiatric 
treatment  in  the  outpatient  setting,  day  hospital  set- 
ting, and  emergency  setting  are  being  provided  ade- 
quate and  appropriate  treatment,  rehabilitation  ser- 
vices, or  services  to  maintain  an  optimum  level  of 
functioning.  The  treatment  provided  should  be  active 
treatment.  This  encompasses  diagnostic  services  and 
the  application  of  accepted  methods  of  psychiatric 
treatment. 

Structure  of  a  State  Utilization  Review  Committee 

It  is  proposed  that  a  committee  consisting  of  eight 
members  be  appointed  jointly  by  the  Medical  So- 
ciety and  the  North  Carolina  Neuropsychiatric  Asso- 
ciation at  least  two  of  whom  will  be  non-psychiatric 
physicians.  In  addition,  one  representative  of  the 
North  Carolina  Psychological  Association  and  one 
representative  of  the  North  Carolina  Council  of  the 
National  Association  of  Social  Workers  be  appointed 
to  the  Committee  by  the  respective  professional  or- 
ganizations. Other  professional  groups  who  are  di- 
rectly involved  in  The  Provision  of  Psychiatric  Ser- 
vices may  be  considered  for  membership  on  the 
Committee  by  the  basic  10-man  committee  once  it 
is  activated.  The  committee  will  call  on  the  resources 
of  the  State  Department  of  Social  Services  particu- 
larly in  matters  relating  to  guidelines,  statistics, 
secretarial  services  and  reimbursement  of  travel  and 
other  expenses  as  agreed.  These  services  and  pay- 
ment will  be  available  only  for  utilization  review 
of  Medicaid  patients.  The  chairman  of  the  com- 
mittee will  be  appointed  by  the  President  of  the  North 
Carolina  Neuropsychiatric  Association.  The  initial 
appointment  would  be  for  one  year  for  four  members 
and  two  years  for  the  other  members.  Thereafter, 
the  appointment  of  members  will  be  for  two-year 
terms.  Members  completing  their  two-year  appoint- 
ments could  be  reappointed. 

Staff  members  of  the  Medical  Services  Division 
of  the  Department  of  Social  Services  will  meet  with 
the  committee  as  resource  persons,  but  will  not  have 
a  vote  regarding  committee  actions.  At  any  commit- 
tee meeting,  business  may  be  conducted  if  at  least 
5  members  are  present  and  if  at  least  two  of  the  five 
are  any  combination  of  non-psychiatric  physicians  or 
non-physician  members. 

Function  of  State  Utilization  Review  Committee 

The  State  Utilization  Review  Committee  will  be 
responsible  ( 1 )  to  review  samples  of  claims  sub- 
mitted to  the  Department  of  Social  Services.  A  ran- 
dom sample  of  10  percent  of  the  claims  filed  quar- 


298 


Vol.  34,  No.  4 


terly  will  be  reviewed  (see  below).  (2)  The  State 
Utilization  Review  Committee  would  be  expected 
to  periodically  obtain  the  informed  opinion  of  the 
membership  with  regard  to  such  matters  as  the  pat- 
terns of  care  for  Medicaid  patients,  the  type  of  diag- 
nosis, the  methods  of  treatment  used  and  the  re- 
sults obtained.  This  will  be  done  by  analysis  of  data 
gathered  by  Medical  Services  Division  of  the  De- 
partment of  Social  Services  or  by  devising  special 
studies  periodically.  (3)  All  patients  who  have  been 
seen  for  more  than  12  visits  or  for  one  year,  which 
ever  comes  first,  will  be  reviewed.  Review  and  ap- 
proval will  be  required  before  payment  for  additional 
services  will  be  authorized. 

The  State  Utilization  Review  Committee  could 
delegate  part  of  its  responsibility  to  regional  or- 
ganizations, such  as  the  Raleigh  Psychiatric  Academy 
to  review  claims  and  conduct  studies.  No  physician 
should  be  involved  in  the  review  of  patients  under  his 
direct  or  indirect  care.  The  Utilization  Review  Com- 
mittee should  keep  minutes  of  its  meetings  and  an- 
nually report  to  the  North  Carolina  Neuropsychiatric 
Association,  to  the  Medical  Society  and  to  the  single 
state  agency  administering  Title  XIX  Program,  at- 
tention Mr.  Emmett  Sellers.  Patients'  names  should 
not  be  used  in  the  minutes  and  physicians'  names 
should  not  be  used  in  the  annual  report.  Should 
questions  of  ethical  practice  arise,  these  should  be  re- 
ferred to  the  appropriate  committee  of  the  North 
Carolina  Neuropsychiatric  Association,  The  North 
Carolina  Medical  Society,  or  other  professional  as- 
sociations as  appropriate. 

Psychiatric  services  provided  in  general  and  pri- 
vate psychiatric  hospitals  to  Medicaid  patients  will 
be  subject  to  utilization  and  peer  review  provided 
by  the  hospital  staff.  The  State  Utilization  Commit- 
tee may  request  periodic  reports  from  the  utilization 
and  peer  review  boards  of  these  hospitals. 

Meetings 

The  Utilization  Review  Committee  should  meet 
at  least  monthly  and  review  all  cases  who  have  been 
seen  for  a  total  of  twelve  sessions  or  for  1  year,  which- 
ever comes  first.  When  this  plan  is  implemented, 
initial  psychiatric  treatment  for  a  total  of  twelve  visits 
or  visits  for  1  year,  whichever  comes  first,  would  not 
need  to  be  authorized  by  prior  approval.  It  should 
be  emphasized,  however,  that  this  by  no  means  es- 
tablishes a  median  for  therapy  and  should  not  be  in 
any  way  interpreted  as  a  blank  check  to  see  a  patient 
for  twelve  visits  or  for  1  year.  We  feel  confident 
that  the  psychiatrists  in  North  Carolina  would  not 
utilize  the  twelve  visits  allowed  if  brief  psychotherapy 
of  a  less  number  of  visits  or  shorter  duration  of  time 
is  indicated.  Also,  at  least  quarterly,  the  committee 
will  review  25  percent  of  the  applications  for  pay- 
ment of  psychiatric  outpatient  services  chosen  ran- 
domly.  In  cases  so  selected,  progress  reports   and 
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descriptions  of  the  therapy,  progress,  and  other  data 
will  be  requested  of  the  providing  psychiatrist. 

Committee  members  who  derive  part  or  all  of 
their  income  from  private  practice  or  from  sources 
other  than  federal,  state,  or  local  full-time  salary 
should  be  compensated  by  the  State  Medical  Ser- 
vices Division  on  a  fee  for  service  basis  plus  travel 
expenses.  This  proposal  is  subject  to  approval  of  the 
Advisory  Budget  Commission. 

Appeal  Procedure 

If  any  physician  believes  he  has  cause  to  question 
the  findings,  the  recommendations,  and/or  the  de- 
cisions of  the  State  Review  Committee  or  its  local 
representative  committee,  he  may  ask  for  a  rehearing 
before  the  Review  Committee  to  consider  new  infor- 
mation or  additional  supportive  data.  Or,  he  may  re- 
quest a  hearing  before  the  Medical  Peer  Review  Com- 
mittee to  be  established  by  the  Department  of  Social 
Services  in  cooperation  with  the  North  Carolina 
Medical  Society. 

Amendment  to  or  Modification  of  These  Guidelines 

These  guidelines  and  mechanisms  for  review  and 
appeal  may  be  amended  or  modified  upon  a  majority 
vote  of  the  State  Review  Committee  after  such 
amendments  or  modification  have  been  approved  by 
the  Medical  Service  Division  of  the  Department  of 
Social  Services. 

Recommendations 

The  Committee  recommends  endorsement  of  this 
report,  statement  of  principals,  and  mechanism  for 
review  by  The  Mental  Health  Committee  of  The 
North  Carolina  Medical  Society,  The  North  Carolina 
Neuropsychiatric  Association,  The  Association  of 
Mental  Health  Clinics  of  North  Carolina,  and  The 
North  Carolina  Mental  Health  Council.  Further, 
the  Committee  recommends  the  adoption  of  this 
proposal  and  the  implementation  of  the  review  me- 
chanism herein  described  beginning  on  January  1, 
1973.  The  professional  organizations  represented  on 
the  committee  shall  appoint  members  before  Jaunary 
1,  1973,  and  based  on  this  report  the  Medical  Ser- 
vices Division  of  the  North  Carolina  Department  of 
Social  Services  shall  accept  this  committee  as  the 
official  utilization  and  peer  review  committee  for 
Medicaid. 

Charles  E.  Llewellyn,  Jr.,  M.D.,  Chairman 

Participating  Committee  Members 
Members  and  Association 

Dr.  Alanson  Hinman,  Medical  Society  of  the  State 

of  North  Carolina 
Dr.  Charles  E.   Llewellyn,  Jr.,  Medical  Society  of 

the  State  of  North  Carolina 
Dr.  Philip  Nelson,  Medical  Society  of  the  State  of 
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Dr.  Leon  Robertson,  Medical  Society  of  the  State 

of  North  Carolina 
Dr.  Thomas  Curtis,  North  Carolina  Ncuropsychiatric 

Association 
Dr.  Douglas  McRee,  North  Carolina  Ncuropsychia- 
tric Association 
Dr.   Billy  Royal,   North   Carolina  Ncuropsychiatric 

Association 
Dr.  Mike  Zarzar,  North  Carolina  Neuropsychiatry 

Association 
Mrs.  Helen  Goldstein,  Association  of  Mental  Health 

Clinics  of  North  Carolina 
Dr.  Gerard  Musante,  Association  of  Mental  Health 

Clinics  of  North  Carolina. 
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WHAT?  WHEN?  WHERE? 


April,  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "For 
information.") 

I.  Current  Events  in  North  Carolina 
April  26-28 

"Nursing  Care  Planning  Workshop" 

Tuition:  $60.00;  Johnston  scholarships  available 

For  Information:  Doris  Carnevali,  UNC-Chapel  Hill,  School 
of  Nursing 

May  4 

N.  C.  State  Nurses  Association.  In-service  Conference 
(west) 

Place:    Grove  Park,  Asheville 

For  Information:  Mrs.  Frances  Miller,  Box  12025,  Ra- 
leigh 27605 

May  4-5 

"Breath  of  Spring."  Respiratory  Care  Symposium  (for  phy- 
sicians and  allied  health  personnel) 

Place:  Bahcock  Auditorium 

Fee:  $15.00 

For  Information:  Emery  Miller,  M.D.;  Associate  Dean  for 
Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine of   Wake  Forest  Univ.,    Winston-Salem,  N.  C.  27103 

May  9-10 

North  Carolina  Heart  Association,  24th  Scientific  Sessions 
and  Annual  Meeting 

Key  Speaker — William  R.  Kannel,  M.D.,  Director,  Framing- 
ton  Study  of  1949,  '  The  Natural  History  of  Heart  Dis- 
ease— How  Can  It  Be  Changed?" 


Out  of  state  physicians  who  will  make  presentations  at  the 
sessions  include  Walter  M.  Kirkendall.  M.D.,  Houston, 
Texas  on  "The  Natural  History  of  Hypertension,  and 
Henry  Buchwald,  M.D..  Minneapolis,  Minnesota  on  "Sur- 
gical Treatment  of  Hyperlipidemias." 

For  Information:  North  Carolina  Heart  Association,  P.  O. 
Box  2408,   Chapel  Hill  27514 

May  10 

N.  C.  State  Nurses  Association,  In-service  Conference  (east) 

Place:  Whispering  Pines  Motor  Lodge,  Southern  Pines 

For  Information:  Mrs.  Frances  Miller,  Box  12025,  Raleigh 
27605 

May   12 

A  Seminar  in  Clinical  Neurology 

Place:  Babcock  Auditorium 

Fee:  $25.00 

For  Information:  Emery  Miller,  M.D.,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  University,  Division 
of  Continuing  Education,  Winston-Salem  27103 

May  14-18 

Development  of  Leadership  Skills 

Designed  for  registered  nurses  in  leadership  positions  (su- 
pervisor, head  nurse,  team  leader,  charge  nurse)  in  all 
health  care  facilities. 

Place:  School  of  Nursing.  UNC-Greensboro 

Tuition:  $100.00:  assistance  available 

For  information:  Dorothy  J.  Danielson,  Director,  Continu- 
ing Education  Program,  UNC  School  of  Nursing,  Chapel 
Hill  27514 

May  19-23 

Annual  Session,  North  Carolina  Medical  Society 

Place:  The  Carolina.  Pinehurst 

For  Information:  William  N.  Hilliard,  Executive  Director, 
P.  O.  Box  27167,  Raleigh  2761 1 

June  11-13 

North  Carolina  Hospital  Association  Annual  Meeting 
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Place:  Grove  Park,  Asheville 

For  information:   Diane  Turner  or  Jay  Camp,  P.  O.  Box 
10937,  Raleigh  27605 


II.  Coming  Events  in  North  Carolina 
July  4-6 

Third  Annual  Sports  Medicine  Symposium 

Place:   Blockade   Runner  Motor  Hotel,   Wrightsville   Beach 

Sponsor:  Committee  on  the  Medical  Aspects  of  Sports,  N.  C. 
Medical  Society 

For  information:  Frank  C.  Wilson,  M.D.,  Division  of  Ortho- 
paedic Surgery,  N.  C.  Memorial  Hospital,  Chapel  Hill 
27514 

September  26-29 

Committee  Conclave.  North  Carolina  Medical  Society 

Place:  Midpines  Club,  Southern  Pines 

For  information:  Mr.  William  N.  Hilliard,  Executive  Direc- 
tor, Post  Office  Box  27167,  Raleigh  27611 


III.  Out  of  State  (through  July,  1973) 
April  27-29 

TAP  Institute — An  educational  program  for  hospital  Trus- 
tees, Administrators  and  Physicians.  Focus  on  Quality  As- 
surance Programs  for  Community  Hospitals. 

Place:  Myrtle  Beach  Convention  Center,  Myrtle  Beach. 
S.  C. 

For  information:  Diane  Turner,  North  Carolina  Hospital 
Association,  P.  O.  Box  10937,  Raleigh,  27605 

Sponsor:  North  Carolina,  South  Carolina  Hospital  Associa- 
tion. North  Carolina  Medical  Society  and  South  Carolina 
Medical  Society 

For  Information  on  the  following  manpower  development 
conferences  contact:  Helen  O'Toole,  Division  of  Continu- 
ing Education,  MUSC,  Charleston,  S.  C.   29401 

April   15-17     4th    Annual     Symposium     on     Gynecological 

Cancer 
April  26-27     Occupational  Health 
May  24-25      Current  Concepts  in  Oncological  Nursing 


NEW  MEMBERS 

of  the  State  Society 


Ayers,  John  C.  Jr.,  MD  (GP),  Medical  Arts  Bldg.,  New 
Bern  28560 

Abernethy,  John  Lloyd,  Jr.,  MD  (Student),  1302  Leon  St.. 
Apt.  E,  Durham  27705 

Barnwell,  Marjorie  Rhodes  (Student),  1600  Greenbriar  Rd., 
Kinston  28501 

Bateman,  Alan  Lawrence  (Student),  2748  Middleton  St.. 
Durham  27705 

Beauchamp.  Charles  Oliver,  III  (Student),  2012  Ward  St., 
Durham  27707 

Bestermann,  Wm.  Henry,  Jr.  (Student).  1053  Miller  St., 
Winston-Salem  27103 

Bilbro,  Robert  Hodges,  MD  (C),  4715  Pamlico  Dr..  Raleigh 
27609 

Billick,  Stephen  Bates  (Student).  129  Justice  St.,  Chapel 
Hill  27514 

Blackeby,  Wm.  Carroll  (Student),  400  Lockland  Ave.,  Box 
192,  Winston-Salem  27103 

Brodkin,  Richard  Alan  (Student),  1632  W.  First  St.,  Win- 
ston-Salem 27103 

Burton,  Earl  Edward,  MD  (D),  7709  Haymarket  Lane,  Ra- 
leigh 27610 

Cassell,  Robert  Holland  (Student),  1014  Monmouth  Ave., 
Durham  27701 

Chance,  James  Kenneth  (Student),  Box  8069.  Reynolda  Sta- 
tion, Winston-Salem  27109 


Chung,  Joseph  Yangsoo,  MD  (S),  402  Fleming  Ave.,  Kin- 
ston 28501 

Clark,  Daniel  Eason,  MD  (R),  920  E.  Main  Ave.,  Southern 
Pines  28387 

Clegg,  Herbert  Wm.  II  (Student),  915  Lambeth  Circle,  Dur- 
ham 27705 

Cornelius,  Leland  Raeburn,  MD,  4410  Mockingbird  Lane, 
Wilmington  28401 

Davis,  Jerome  Irvin  (Student),  1329  Madison  Ave.,  Win- 
ston-Salem 27 1 03 

Dickstein,  Emil  Stanley  (Student),  635  Anson  St.  No.  1-12, 
Winston-Salem  27103 

Donohue,  Hugh  James,  Jr.  (Student),  1000  N.  Duke  St., 
Apt.  24,  Durham  27701 

Ginn,  Thomas  Moss  (Student),  302  Shoreton  Apts.,  Win- 
ston-Salem 27103 

Goodenberger,  Daniel  Marvin  (Student),  Box  2784,  Duke 
Hosp.,  Durham  27710 

Green,  James  Clifford,  MD  (P),  812  Westwood  Dr.,  Ra- 
leigh 27607 

Hanberry,  Richard  Lawrence,  III  (Student),  Box  2763, 
Duke  Hosp.,  Durham  27710 

Hapke,  Edith  Josephine,  MD  (Pul),  1  Griffing  Blvd.,  Ashe- 
ville 28804 

Henson.  Kenneth  Clifford,  Sr..  MD  (Ind.),  P.  O.  Box  2042, 
Wilmington  28401 

Hughes,  Lynn  Allen,  MD  (Intern-Resident),  1014  Demaris 
St.,  Durham  27701 

Jenkins,  Larry  Parker,  MD  (OPH),  121  Yadkin  St.,  Albe- 
marle, 28001 

Jones,  Martin  E.,  MD  (GP),  Church  Bldg..  Granite  Falls 

Kanich,  Robert  E..  MD  (Path),  812  Westwood  Dr.,  Ra- 
leigh 27607 

Kesler,  A.  Dean,  Jr..  MD  (ObG).  109-A  S.  Vance  St.. 
Sanford  27330 

Kessler,  Dale  LeRoy,  Jr.  (Student),  812  Archdale  Dr.,  Dur- 
ham 27707 

Kiley,  Vincent  Arthur  (Student),  402  Lockland  Ave.,  Win- 
ston-Salem 27103 

Lassiter,  Kenneth  Robert  Lee.  MD  (NS),  1012  Kings  Dr., 
Charlotte  28207 

Leppert,  Phyllis  Carolyn  (Student),  708  Louise  Circle,  Dur- 
ham 27705 

Maier,  Ronald  Vitt  (Student),  405  N.  Gregson  St.,  Durham 
27706 

Marlow,  Michele  (Student),  Box  2832,  Duke  Hosp.,  Dur- 
ham 27710 

Mayberry.  Barry  Marshall  (Student),  1112  Melrose  St.. 
Winston-Salem  27103 

McCall,  Wilmer  Chalmers,  MD  (R).  505  Edinburgh  Dr.. 
Fayetteville  28304 

McLamb,  Samuel  Baggett,  Jr.  (Student),  2821  Northbridge 
Rd.,  Winston-Salem  27103 

McLean,  Wm.  Thaddeus,  Jr.,  MD  (Pd),  Bowman  Gray, 
Winston-Salem  27103 

Miller,  Henry  S.,  Jr.,  MD  (I)  Bowman  Gray,  Winston- 
Salem  27103 

Milling.  James  R.,  MD,  Medical  Arts  Building,  Waynesville 
28786 

Mozia,  Nelson  Ike  (Student),  418  Lockland  Ave.,  Winston- 
Salem  27103 

Musselwhite,  Neill  Hector,  III  (Student),  1208  Fenimore  St., 
SW,  Winston-Salem 

Nagey.  David  Augustus  (Student),  4819  Northburg  Circle, 
Durham  27705 

Neal,  Walter  Ernest,  Jr.,  MD  (ObG),  408  W.  34th  St.,  Lum- 
berton  28358 

Newell.  Robert  Bartholomew,  MD  (S).  213  Northpoint 
Ave.,  Apt.  217-A,  High  Point 

Newsome,  Samuel  Carl  (Student),  103  Shoreton  Apts.,  Win- 
ston-Salem 

Papadopoulos,  Demetrios  Anthony  (Student),  Box  2826, 
Duke  Med.  Ctr.,  Durham  27710 
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These  are  Candeptin: 

The  highly  effective  candicidin 
for  all  your  vaginal  moniliasis  patients. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes  — 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  vour  patients  prompt 
relief  of  itching,  burning  and  discharge  — 
usually  within  72  hours.1  A  single,  14-day  course 
of  treatment  is  usually  all  that's  needed  for  a 
complete  cure.2,3,4 

Significantly  more  potent  in  vitro  than 


nystatin:  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients' 4" 
And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a  100%  culture-confirmed 
cure  rate  was  achieved  with  a  single  14-day 
course  of  therapy' ' 

Only  Candeptin  gives  you  a  dosage  form 
for  every  therapeutic  need,  plus  eight  years ' 
clinical  proof  of  potency.  Consider  Candeptin 
for  vour  next  vaginal  moniliasis  patient. 

CANDEPTIN 

(candicidin) 


Description:  Candeptin  (candicidin) 
Vaginal  Ointment  contains  a  dispersion  of 
candicidin  powder  equivalent  to  Ob  mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U.S.  P.  petrolatum.  3  mg.  of  Candicidin  is 
contained  in  5  gm-  of  ointment  or  one 
applicatorful  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3  mg  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin Vagelettes  Vaginal  Capsules 
contain  3  mg  of  Candicidin  activity 
dispersed  in  5  gm.  U.S.  P.  petrolatum. 
Action:  Candeptin  Vaginal  Ointment. 
Vaginal  Tablets,  and  Vagelettes  Vaginal 
Capsules  possess  anti-monilial  activity 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 
Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
CANDEPTiMVaginal  Ointment,  Vaginal 
Tablets  orVAGELETTEs Vaginal  Capsules 
have  been  extremely  rare 
Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a  day.  in 
the  morning  and  at  bedtime,  for  14  days 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 
Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm  tubes 
with  applicator  ( 14-day  regimen  requires 
2  tubes).  CANDEPTiNVaginalTablets  are 
packaged  in  boxes  of  28.  in  foil  with 
inserter  — enough  for  a  full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2  boxes. ) 
Store  under  refrigeration  to  insure  full 
potency 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen.  JR.    Journal-Lancet 
85  287  (July)  1965.  2.  Giorlando.  S  \V 
Ob/Gyn  Dig.  13  32  (Sept.)  1971.3.  Decker. 
A.: Case  Reports  on  File.  Medical  Department. 
Julius  Schmid  4.  Giorlando,  SYV,  Torres,  J.F., 
and  Muscillo,  G  :  Am.  J  Obst.  &  Gynec. 
90:370   (Oct.  I)   1964  5.  Lechevalier,  H 
Antibiotics  Annual  1959-1960.  New  York. 
Antibiotica  Inc.,  I960,  pp.  614-618.  6.  Friedel, 
H  J    Maryland  M  J  ,  15:36  (  Feb  )  1966 
■  j^J  Julius  Schmid  Pharmaceuticals 
EyLJ  423  West  55th  Street 
bJ  +  l  New  York,  New  York  10019 


CANDEPTIN 

(candicidin) 

Vaginal  Tablets 
Vaginal  Ointment 

and  VAGELETTES 

Vaginal  Capsules 


Parker,  Carl  Putnam,  Jr.,  MD  (I),  Rt.   10,  Box  969,  Salis- 
bury 28144 
Pass,   Harvey    I    (Student),   E-l    Croasdaile   Apt.,    Durham 

27705 
Pfanstiel,   Earl   Erwin,  Jr..  MD    (Pd),   1346   Durwood  Dr., 

Charlotte  28204 
Pierce,  Charles  Grainger   (Student),  411   N.  Columbia  St., 

Chapel  Hill  27514 
Pierson,  George  Herman,  Jr.,  MD   (R),  5100  Forest  Oaks 

Dr.,  Greensboro  27406 
Podolsky,  Susan  Ann  (Student),  Box  2804,  Duke  Hospital. 

Durham  27710 
Porter,    Charles    Alexander,    MD,    5100    Charmapeg    Ave., 

Charlotte  28211 
Porter,  Wayne  Randolph  (Student),  Box  2820,  Duke  Hospi- 
tal, Durham  27710 
Provosty,    George   Hurst,    MD    (R),   Rt.    1,    Friendly   Rd., 

Morehead  City  28557 
Raizes,  Gary  Scott  (Student),  600-6  LaSalle  St.,  Apt.  8-A, 

Durham  27705 
Rentschler,  Robert  Eldon.  MD  (GP),  452  Cloverhill  Place, 

Fayetteville  28301 
Rieman,   Gilbert   Fletcher,   MD    (ObG),   2148   Echo  Lane, 

Wilmington  28401 
Rimer,  Bobby  Alan,  MD   (ObG),   Charlotte  Mem.   Hosp., 

Box  2554,  Charlotte  28201 
Roberts,  Jesse  Earle,  MD  (I),  Box  3110,  Duke  Med.  Ctr., 

Durham  27710 
Robertson.  Dwight  Lawrence  (Student).  311  S.  LaSalle  Apt. 

18-L,  Durham  27705 
Seastrunk.  J.  Samuel,  MD  (Or).  808-B  N.  DeKalb  St.,  Shel- 
by 28150 
Serene,  James  Wm.   (Student),  2079  Elizabeth  Ave.,  Win- 
ston-Salem 27103 
Serna,  Manuel  Low  DeLa,  Jr.,  MD  (U),  356  Forsyth  Medi- 
cal Park,  Winston-Salem 
Scruggs.  Michael  Coleman  (Student),  725  Gales  Ave.,  Win- 
ston-Salem 27103 
Sheppeck.  James  Edward,  MD  (R),   118  Honeysuckle  Dr., 

Rutherfordton  28139 
Shermer,   Richard  Wayne,  MD  (Path),  UNC  Dept.  of  Pa- 
thology, Chapel  Hill  27514 
Shuping,   John    Ross   (Student),   2047    Queen   St..   Winston- 
Salem  27103 
Sink,  James  David  (Student),  406  Lockland  Ave.,  Winston- 
Salem  27103 
Skarin,   Robert   Mark   (Student),   503   Craven   St..   Durham 

27704 
Smith,  Roger  Enos,  MD  (I),  1351  Durwood  Dr.,  Charlotte 

28204 
Snow,  Ronald  Lee  (Student),  Twin  Castles  Apt.  C3-12,  Win- 

ston-Salem  27103 
Spees,  Lynn  Beecher   (Student),   1055  Irving  St.,  Winston- 
Salem  27103 
Spragins,  Joel  F..  MD.  808  N.  DeKalb  St.,  Shelby  28150 
Stein,   Ned   Barry   (Student),  304  Pershing  Ave..  Winston- 
Salem  27103 
Strout,  John  Joseph   (Student),    1141    W.   End   Blvd.,  Win- 

ston-Salem  27103 
Thomas,  Achamma,  MD  (1),  2048  Conniston  Place,  Char- 
lotte 
Turlington,  Wade  R.,  MD   (GP),  203  W.  Bayshore  Blvd., 

Jacksonville  28540 
Vurguson.  Elliott  Van  Brunt,  MD,  208-A  Dixie  Dr.,  Whis- 
pering Pines  28327 
Wallin.  Gene  Ambrose,  MD  (FP),  1004  N.  Howe  St.,  South- 
port  28461 
Weinerth,  John  Louis,  MD   (Intern-Resident),  Duke  Med. 

Ctr.,  Dept.  of  Surgery,  Durham  27710 
Weiss.   Richard   Elliott,   MD   (NS),  200  N.  Griffing  Blvd., 

Asheville  28804 
Werk,   Emile  Eugene,  Jr.,   MD    (I),   2504   Canterbury  Rd., 

Wilmington  28401 
Whitesides,   Daniel   Baxter   (Student),   Box    1015   Graduate 

Center,  Durham  27705 
Williams,  Jack  D.,  MD  (Otol),  209-B  Lee  St.,  Shelby  28150 
Winker,  Joel  Edward,  MD  (ObG),  314  Pine  St.,  Rutherford- 
ton 28139 
Wright.  Paul  Harlan  (Student).  22  Graylyn  Court.  Winston- 
Salem  27106 
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Yue,  Byong  Hak,  MD  (S),  2207  Delaney  Ave.,  Wilming- 
ton 28401 

Zack,  Peter  George,  MD  (Pd),  3813  Canterbury  Rd.,  Wil- 
mington 28401 


News  Notes  from  the — 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


The  appointments  of  Dr.  I.  Oscar  Weissman  and 
Charles  W.  Edwards  as  coordinators  of  field  training 
activities  under  the  UNC  Program  in  Health  Services 
Evaluation  have  been  announced  by  Dr.  Leonard  S. 
Rosenfeld,  program  director. 

Both  men  also  have  been  appointed  lecturers  in 
the  University,  Dr.  Weissman  in  the  Department  of 
Health  Administration,  School  of  Public  Health,  and 
Edwards  in  the  School  of  Social  Work. 

"The  University  has  selected  metropolitan  Cleve- 
land, Ohio  and  the  'State  of  Franklin,'  a  seven-county 
rural  area  in  western  North  Carolina,  to  provide  com- 
munity-based, practical  evaluation  and  applied  re- 
search experiences  for  program  students,"  Dr.  Rosen- 
feld said.  "Program  offices  are  being  established  in 
each  field  site,"  he  said. 

Dr.  Weissman,  formerly  associate  director  of  Beth 
Israel  Medical  Center,  New  York  City,  and  associate 
professor  of  Community  Medicine  at  Mount  Sinai 
Medical  School,  will  serve  as  coordinator  for  the 
Cleveland  field  site. 

Charles  Edwards,  previously  executive  director  of 
the  State  of  Franklin  Health  Council,  Inc.,  in  Cullo- 
whee  will  serve  as  coordinator  of  the  State  of  Frank- 
lin field  site.  The  region  includes  the  counties  of 
Cherokee,  Clay,  Graham,  Haywood,  Jackson,  Ma- 
con, and  Swain. 

*  J;s  * 

Dr.  Andrew  D.  Dixon  of  the  UNC  School  of  Den- 
tistry will  become  dean  of  the  School  of  Dentistry 
at  the  Center  for  Health  Sciences,  University  of  Cali- 
fornia at  Los  Angeles  on  July  1 . 

Announcement  of  Dr.  Dixon's  resignation  here, 
effective  June  30,  and  his  new  appointment  at  UCLA 
was  made  by  Dr.  James  W.  Bawden,  dean  of  the 
UNC  School  of  Dentistry. 

Dr.  Dixon  has  been  associate  dean  for  research 
in  Chapel  Hill  since  1969.  He  joined  the  UNC  faculty 
in  1963  as  a  professor  of  oral  biology  and  became 
director  of  the  UNC  Dental  Research  Center  in  1966. 
He  is  also  a  professor  of  anatomy  in  the  School  of 
Medicine. 

Dr.  John  T.  Hughes  has  been  named  Director  of 
Continuing  Education  for  the  UNC-Chapel  Hill 
School  of  Public  Health. 

A  professor  of  health  administration  and  head  of 
the   Department's   Dental   Public   Health   Program, 


Hughes  has  served  as  research  coordinator  for  state 
and  local  health  departments  in  North  Carolina. 
He  has  conducted  studies  in  many  areas  of  dental 
health  including  the  effectiveness  of  topical  fluoride 
solutions  in  preventing  dental  caries,  family  patterns 
of  dental  disease,  natural  history  of  dental  disease  and 
procedure  for  the  organization  and  delivery  of  com- 
prehensive dental  services  for  the  aged. 


The  University  of  North  Carolina  School  of  Medi- 
cine has  received  a  $150,000  gift  from  a  Mont- 
gomery County  industrialist  which  will  be  used  to 
establish  a  new  research  and  diagnostic  laboratory 
in  its  department  of  radiology. 

C.  V.  Richardson,  president  of  Clayson  Knitting 
Co.  in  Star,  made  the  donation  to  the  Medical  Foun- 
dation of  North  Carolina,  Inc.,  a  financial  arm  of  the 
UNC  School  of  Medicine  in  Chapel  Hill. 

Richardson  donated  $100,000  to  the  school  in 
1970  to  establish  the  C.  V.  Richardson  Cardiac 
Catheterization  Laboratory,  a  facility  to  aid  in  the 
diagnosis  of  complex  heart  conditions. 

According  to  Dr.  Christopher  C.  Fordham  III, 
dean  of  the  School  of  Medicine  in  Chapel  Hill, 
"The  new  vascular  radiology  laboratory  will  provide 
the  faculty  of  the  Department  of  Radiology  and  staff 
of  the  North  Carolina  Memorial  Hospital  with  out- 
standing equipment  for  the  increasingly  important 
studies  of  vascular  structures  with  minimal  radiation 
and  maximal  accuracy.  The  availability  of  many  of 
the  present  surgical  techniques  for  repair  and  restora- 
tion of  vascular  lesions  is  dependent  to  a  large  degree 
on  the  quality  of  the  pre-operative  studies  made 
possible  by  this  kind  of  equipment." 

The  Vascular  Radiology  Laboratory  will  be  lo- 
cated in  the  Radiology  Department  of  North  Caro- 
lina Memorial  Hospital  in  Chapel  Hill. 

Dr.  James  H.  Scatliff,  director  of  the  department 
of  radiology,  said  Richardson's  gift  would  be  used  to 
establish  an  angiotomographic  suite  in  the  depart- 
ment. 


Cancer  of  the  colon,  predicted  to  affect  1,100 
North  Carolinians  in  1973,  was  the  focus  of  the  7th 
Annual  Symposium  on  Malignant  Disease  held  Mar. 
29-30. 

Sponsored  by  the  UNC-CH  School  of  Medicine, 
the  two-day  program  featured  11  specialists  in  the 
causes,  diagnoses,  and  treatment  of  this  type  of  can- 
cer. 


A  $20,000  grant  from  the  Rockefeller  Founda- 
tion has  been  awarded  to  UNC  Prof.  Daniel  A.  Okun 
for  an  evaluation  of  the  reorganization  of  water 
management  in  England  and  Wales. 

Prof.  Okun,  chairman  of  the  Department  of  En- 
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vironmental  Sciences  and  Engineering  in  the  UNC- 
Chapel  Hill  School  of  Public  Health,  will  be  visiting 
professor  at  University  College  in  London  from  July 
1,  1973  to  June  30,  1974  and  will  make  the  water 
management  study  during  this  time. 

Fifty  health  personnel  from  throughout  the  south- 
east were  expected  here  March  1 1  for  the  Con- 
ference on  Maternal  and  Child  Health,  Family  Plan- 
ning and  Handicapped  Children. 

The  conference  was  designed  to  increase  knowledge 
about  new  directions  in  federal,  state  and  local  legis- 
lative and  administrative  programs  as  they  pertain 
to  maternal  and  child  health,  family  planning,  and 
handicapped  children.  It  also  presented  programming 
innovations  which  have  been  tested  by  the  partici- 
pants. 

*  *  ♦ 

Fifty-six  Tar  Heel  public  health  personnel  met 
Mar.  12-16  in  Wrightsville  Beach  for  the  final  session 
of  "Principles  of  Public  Health  Practice." 

Developed  in  response  to  needs  expressed  by  pub- 
lic health  practitioners  in  the  state,  the  three  session 
course  was  designed  to: 

— Provide  interdisciplinary  education  and  training 
in  the  basic  principles  and  concepts  of  public  health 
practice; 

— Develop  the  team  role  and  improve  skills  in 
interpersonal  and  intergroup  relations;  and 

— Provide  perspective  of  the  practitioner's  role 
as  related  to  historical  development,  community  need, 
health  care  delivery,  ecology,  planning  system  and 
administrative  sciences. 

Dr.  Leonard  S.  Rosenfeld  has  been  appointed  di- 
rector of  UNC's  new  program  in  health  services 
evaluation,  it  was  announced  recently  by  Dr.  Cecil  G. 
Sheps,  vice  chancellor  for  health  sciences.  He  also 
has  been  named  professor  in  the  Department  of 
Health  Administration,  School  of  Public  Health. 

The  first  of  its  kind  in  the  United  States,  the 
University  Program  in  Health  Services  Evaluation 
is  a  pioneer  project  aimed  at  improving  the  country's 
health  services  by  implementing  a  program  of  educa- 
tion, training,  research  and  technical  assistance. 

The  Health  Services  and  Mental  Health  Adminis- 
tration, the  health  services  arm  of  the  U.  S.  Depart- 
ment of  Health,  Education,  and  Welfare,  selected 
UNC  to  establish  the  program  aimed  at  expanding 
and  improving  the  evaluation  of  health  programs 
nationally.  The  Administration  awarded  the  Univer- 
sity a  $1.3  million  contract  for  the  first  18  months 
of  the  program. 

Dr.  Rosenfeld  comes  to  the  University  from  the 
New  York  Medical  College  where  he  was  vice  presi- 
dent for  planning,  and  professor  of  community  and 
preventive  medicine. 

Robert  L.  Reddick,  UNC-CH  fourth-year  medical 
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student,  has  been  named  the  first  place  winner  of  the 
Sheard-Sanford  Contest  by  the  Awards  Committee 
of  the  American  Society  of  Clinical  Pathologists 
(ASCP). 

Reddick  received  an  all  expense  paid  trip  to  Hono- 
lulu, Hawaii  to  present  his  winning  research  paper 
at  the  ASCP  spring  meeting.  Along  with  the  trip, 
he  was  awarded  a  certificate  from  the  ASCP  and  a 
commemorative  medal  from  Bausch  and  Lomb,  Inc. 

His  research  paper  concerns  studies  on  the  platelet 
plasma  membrane  and  other  structures  as  viewed  by 
the  freeze  etch  technique. 

*  %  H= 

Daniel  L.  Trevino,  assistant  professor.  Department 
of  Physiology,  effective  June  1,  has  been  a  Fellow- 
Trainee  in  Neurobiology  at  UNC  for  the  past  year. 
A  native  of  Texas,  Trevino  holds  the  B.A.  and  Ph.D. 
degrees  from  the  University  of  Texas  at  Austin. 

Robert  D.  Croom  III,  instructor,  Department  of 
Surgery,  effective  Feb.  15,  is  a  native  of  Maxton  and 
has  been  a  Fellow  in  surgery  at  UNC  for  the  past 
year.  A  graduate  of  Davidson  College,  Croom  re- 
ceived his  M.D.  degree  from  the  University  here. 
*  *  * 

I-Cheng  Chi,  staff  epidemiologist,  International 
Fertility  Research  Program,  effective  Feb.  10,  is  a 
graduate  of  Tsing-Tao  Medical  College  and  holds  a 
M.P.H.  and  D.P.H.  from  Johns  Hopkins  School 
of  Hygiene  and  Public  Health.  He  has  been  asso- 
ciated with  the  National  Defense  Medical  Center, 
Taipei  since  1953. 

Jean  Audrey  Wight,  research  associate,  Interna- 
tional Programs  Office,  effective  Feb.  10,  comes  to 
the  University  from  the  University  of  Nebraska.  A 
registered  dietician,  she  holds  the  B.S.  degree  from 
Western  Reserve  University,  the  M.S.  degree  from 
Michigan  State  University  and  the  Ed.  D.  degree 
from  Oklahoma  State  University. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Dr.  Eugene  A.  Stead  Jr.,  professor  of  medicine 
and  former  chairman  of  the  Department  of  Medicine, 
has  received  the  first  "Founder's  Award"  of  the 
Southern  Society  for  Clinical  Investigation. 

In  a  letter  to  Stead,  Dr.  W.  Jape  Taylor,  president 
of  the  organization,  explained  the  nature  of  the  award 
and  the  reason  why  Stead  was  selected  as  the  first 
recipient: 

"A  year  ago  the  society  decided  to  initiate  an  an- 
nual award,  to  be  called  the  Founder's  Award, 
recognizing  one  of  the  leaders  in  clinical  investigation 
in  our  area.  Because  of  your  own  contributions,  both 
directly  and  through  individuals  like  me,  I  was  ex- 
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What's 

on  your 
patient's 


may  be  more  important  than 
his  chief  complaint 


I  The  lesions  on  his  face  may 
be  solar/actinic  —  so-called 

I'senile"  keratoses...  and 
they  may  be  premalignant. 

Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T.*  seen  on  3129/67  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex"  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 


Acceptable  results 


Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6J12J67,  seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 
Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation  and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2  to  4  weeks. 
How  Supplied:  Solution,  10-ml  drop  dispensers 
—  containing  2%  or  5%  fluorouracil  on  a  weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxy  propyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a  vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 


This  patient's  lesions 
were  resolved  with 

Efudex 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 


<„..     \  Roche  Laboratories 
RUCHE  /  Division  of  Hoffmann- 
/   Nutley,  N.J.  07110 


La  Roche  Inc. 


*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


tremely  pleased  that  the  council  of  the  society  se- 
lected you  as  the  first  awardee." 

dp  %  % 

Dr.  James  R.  Urbaniak  is  one  of  six  young  ortho- 
paedic surgeons  from  the  United  States  and  Canada 
selected  by  the  American  Orthopaedic  Association 
for  a  traveling  fellowship  in  Great  Britain. 

Urbaniak,  an  assistant  professor  of  orthopaedic 
surgery  will  tour  more  than  a  dozen  orthopaedic 
hospitals  and  research  centers  in  England,  Scotland 
and  Ireland  from  April  2  through  May  18. 

The  traveling  fellowships,  the  highest  honor  in 
orthopaedics  for  persons  under  40,  are  awarded  every 
two  years  to  four  doctors  from  the  United  States  and 
two  from  Canada.  In  alternate  years,  six  British 
doctors  are  selected  to  tour  facilities  in  the  United 
States. 

The  last  Duke  faculty  member  to  receive  a  travel- 
ing fellowship  was  Dr.  J.  Leonard  Goldner,  now  chief 
of  orthopaedic  surgery.  Goldner  received  the  honor 
in  1955. 

A  Duke  psychologist  has  received  a  $13,850 
grant  to  investigate  the  psychological  factors  contrib- 
uted to  habitual  traffic  offenses. 

The  grant  was  awarded  to  Dr.  Elaine  K.  Crovitz, 
assistant  professor  of  medical  psychology,  by  the 
North  Carolina  Association  of  Insurance  Agents, 
Inc. 

"We're  trying  to  work  out  a  psychological  pro- 
file of  persons  involved  in  serious  repeated  traffic 
offenses,"  Dr.  Crovitz  said.  "We  want  to  see  whether 
the  psychological  measures  are  definite  enough  to 
predict  driving  habits  and  patterns." 

The  preliminary  study  will  be  done  using  two  dif- 
ferent groups  of  drivers — males  age  16  to  24  and 

elderly  drivers. 

*  *  * 

The  fetal  death  rate  at  Duke  was  cut  by  25  percent 
last  year  after  the  creation  of  a  new  program  for  the 
evaluation  and  management  of  high-risk  pregnancies. 

The  program  is  the  Division  of  Perinatal  Medicine, 
started  one  year  ago  under  the  Departments  of  Ob- 
stetrics and  Gynecology,  Pediatrics  and  Anesthesio- 
logy. 

The  division  has  just  received  a  $32,592  grant 
from  the  National  Foundation-March  of  Dimes  to 
continue  its  effort  to  improve  the  clinical  manage- 
ment of  high-risk  obstetrical  patients  and  further  re- 
duce intrauterine  and  infant  death  rate. 

The  grant  will  include  $25,000  from  the  National 
Foundation-March  of  Dimes  and  another  $7,592 
from  the  Durham  County  Chapter  of  the  organiza- 
tion. 

The  Durham  chapter  plans  to  raise  its  share  of  the 
grant  during  its  second  annual  Walkathon  to  be  held 
in  the  spring. 

"Last  year  was  the  lowest  death  rate  it's  ever  been 
at  Duke,"  said  Dr.  C  irlyle  Crenshaw,  Jr.  "We  had 
18  intrauterine  deaths  per  1,000  live  births.  In  the 


previous  four  to  five  years  it  was  running  24  deaths 

per  1,000  live  births." 

*  $  # 

New  Fellows  of  the  American  College  of  Cardio- 
logy include  Dr.  Yihong  Kong  and  Dr.  Abe  Walston 

II,  assistant  professors  of  medicine. 

*  *  * 

Promotions  and  appointments: 

— Dr.  J.  Caulie  Gunnells,  promoted  to  professor 
of  medicine. 

— Dr.  Saul  M.  Schanberg,  promoted  to  professor 
of  pharmacology. 

— Dr.  William  D.  Gentry,  promoted  to  associate 
professor  of  medical  psychology. 

— Dr.  Michael  E.  McLeod,  promoted  to  associate 
professor  of  medicine. 

— Dr.  Donald  C.  Jackson,  formerly  assistant  direc- 
tor of  St.  Boniface  General  Hospital  in  Manitoba, 

Canada,  appointed  associate  professor  of  radiology. 

*  *  * 

The  Robert  Wood  Johnson  Foundation  has 
awarded  Duke  a  $1.1  million  grant  for  projects  aimed 
at  delivering  better  and  more  efficient  patient  care. 

It  also  is  aimed  at  giving  medical  students  and 
young  doctors  a  clearer  picture  of  some  of  the  prob- 
lems and  frustrations  facing  people  who  are  seeking 
health  care. 

In  addition  the  project  will  incorporate  periodic 
surveys  of  randomly  selected  families  in  Durham 
County  to  determine  their  needs  for  medical  care, 
its  availability  and  any  problems  they  faced  in  ob- 
taining it. 

The  $1,134,375  grant  is  to  the  Department  of 
Community  Health  Sciences,  chaired  by  Dr.  E.  Har- 
vey Estes. 

"The  practice  of  medicine  and  delivery  of  health 
care  are  not  going  to  be  the  same  10  years  from  now," 
Estes  said.  "How  it  will  change,  we  don't  know.  But 
this  grant  will  help  us  look  ahead,  anticipate  changes 
and  provide  sound  recommendations  on  what  we 
think  some  of  those  changes  ought  to  be." 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Four  persons  have  been  appointed  to  the  full-time 
faculty  of  the  Bowman  Gray  School  of  Medicine. 
Announcement  of  the  appointments  was  made  re- 
cently by  Dr.  Richard  Janeway,  dean. 

They  are  Dr.  Joseph  G.  Gordon,  associate  pro- 
fessor of  radiology;  Dr.  Lemuel  Morrison,  assistant 
professor  of  pediatrics;  Dr.  George  D.  Rovere,  assis- 
tant professor  of  orthopaedic  surgery;  and  Dr.  Za- 
kariya  K.  Shihabi,  assistant  professor  of  pathology. 
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Dr.  Gordon,  who  holds  the  M.D.  degree  from 
Meharry  Medical  College,  interned  at  Harlem  Hos- 
pital. He  took  residency  training  at  the  National 
Cancer  Institute  and  Hubbard  Hospital  of  Meharry 
Medical  College.  He  is  a  former  director  of  the  De- 
partment of  Radiology  of  Reynolds  Memorial  Hos- 
pital in  Winston-Salem,  where  he  also  served  as 
medical  director  and  chief-of-staff . 

Dr.  Morrison  holds  the  M.D.  degree  from  the 
Medical  College  of  Alabama.  She  completed  intern- 
ship and  residency  training  at  Mobile  (Ala.)  General 
Hospital. 

Dr.  Rovere  comes  to  the  medical  school  from 
seven  years  in  the  private  practice  of  orthopaedic 
surgery  in  Passaic,  N.  J.  He  holds  the  M.D.  degree 
from  the  State  University  of  New  York  College 
of  Medicine  at  Syracuse.  He  took  internship  and 
residency  training  at  the  University  of  Virginia  Hos- 
pital and  completed  residency  training  in  orthopae- 
dic surgery  at  the  Hospital  for  Special  Surgery  in 
New  York  City. 

Dr.  Shihabi,  who  will  supervise  the  clinical  chemis- 
try laboratory  in  the  Department  of  Pathology,  holds 
the  B.S.  degree  from  the  Alexandria  University  in 
Alexandria,  Egypt,  the  M.S.  degree  from  Texas  A 
and  M  University,  and  the  Ph.D.  degree  from  the 
University  of  South  Dakota. 

Those  who  recently  received  appointments  to  the 


part-time    faculty   were:    Dr.    Julian    F.    Keith,    Jr., 

Dr.  John  L.  Carter,  Dr.  Jesse  P.  Chapman,  Jr.,  Dr. 

Alma  E.   Miller,   Dr.   Bryant  H.  Roisom,   and  Dr. 

William  F.  Sayers. 

*  *  * 

Dr.  Joseph  L.  Hollander,  professor  of  medicine 
at  the  University  of  Pennsylvania  School  of  Medicine, 
gave  the  second  annual  Wingate  M.  Johnson 
Memorial  Lecture  at  the  Bowman  Gray  School  of 
Medicine  on  Feb.  21.  The  topic  of  his  lecture  was 
"Autoimmune  Diseases." 

Dr.  Hollander  was  one  of  the  first  to  begin  working 
on  what  is  now  the  most  widely  accepted  theory 
which  explains  what  happens  in  the  body  when 
rheumatoid  arthritis  appears.  His  lecture  dealt  ex- 
tensively with  that  theory. 

Dr.  Anthony  G.  Gristina,  professor  of  orthopaedic 
surgery  at  the  Bowman  Gray  School  of  Medicine, 
recently  presented  a  paper  entitled  "Pauciarticular 
Rheumatoid  Arthritis  in  Childhood  —  A  Non-Sur- 
gical Approach"  during  the  40th  annual  meeting 
of  the  American  Academy  of  Orthopaedic  Surgeons 
in  Las  Vegas,  Nev. 

Dr.  James  G.  McCormick,  research  assistant  pro- 
fessor of  otolaryngology  at  the  Bowman  Gray  School 
of  Medicine,  spoke  on  "Investigations  of  Vestibular 
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Interactions  in  the  High  Pressure  Neurological  Syn- 
drome" during  a  workshop  held  at  the  Duke  Univer- 
sity Medical  Center  Feb.  1-2.  The  workshop  was 
sponsored  by  the  Undersea  Medical  Society,  the 
Office  of  Naval  Research,  and  the  Navy  Bureau  of 
Medicine  and  Surgery. 

*     *  * 

Dr.  Manson  Meads,  vice  president  for  medical 
affairs  of  the  Bowman  Gray  School  of  Medicine, 
moderated  a  panel  discussion  on  "The  Increasing 
Use  of  Non-University  Facilities:  Productive  or 
Counter-Productive"  during  the  69th  annual  Con- 
gress on  Medical  Education  Feb.  9-11  in  Chicago. 

£  %  '£ 

Dr.  Katherine  Anderson,  associate  professor  of 
pediatrics  at  the  Bowman  Gray  School  of  Medicine, 
has  been  appointed  to  serve  on  a  committee  of  the 
National  Board  of  Medical  Examiners  to  assist  in 
developing  a  certifying  examination  for  the  physi- 
cian's assistant. 

*  *  * 

Dr.  Jesse  H.  Meredith,  professor  of  surgery,  has 
been  appointed  the  North  Carolina  representative  of 
the  American  College  of  Surgeons  for  a  study  of 
surgical  services.  North  Carolina  is  one  of  five  states 
where  the  study  will  be  conducted. 

*  *  * 

Dr.  John  S.  Kaufmann,  assistant  professor  of  medi- 
cine and  pharmacology,  attended  the  1972  Pharma- 
ceutical Manufacturer's  Association  Foundation 
Awardees'  meeting  Dec.  4-5  in  New  York  City.  Dr. 
Kaufmann  is  a  1972  recipient  of  the  foundation's 
Faculty  Development  Award. 


Institute  of  Mental  Health  (NrMH)  now  are  avail- 
able as  a  98-page  booklet. 

Published  by  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  (NIAAA),  a  component  of 
the  National  Institute  of  Mental  Health  within  HEW's 
Health  Services  and  Mental  Health  Administration, 
the  Proceedings  emphasize  emergency  care  as  an 
initial,  yet  critical  element  of  a  total  treatment  sys- 
tem for  alcoholic  persons.  The  selected  papers  and 
abridged  proceedings  describe  the  various  ways  and 
settings  in  which  emergency  care  services,  such  as 
detoxification,  can  be  delivered  to  alcoholic  people. 

Single  copies  of  Proceedings  of  the  Seminar  on 
Alcoholism  Emergency  Care  Services  —  DHEW 
publication  No.  (HSM)  73-9024  —  may  be  ordered 
without  charge  from  the  National  Clearinghouse  for 
Alcohol  Information,  P.O.  Box  2345,  Rockville,  Md. 
20850.  Larger  quantities  may  be  purchased  at  $1.50 
per  copy  from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.  C. 
20402. 


NATIONAL  INSTITUTE  OF  MENTAL 
HEALTH 

Proceedings  of  a  Seminar  on  Alcoholism  Emer- 
gency Care  Services  held  last  March  at  the  National 


NORTH  CAROLINA  BLUE  CROSS 
AND  BLUE  SHIELD 

Thomas  Allen  Rose,  of  Cleveland,  Ohio,  has  been 
named  president  of  North  Carolina  Blue  Cross  and 
Blue  Shield  succeeding  John  Alexander  McMahon 
who  resigned  November  1,  1972,  to  become  presi- 
dent of  the  American  Hospital  Association. 

Rose,  41,  is  vice  president  of  hospital  and  provider 
relations  for  Blue  Cross  of  Northeast  Ohio  in  Cleve- 
land. He  will  assume  his  new  position  at  Blue  Cross 
and  Blue  Shield  of  North  Carolina  on  May  1. 

Rose  is  a  1955  graduate  of  the  University  of  Min- 
nesota with  a  Masters  degree  in  Hospital  Adminis- 
tration. He  did  his  administrative  residency  at  Baylor 
University  Medical  Center.  He  received  his  under- 
graduate degree  in  English  with  a  minor  in  business 
administration  and  psychology  at  Adelbert  College 
of  Case  Western  Reserve  University. 


No  operation  of  surgery  is  so  frequently  necessary  as  bleeding;  it  ought,  therefore,  to  be 
generally  understood.  But  though  practiced  by  midwifes,  gardeners,  blacksmiths,  etc.  very 
few  know  when  it  is  proper.  Physicians  themselves  have  been  so  much  the  dupes  of  theory 
in  this  article,  as  to  render  it  the  subject  of  ridicule.  It  is  an  operation  of  great  importance, 
and  must,  when  seasonably  and  properly  performed,  be  of  singular  service  to  those  in  distress. 
— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases 
by  Regimen  and  Simple  Medicines,  etc.  Richard  Folwell,  1799,  p.  387. 
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Washington 


The  American  Medical  Association  took  to  Con- 
gress its  protest  against  retention  of  controls  over 
physicians  in  phase  III  of  the  economic  stabilization 
program. 

In  a  statement  to  the  Senate  Committee  on  Bank- 
ing, Housing  and  Urban  Affairs,  which  was  consider- 
ing a  one-year  extension  of  statutory  authority  for 
the  program,  the  AMA  cited  the  "highly  discrimina- 
tory" treatment  of  physicians  and  other  health  care 
providers  under  the  program  despite  their  coopera- 
tion and  "laudable  record  of  self-restraint." 

"We  have  questioned  the  wisdom  of  many  of  the 
policies  which  have  been  initiated  in  the  various  regu- 
latory phases  since  August  of  1971,"  the  AMA  state- 
ment said.  "In  particular,  we  have  objected  to  certain 
aspects  because  of  the  highly  discriminatory  treat- 
ment accorded  health  care  providers.  This  discrimina- 
tion has  been  even  heightened  under  phase  III  of  the 
Administration's  program.  On  Jan.  1 1,  1973,  manda- 
tory wage  and  price  controls  were  suspended  for  most 
sectors  of  the  economy  but  were  continued  to  be  en- 
forced upon  health  care  providers.  Our  opposition  to 
this  discrimination  does  not  stem  from  self-interest, 
nor  is  it  based  solely  upon  invidious  comparison  with 
those  segments  of  the  economy  no  longer  subject  to 
mandatory  control.  The  question  we  raise  here  is 
more  fundamental.  It  is  submitted  that  the  capricious 
imposition  of  controls  on  select  groups  only  serves 
to  frustrate  the  basic  objectives  of  the  stabilization 
program  itself.  If  regulation  is  to  be  effective,  it  must 
recognize  the  interrelationships  existing  within  the 
economy  in  general.  Without  such  accomplishment 
the  intent  of  the  law  will  be  frustrated. 

"Physicians'  fees  constitute  a  relatively  small  per- 
centage of  the  gross  national  product  (less  than  1.5 
percent)  and  they  constitute  a  small  factor  in  the  con- 
sumer price  index  weighting  structure  (less  than  1.8 
percent).  Given  the  relatively  slight  impact  of  this 
factor  upon  the  economy  as  a  whole,  the  suspension 
of  mandatory  controls  would  not  work  counter  to  the 
goals  of  the  economic  stabilization  program.  Con- 
versely, continued  controls  could  not  be  expected  to 
yield  meaningful  restraints  throughout  the  balance  of 
the  economy.  The  continuation  of  mandatory  con- 
trols, therefore,  does  not  appear  to  be  consistent  with 
the  letter  or  spirit  of  the  economic  stabilization  act. 

"The  Congress  found  in  enacting  the  economic  sta- 
bilization act  that  prompt  judgments  and  actions  by 


the  executive  branch  of  the  government  were  neces- 
sary to  meet  extreme  economic  fluctuations.  The 
Congress,  however,  directed  the  president  to  conduct 
such  emergency  programs  in  a  fair  and  equitable 
manner  and  to  make  such  adjustments  as  may  be  nec- 
essary to  prevent  gross  inequities.  Standards  estab- 
lished under  an  emergency  program  must  comply 
with  the  criteria  of  section  203  (b)  of  the  act  which 
provides,  among  other  things,  that  such  standards 
shall  be  "generally  fair  and  equitable"  and  that  the 
program  must  call  for  "generally  comparable  sacri- 
fices by  business  and  labor  as  well  as  other  segments 
of  the  economy." 

"We  emphasize  that  this  statutory  authority  pre- 
sumes the  existence  of  an  economic  emergency  and 
authorizes  a  coherent  and  comprehensive  governmen- 
tal response.  Only  a  system  of  price  stabilization  ef- 
fective at  all  levels  of  production  and  consumption 
and  having  equitable  incidence  within  the  economy 
should  be  countenanced.  To  invoke  controls  for  one 
activity  without  the  reasonable  expectation  of  achiev- 
ing a  result  having  universal  application  is  to  employ 
the  statute  in  a  punitive  manner.  Punitive  treatment 
of  health  care  professionals  is  neither  sanctioned  by 
law  nor  warranted  by  the  record. 

"It  is  apparent  from  the  physician  component  of 
the  consumer  price  index  that  the  medical  community 
has  fully  complied  with  efforts  to  curb  inflation  dur- 
ing phase  I  and  II  of  the  new  economic  policy.  In  the 
period  from  August  1971  to  December  1972  the  all 
items  category,  as  measured  by  the  consumer  price 
index,  rose  at  a  rate  of  4.2  percent,  the  all  services 
component  at  the  rate  of  4.6  percent,  while  physi- 
cians' fees  rose  only  3.2  percent.  In  the  period  from 
November  1971  to  December  1972  (i.e.,  during  the 
14  months  of  phase  II)  the  all  items  category  rose 
3.8  percent,  the  price  of  all  services  rose  at  a  rate 
of  3.8  percent  while  physicians'  fees  rose  at  a  rate  of 
2.6  percent.  For  the  calendar  year  1972,  physicians' 
fees  increased  only  2.1  percent.  This  percentage  is 
below  the  2.5  percent  annual  goal  set  by  the  Health 
Services  Industry  Committee  of  the  Price  Commis- 
sion, and  represents  a  rate  of  increase  of  only  one 
third  the  rate  of  increase  prior  to  phase  I.  Since  the 
goal  of  the  economic  stabilization  program  was  to 
halve  the  rate  of  inflation,  the  record  achieved  by 
physicians  surpassed  considerably  the  expectations  of 
the  program.  Thus,  there  is  no  indication  that  phy- 
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sicians'  fees  have  been  a  major  inflationary  factor 
during  the  course  of  the  stabilization  program,  and 
it  is  difficult  to  discern  any  rationale  for  imposing 
mandatory  controls  in  this  sector.  Continued  controls 
do  not  appear  to  be  the  just  reward  for  this  record  of 
compliance.  We  submit  that  this  precedent  could  have 
a  demoralizing  effect  on  other  industries  which  might 
well  conclude  that  a  record  of  restraint  does  not  pre- 
clude imposition  of  a  continued  regimen  of  con- 
trol  

"All  activities  require  the  basic  factors  of  produc- 
tion, and  all  of  us  must  compete  in  the  marketplace 
for  these  necessary  goods  and  services.  It  will  become 
increasingly  difficult  for  the  health  care  services  to 
obtain  needed  material  and  manpower  unless  the  sta- 
bilization program  is  administered  in  a  nondiscrimi- 
natory fashion." 

*  *  * 

The  National  Cancer  Institute  has  established  an 
International  Tumor  Immunotherapy  Registry  to 
serve  as  a  center  for  collection,  storage  and  exchange 


of  information  on  immunological  methods  of  treat- 
ing cancer. 

The  registry  will  record  physicians'  experience  with 
immunotherapy  for  human  cancer,  including  methods 
of  administration,  results  of  the  treatment,  and  pos- 
sible side  effects.  It  will  be  kept  up-to-date  by  peri- 
odic progress  reports  from  the  physicians,  who  will 
in  turn  receive  newsletters  containing  summaries  of 
the  most  recent  information.  Computers  are  expected 
to  handle  much  of  the  work  involved  in  maintain- 
ing the  registry. 

Immunological  methods  of  cancer  treatment, 
which  stimulate  a  patient's  immune  system  to  attack 
cancer  cells,  are  increasingly  being  evaluated  against 
types  of  cancer  not  treatable  by  other  methods.  Many 
different  approaches  are  being  explored,  and  results 
have  been  variable.  It  is  hoped  that  the  rapid  com- 
munication afforded  by  the  registry  will  prevent  need- 
less duplication  of  unsuccessful  treatment  and  en- 
courage cooperation  in  well-controlled  studies  of 
promising  approaches. 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 
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Morgan  E.  Scott,  M.D. 
Edward  E.  Cale,  M.D. 


William  D.  Keck,  M.D. 
David  S.  Sprague,  M.D. 
Delano  W.  Bolter,  M.D. 


Terkild  Vinding,  M.D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Carl  McGraw,  Ph.D. 
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George  K.  White 
Asst.  Administrator 


312 


Vol.  34,  No.  4 


Renal  Disease  in  Childhood.  By  John  A.  James.  M.D. 
377  pages.  Price,  $23.50.  St.  Louis,  Missouri:  C.  V. 
Mosby  Company,  1972. 

Attempting  to  cover  the  entire  field  of  pediatric 
nephrology  in  a  single  monograph  is  probably  an 
impossible  task.  Dr.  James  has  done  this  as  well  as 
it  can  be  done.  The  book  is  well  organized,  so  that 
individual  sections  can  be  read  profitably  without  the 
necessity  of  going  through  the  entire  book  at  one 
time.  Each  section  has  references  to  pages  where  spe- 
cific information  can  be  obtained  in  greater  depth. 
The  book  is  written  so  clearly  that  any  good  physi- 
cian should  be  able  to  understand  the  material.  The 
sections  on  the  clinical  manifestations  of  renal  disease 
and  on  clinical  diagnostic  procedures  are  unusually 
good. 

In  his  introduction,  Dr.  James  admits  that  much 
of  the  material  in  this  book  reflects  his  own  exped- 
ience and  biases.  In  a  way,  one  wishes  that  he  had  re- 
flected his  own  feeling  more  than  he  did.  He  tries  to 
be  so  fair  in  giving  varying  opinions  that  at  times  the 
reader  is  left  without  any  real  idea  of  what  the  author 


himself  feels.  The  most  recent  references  are  almost 
two  years  old.  This  reviewer  does  not  necessarily 
agree  with  all  the  material  in  the  book,  as  Dr.  James 
would  have  guessed.  The  section  on  the  nephrotic 
syndrome  is  somewhat  out  of  date,  particularly  as  re- 
gards therapy.  The  section  on  dialysis  and  transplan- 
tation leaves  the  impression  that  these  procedures  are 
considered  almost  as  routine  as  those  done  in  adults. 
While  the  difficulties  encountered  in  transplantation 
are  discussed,  they  are  not  emphasized. 

This  monograph  is  perhaps  too  lengthy  for  the  av- 
erage physician,  and  certainly  not  detailed  enough  for 
the  nephrologist.  However,  it  is  excellent  reading  for 
any  physician  interested  in  childhood  renal  problems. 
Most  pediatricians  could  use  the  book  to  bring  them- 
selves up  to  date  in  their  thinking  concerning  renal 
disease  in  childhood.  A  family  practitioner  would  find 
certain  of  the  sections  very  valuable  as  he  screened 
children  for  various  diseases.  The  internist  might  get 
a  different  perspective  on  his  younger  patients.  For 
these  physicians,  this  book  is  recommended  highly. 
Weston  M.  Kelsey,  M.D. 


Bleeding  is  proper  at  the  beginning  of  all  inflammatory  fevers,  as  pleurises,  peripneumonies. 
etc.  It  is  likewise  proper  in  all  topical  inflammations,  as  those  of  the  intestines,  womb,  bladder, 
stomach,  kidnies,  throat,  eyes,  etc.  as  also  in  the  asthma,  sciatic  pains,  coughs,  head-achs, 
rheumatisms,  the  apoplexy,  epilepsy,  and  bloody  flux.  After  falls,  blows,  bruises,  or  any 
violent  hurt  received  either  externally  or  internally,  bleeding  is  necessary.  But  in  all  disorders 
proceeding  from  a  relaxation  of  the  solids,  and  an  impoverished  state  of  the  blood,  as  dropsies, 
cacochymies,  etc.,  bleeding  is  improper. — William  Buchan:  Domestic  Medicine,  or  a  Treatise 
on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard 
Folwell,  1799,  pp.  387-388. 
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It's  about  time 
somebody  told 
the  true  story  of 
the  American  Doctor. 

You'd  agree  1 00%  on  that.  There  have  been  too  many  of  the 
other  kind  of  story. 

You  know  that  the  vast  majority  of  American  doctors  are 
honest,  hardworking,  skilled  and  dedicated  human  beings 
who  have  the  interests  of  their  patients  at  heart. 

That's  exactly  what  the  AMA  is  trying  to  make  the  public 
aware  of. 

One  of  the  many  ways  the  AMA  is  doing  it  is  through  its 
special  communications  program. 

Perhaps  you've  seen  pages  in  newspapers  and  national 
magazines  signed  "America's  Doctors  of  Medicine."  They're 
part  of  this  program.  It  tells  the  true  story  of  what  it  takes  to 
become  a  doctor.  The  ways  American  medicine  has  improved 
the  public's  health.  And  to  express  the  profession's  concern 
about  health  by  providing  information  which  will  help  every 
American  lead  a  healthier  life. 

We're  telling  this  story  for  you,  the  American  doctor.  If  we 
are  to  continue  to  represent  you  effectively,  we  need 
your  support. 

Find  out  more  about  what  the  AMA  does  for  you  and  the 
public.  Send  forthe  pamphlet,  "The  AMA  and  the  American 
Doctor:  Sharing  a  Common  Goal."  Write:  Dept.  DW,  at  the 
address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  6061 0 
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Announcing . . . 

U-100  Iletin®  (Insulin,  Lilly) 

(100  units  of  Insulin  per  cc.) 

This  is  a  concentration  suitable  for  most 
Insulin-dependent  diabetics. 


U-100  Iletin  promises  significant  patient 
benefits  from  standardized,  simplified, 
and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations. 

Note:  A  U-100  syringe  must  be 
used  with  U-100  Iletin. 
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Additional  information 
available  to  the  profession  on  request. 


1974  LEADERSHIP  CONFERENCE 
February  1-2— Raleigh 


1974  ANNUAL  SESSIONS 
May  18-22— Pinehurst 


1973  COMMITTEE  CONCLAVE 
September  26-29— Southern  Pines 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 
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and  a  few  may  need  counseling 
tfWthe  psychotropic  action  of  Valium®  (diazepam). 
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ALTERS 


Tareyton's  activated  charcoal  delivers  a  better  taste.  A  taste  no  plain  white  filter  can  match. 


King  Size:  19  mg.  "tar",  1.3  mg.  nicotine;  100  mm:  20  mg.  "tar".  1.4  mg.  nicotine; 
av.  per  cigarette,  FTC  Report  Feb  73 


Warning:  The  Surgeon  General  Has  Determined 
That  Cigarette  Smoking  Is  Dangerous  to  Your  Health. 
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May  1,  1973 


DR.  GEORGE  GILBERT  OF  ASHEVILLE,  N.  C. ,  long  one  of  the  most  able  leaders 
in  North  Carolina  medicine,  takes  over  as  your  new  president  at  the  annual  meeting 
this  month.   The  year  has  been  a  busy  one  for  your  outgoing  president.   The  re- 
wards and  gratifications  associated  with  the  privilege  of  closer  contact  with  the 
many  fine  members  of  the  North  Carolina  Medical  Society  have  far  outweighed  the 
burdens  of  the  job.   With  this  issue  of  the  newsletter,  I  will  be  turning  this 
regular  effort  at  communication  over  to  my  successor.   We  look  forward  to  a  fine 
year  for  North  Carolina  medicine  under  his  leadership. 

THE  MEDICAL  EDUCATION  COMMITTEE  OF  THE  NORTH  CAROLINA  MEDICAL  SOCIETY  at  its 
last  meeting  adopted  a  policy  suggesting  that  the  North  Carolina  Medical  Society 
should  have  a  strong  program  in  continuing  medical  education  but  that  it  should 
not  be  compulsory.   The  view  expressed  at  the  meeting  was  highly  similar  to  the 
recently  adopted  policy  of  the  American  Society  of  Internal  Medicine  which  is  as 
follows:   "Measuring  a  physician's  competence  by  assessing  his  performance  rather 
than  by  recording  his  attendance  at  meetings  and  continuing  education  courses 
was  recommended  to  AMA's  Board  of  Trustees  by  a  group  of  officials  from  the 
American  Society  of  Internal  Medicine.   ASIM  suggested  that  state  medical  societies 
discourage  further  legislation  requiring  mere  attendance  at  postgraduate  meetings 
and  urge  legislatures  to  suspend  recertif ication  and  relicensure  activities  pending 
further  progress  in  peer  review  activities. 

THE  NEW  CURRENT  PROCEDURAL  TERMINOLOGY  (CPT-3)  is  now  available  from  the 
Order  Department  of  the  American  Medical  Association,  535  N.  Dearborn  St.,  Chicago, 
111.  60610.   Copies  are  available  at  $5.00  per  copy.   Those  who  have  reviewed  the 
new  issue  have  found  that  the  new  74  page  index  and  expanded  introduction  and 
guidelines  facilitate  and  simplify  reporting. 

THE  AMA  BOARD  OF  TRUSTEES,  at  its  April  meeting,  approved  the  establishment 
of  a  comprehensive,  formal  planning  system  for  the  AMA.   The  system  was  designed 
by  the  Batelle  research  and  development  laboratories,  Columbus,  Ohio,  and  was 
recommended  to  the  Board  by  the  Council  on  Long  Range  Planning  and  Development. 
The  planning  system,  which  will  relate  all  AMA  activities  to  specified  goals,  will 
enable  the  AMA  to  sense  change,  sharpen  objectives,  create  mechanisms  for  measuring 
progress,  improve  communication,  and  improve  the  allocation  of  resources.   The 
new  system  builds  upon  the  Program  Budgeting  System  now  used  by  the  AMA.   The 
Batelle  report  will  be  sent  to  the  delegates  next  month  with  the  Handbook  for  the 
1973  Annual  Convention.   The  overall  plan  will  be  prepared  by  the  Board  and  sub- 
mitted to  the  House  of  Delegates  for  approval  or  modification  at  the  1973  Clinical 
Convention.   The  system  will  become  operational  in  1974.   Councils,  committees 
and  staff  units  will  submit  plans  to  the  Board  for  consolidation  into  the  overall 
AMA  plan.   A  program  of  continuing  planning  analysis  and  information  will  be  estab- 
lished in  the  AMA's  Center  for  Health  Services  Research  and  Development  and  will 
be  supervised  by  the  Council  on  Long  Range  Planning  and  Development. 

AT  A  COMBINED  MEETING  OF  THE  PEER  REVIEW  COMMITTEE  AND  THE  BOARD  OF  DIRECTORS 
OF  THE  NORTH  CAROLINA  PEER  REVIEW  FOUNDATION,  Dr.  Frank  Sohmer,  Jr.  of  Winston- 
Salem  was  elected  president  of  the  N.  C.  Foundation.   Other  officers  are: 
Joseph  B.  Warren,  M.D.,  Vice-President,  Kenneth  E.  Cosgrove,  M.D.,  Secretary,  and 
Jesse  Caldwell,  Jr.,  M.D. ,  Treasurer. 


YOUNGER  MEMBERS  OF  THE  NORTH  CAROLINA  MEDICAL  SOCIETY  AND  THOSE  JUST  GOING 
INTO  PRACTICE  will  be  particularly  interested  in  the  fact  that  Practice  Management 
Workshops  will  be  offered  by  the  AMA  throughout  the  country  this  year  and  in  1974 
under  a  program  approved  by  the  Board.   The  AMA  will  work  with  and  assist  state 
medical  societies  in  conducting  the  workshops  for  young  physicians  planning  to 
go  into  private  practice.   Ten  workshops  will  be  available  in  1973  and  20  next 
year.   The  AMA  recently  completed  an  experimental  series  of  six  such  workshops 
at  AMA  Headquarters.   The  series  was  designed  to  test  the  type  of  training 
session  and  its  feasibility  for  extension  to  state  associations.   Workshops  will 
be  limited  to  25  participants  and  a  registration  fee  of  $35  for  AMA  members  and 
$60  for  non-members  will  be  charged. 

"THE  JUDICIOUS  USE  OF  TIME  IN  THE  OFFICE  is  the  only  road  to  an  increased 
productivity  which  includes  high  quality  patient  care,"  Max  H.  Parrott,  M.D. , 
member  of  the  AMA  Board  of  Trustees,  told  the  AMA' s  7th  National  Congress  on 
the  Socioeconomics  of  Health  Care.   Dr.  Parrott  said  increased  physician  effici- 
ency and  effectiveness  is  "a  step  toward  our  shared  objectives  of  containing 
the  increasing  cost  of  delivering  medical  service  without  loss  of  service  to 
the  individual  patient  or  without  loss  of  patient  confidence  in  what  is  being 
done  for  him."   Increasing  productivity,  he  said,  will  not  directly  solve  the 
problem  of  physician  maldistribution  but  it  can  be  helpful  in  alleviating  a 
shortage  of  physicians'  services.   Dr.  Parrott  challenged  physicians  in  practice 
settings  to  set  a  goal  for  improving  productivity  by  "some  achievable  percentage 
figure,  such  as  57°. "   He  urged  physicians  to  "look  at  how  you  collect,  handle, 
send  and  file  both  clinical  and  non-clinical  information  and  seek  to  improve 
those  processes."   The  congress  was  sponsored  by  the  AMA  Council  on  Medical 
Service. 

INCREASED  EMPHASIS  ON  CONTINUING  EDUCATION  will  be  evident  at  the  AMA' s 
122nd  Annual  Convention,  June  23-28,  in  New  York  City.   There  will  be  18  post- 
graduate courses  -  ten  more  than  last  year  -  covering  a  broad  range  of  medical 
subjects.   Under  coordination  of  the  AMA's  Council  on  Scientific  Assembly,  the 
scientific  program  is  specifically  designed  to  meet  the  current  needs  of  practi- 
cing physicians.   A  preliminary  scientific  program  is  published  in  the  April  16 
issue  of  JAMA. 

A  NEW  INDUSTRIAL  COMMISSION  FEE  SCHEDULE  has  been  announced  by  Chairman 
Howard  Bunn  of  the  N.  C.  Industrial  Commission  for  Workman's  Compensation  cases, 
to  be  effective  May  1,  1973.   All  services  rendered  Workman's  Compensation 
cases  after  that  date  will  be  approved  according  to  the  fees  listed  in  the  new 
schedule.   However,  it  should  be  remembered  that  the  fees  listed  in  the  schedule 
represent  the  maximum  which  will  be  approved  in  any  case.   The  Commission's  new 
fee  schedule  booklets  are  available  at  no  charge,  upon  request,  from  the  N.  C. 
Industrial  Commission  office  in  Raleigh  or  the  N.  C.  Medical  Society  office  in 
Raleigh. 

Sincerely  and  with  best  wishes, 


John  Glasson,  M.  D. 


The  Medical  Society  Officer: 
Opportunity  for  Leadership 

James  H.  Sammons,  M.D.* 


T  T  is  a  pleasure  to  join  you  today  and  to  share  with 

you  some  thoughts  on  medical  leadership.  Specifi- 
cally, I  have  been  asked  to  discuss  "The  County 
Medical  Society  Officer:  Opportunity  for  Leader- 
ship." I  can  only  begin  by  telling  you  that  there  is  not 
only  unlimited  opportunity  for  physicians  who  are 
effective  leaders,  there  is  a  critical  need  for  them  as 
well.  The  shape  of  our  profession — not  to  mention 
our  credibility  with  the  public — is  riding  on  how  ef- 
fectively we  deal  with  today's  health  care  problems. 

And  those  problems  are  basically  local  problems; 
so  effective  solutions  will  require  local  initiative, 
local  planning,  local  action.  It  follows  that  medical 
leadership  can  be  most  effective  at  home  ...  in  our 
county  medical  societies  ...  the  foundation  of  organ- 
ized medicine. 

Unfortunately,  at  a  time  when  our  profession 
should  be  both  united  in  membership  and  strong 
leadership,  we  are  tending  to  become  splintered  in 
association  and  in  purpose.  These  things  have  hap- 
pened because  we  sometimes  become  confused  and 
lose  sight  of  some  major  objectives. 

For  instance,  too  many  physicians  misunderstand 
the  real  meaning  of  the  words  practice  and  profession 
in  medicine.  They  take  the  shortsighted  view  that 
their  "practice"  is  something  whose  only  purpose  is 
to  meet  their  own  needs  and  the  needs  of  their 
patients.  They  further  believe  that  the  major  pur- 
pose of  the  "profession,"  including  the  federation 
of  county  and  state  medical  societies  and  the  AMA 
is  to  protect  individual  practices. 

The  truth  is  that  the  "profession"  embodies  the 
sum  total  of  medical  and  ethical  standards  which 


Presented  at  the  Convocation  of  State  and  County  Medical  Society 
Officers.  Pinehurst.  January,  1973. 

*  Vice  Chairman.  Board  of  Trustees.  American  Medical  Association. 
Reprint  requests  to  1105  Decker  Drive.  Baytown,  Texas  77520. 


make  American  medicine  the  finest  in  the  world, 
and  which  enable  American  physicians  to  provide 
their  patients  with  the  finest  kind  of  care. 

And  as  each  physician  does  the  best  he  can  for  his 
patients,  the  larger  profession  is  dedicated  to  pre- 
serving and  improving  the  total  medical  environment 
in  which  each  physician  practices.  This  includes, 
in  addition  to  the  preservation  of  a  free  and  pluralistic 
system,  the  maintenance  of  high  standards  of  medical 
education,  and  the  planning  of  effective  programs 
in  areas  such  as  continuing  education,  public  health, 
and  health  education. 

The  individual  physician  must  do  more  than  prac- 
tice good  medicine.  While  his  patients  must  claim 
first  priority,  he  must  also  practice  enlightened  self- 
interest  by  supporting  the  larger  profession,  which 
needs  him  just  as  much  as  he  needs  it.  He  must  also 
recognize  that  as  we  act  together  to  shape  the  en- 
vironment in  which  medicine  is  practiced,  we  are  also 
helping  to  shape  our  society  and  our  future. 

I  would  like  further  to  clarify  these  shared  respon- 
sibilities as  the  first  of  three  major  points  I  wish  to 
make  today.  My  second  point  will  be  to  show  how 
our  federation  —  and  especially  county  medical  so- 
cieties —  can  be  more  effective  in  meeting  these 
responsibilities.  And  finally,  I  will  outline  ways  in 
which  forceful  leadership  can  be  developed,  and  ex- 
ercised, since  this  leadership  is  vital  to  the  outcome. 

SHARED  RESPONSIBILITIES 

Many  of  our  present  difficulties  can  be  traced  to 
my  first  discussion  topic — the  fact  that  each  physi- 
cian has  obligations  to  his  profession  and  to  the  pub- 
lic as  well  as  to  his  patients. 

These  responsibilities  were  clearly  stated  by  Hip- 
pocrates more  than  2,300  years  ago  when  he  em- 
phasized that  the  physician  must  consider  the  whole 
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man  in  order  to  diagnose  and  treat  diseases  properly. 
He  pointed  out  that  the  well-being  of  man  is  in- 
fluenced by  social  and  environmental  as  well  as 
physiological  changes,  and  that  the  art  and  science  of 
medicine  includes  consideration  of  all  these  factors. 

The  original  Hippocratic  oath  bids  the  physician 
to  swear  by  "Apollo  the  physician,  and  by  Aescula- 
pius, and  Hygieia  and  Panacea.  .  .  ."  Hygieia,  of 
course,  was  the  goddess  of  health,  and  calls  on  the 
physician  to  be  concerned  with  the  prevention  as  well 
as  the  treatment  of  disease.  This  thesis  was  reinforced 
by  the  Hippocratic  doctrine  which  stated:  "The  well- 
being  of  Man  is  influenced  by  all  environmental  fac- 
tors .  .  .  the  quality  of  air,  water  and  food,  the  winds 
and  topography  of  the  land  .  .  .  and  the  general  living 
habits." 

Understanding  the  effects  of  environmental  and 
social  forces  on  man  is  thus  important  if  the  physician 
is  to  practice  the  art  as  well  as  the  science  of  medi- 
cine. 

But  Hippocrates  lived  in  much  simpler  times,  long 
before  the  revolution  in  science  and  technology  which 
has  transformed  our  lives.  This  revolution  has  al- 
lowed medicine  to  address  itself  to  the  causes  of  dis- 
ease and  death  with  a  dazzling  genius  unparalleled 
in  the  history  of  mankind.  We  have  eliminated  many 
serious  diseases  and  moderated  scores  of  others.  We 
have  developed  undreamed  of  surgical  and  clinical 
capabilities,  and  have  created  the  finest  medical 
care  system  in  the  world  in  terms  of  quality. 

But  this  revolution  has  also  brought  problems  as 
well  as  progress.  In  our  preoccupation  with  the 
quality  of  care,  we  have  failed  to  pay  proper  attention 
to  the  costs  and  accessibility  of  care.  In  our  emphasis 
on  the  therapeutic  aspects  of  care,  we  have  neglected 
the  social  and  environmental  factors  in  the  causa- 
tion of  disease.  And  finally,  owing  to  the  much 
heavier  demands  placed  on  his  time  and  energy 
by  modern  medicine  and  rising  public  expectations, 
the  individual  physician  finds  it  difficult  to  make  a 
significant  contribution  to  the  larger  profession. 

The  results  of  our  neglect  in  these  three  areas  are 
obvious  today.  Because  of  the  high  costs  of  care, 
and  because  not  all  Americans  have  access  to  care, 
Congress  is  now  considering  further  government  in- 
tervention in  medical  care.  Because  of  our  preoccupa- 
tion with  the  science  of  medicine,  we  hear  complaints 
that  physicians  tend  to  treat  the  disease  but  not  the 
patient,  and  that  scienctific  medicine  has  somehow 
lost  touch  with  the  human  condition.  And  because 
some  physicians  do  not  become  involved  in  the  con- 
cerns of  the  larger  profession,  we  find  it  difficult 
to  become  strong  in  association  and  in  purpose. 

We  are  taking  steps  to  solve  all  of  these  problems 
of  course.  We  are  cutting  costs  by  strengthening  such 
mechanisms  as  peer  review,  hospitalization  review, 
and  by  encouraging  the  development  of  insurance 
coverage  for  less  expensive  outpatient  care.  We  have 
developed  various  proposals  and  projects  to  try  to 


alleviate  medical  care  shortages  in  the  ghetto  and  in 
rural  areas — and  our  Medi-credit  bill  in  Congress 
would  provide  care  for  the  financially  disadvantaged 
portions  of  the  population.  We  are  strengthening  the 
link  between  the  family  and  the  point  of  first  medical 
contact  by  increasing  family  practice  programs  and 
the  number  of  personnel  in  direct  patient  care.  We 
are  also  attempting  to  work  with  government  and 
the  public,  rather  than  against  them,  in  helping  to 
plan  and  implement  medical  care  programs  that  will 
build  on,  not  eliminate,  the  strengths  of  our  present 
pluralistic  system.  In  these  and  in  other  ways,  we  are 
attempting  to  bridge  the  gaps  in  our  medical  care 
system  and  to  increase  the  public's  confidence  and 
trust  in  our  profession. 

TOWARD  A  MORE  EFFECTIVE  LEADERSHIP 

Our  ultimate  success  hinges  on  one  critical  factor 
— on  our  unity  and  strength  as  a  profession.  And 
this  brings  us  to  my  second  area  of  discussion:  how 
to  make  our  federation,  and  especially  county  medical 
societies,  more  effective  in  meeting  our  responsibili- 
ties. 

County  medical  societies  are  uniquely  suited  to 
exercise  leadership  in  two  important  areas. 

First,  by  acting  as  a  local  consensus  of  physician 
opinion,  and  by  keeping  the  lines  of  communication 
open  to  all  medical  factions,  the  life  blood  of  our 
profession — membership — can  be  preserved.  It  is  no 
accident  that  the  AMA,  and  many  state  and  local 
societies,  have  developed  new  methods  of  securing 
an  accurate  consensus  from  their  members — and  a 
stronger  membership.  These  methods  include 
periodic  surveys  of  membership  opinion,  opening  up 
of  membership  to  students,  interns  and  residents, 
a  reconsideration  of  the  makeup  and  tenure  of  policy- 
making bodies,  and  intensified  efforts  to  communi- 
cate effectively  with  our  members  and  with  the  pub- 
lic. 

County  medical  societies,  too,  should  make  sure 
that  all  local  medical  factions  are  represented  in  their 
deliberations  and  their  policies  and  programs.  The 
president  of  the  local  society  can  be  especially  effec- 
tive in  seeing  that  the  lines  of  communication  are  kept 
open  to  all  physicians  in  the  area,  including  those 
who  are  not  members  of  the  society.  Often  the 
opinions  of  non-members  who  are  openly  critical  of 
organized  medicine  are  ignored.  Instead,  a  special 
effort  should  be  made  to  invite  these  physicians  to 
society  meetings,  to  resolve  differences  of  opinion. 
It  is  impossible  to  heal  all  wounds,  of  course,  but 
critical  opinions  and  minority  views  can  often  help 
clear  the  air  and  strengthen  collective  action. 

The  second  important  way  in  which  county  medi- 
cal societies  can  exercise  leadership  is  through  effec- 
tive public  health  and  health  education  programs. 
Every  county  medical  society,  according  to  local 
needs,  should  initiate  or  support  public  health  and 
health  education  programs  aimed  at  combatting  such 
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problems  as  venereal  disease,  drug  abuse,  diabetes, 
alcoholism,  and  environmental  pollution. 

And  let  me  emphasize  here  that  health  education 
should  include  teaching  the  difference  between  good 
health  and  good  medicine.  While  the  public  has  a 
right  to  expect  good  medical  care,  good  health  is 
not  a  right.  It  is  a  responsibility,  a  shared  responsi- 
bility, and  this  responsibility  begins  with  the  indi- 
vidual's own  health  behavior. 

Lack  of  responsible  health  behavior  in  this  country 
has  led  to  an  acute  case  of  what  might  be  called 
"personal  pollution."  The  symptoms  are  obvious: 
obesity,  alcoholism,  smoker's  cough  and  lung  cancer, 
tired  hearts  and  minds,  soaring  VD  rates,  and  so  on. 

Happily,  there  is  a  trend  in  this  country  toward 
regarding  good  health  as  a  status  symbol.  Today  mil- 
lions of  Americans  are  spending  their  money,  and 
much  of  their  spare  time,  on  sports  such  as  bicycling 
and  tennis,  both  new  status  symbols.  If  we  can  help 
strengthen  this  trend,  if  good  health  behavior  be- 
comes the  thing  to  do,  it  will  be  a  significant  step 
toward  easing  health  care  problems  in  this  country. 

Local  medical  societies  must  also  help  maintain 
the  overall  quality  of  medical  care  while  moderating 
costs  and  improving  accessibility,  of  course.  By 
vigorously  supporting  peer  review  and  hospital  utili- 
zation review  programs,  through  participation  in 
continuing  medical  education  programming,  and  in 
other  ways,  the  county  medical  society  is  the  first  line 
of  defense  against  those  who  would  throw  away  all 
that  our  present  system  has  accomplished. 

And  remember  this  .  .  .  these  accomplishments 
just  didn't  happen.  It  took  forceful  leadership  at  the 
county,  state,  and  national  levels  by  physicians  who 
displayed  a  sense  of  vision  and  a  willingness  for  hard 
work. 

GUIDELINES  FOR  IMPROVEMENT 

How  can  medical  society  leadership  be  improved 
and  exercised?  First,  during  your  own  year  in  office, 
you  should  be  prepared  to  make  every  possible  effort 
to  insure  that  your  society  is  effective  in  reaching 
both  physicians  and  the  public.  Through  your  com- 
mittees and  your  program  do  you  do  an  effective  job 
in  meeting  the  needs  of  the  profession  and  the  local 
community  in  terms  of  priority,  for  instance?  Is  your 
society  responsive  and  dynamic  enough  to  meet  new 
problems,  to  change  with  the  times?  Is  your  society 
tapping  future  sources  of  leadership  in  your  com- 
munity from  within,  and  from  without,  the  profes- 
sion? 


Medical  leadership  has  many  facets.  It  involves 
identifying  all  the  junction  boxes  of  leadership  in  the 
community,  and  then  making  good  use  of  them.  It 
involves  bringing  effective  physician  leaders  into  the 
local  society.  It  also  involves  reaching  out,  the  will- 
ingness to  identify,  and  work  with,  other  community 
leaders  to  solve  community-wide  health  care  prob- 
lems. 

Leadership  is  the  ability  to  identify  common  cause 
and  initiate  common  action.  This  is  easy  to  say,  I 
know.  But  what  answer  can  we  give  to  the  physician 
who  tells  us  that  he  has  his  hands  full  with  his 
own  practice  and  does  not  have  time  for  the  profes- 
sion or  the  public?  We  can  tell  him  that  his  obliga- 
tions to  his  profession  and  to  society  are  just  as  real 
as  those  to  his  patients,  and  unless  he  honors  them  he 
will  end  up  without  a  profession. 

These  obligations  have  been  clearly  stated  by 
Rene  Dubos,  the  noted  American  bacteriologist  and 
emeritus  professor  at  the  Rockefeller  University  for 
Medical  Research.  In  a  book  entitled  Man,  Medicine 
and  Environment,  he  says: 

Until  recently,  medicine  concerned  itself  exclusively  with 
the  care  of  the  sick,  a  highly  personal  relationship  between 
the  healer  and  the  individual  patient.  This  role  is  as  im- 
portant as  it  ever  was,  but  other  fundamentally  medical- 
social  problems,  which  transcend  traditional  medical  ac- 
tivities .  .  .  have  arisen. 

Collaboration  between  the  health  professions  and  other 
specialties  will  grow  more  urgent  and  more  intimate  as 
our  society  demands  that  steps  be  taken  not  only  to 
treat  its  disease  but  also  to  protect  its  health  against  the 
dangers  created  by  technological  innovations. 

Physicians  must  learn  to  work  with  engineers,  architects, 
and  general  biologists,  as  well  as  city  planners,  lawyers  and 
politicians  responsible  for  the  management  of  our  social 
life.  Only  through  such  collaboration  can  they  help  so- 
ciety ward  off — insofar  as  possible — dangers  to  physical 
and  mental  health  inherent  in  all  technological  and  social 
changes  .  .  .  especially  when  they  occur  as  rapidly  as  they 
do  now. 

Unless  the  health  professions  take  a  bigger  stand  in 
this  collaborative  venture,  they  may  well  be  gradually 
edged  out  of  many  social  aspects  of  their  activities. 

Technological  knowledge  must  be  supplemented  by  a 
broad  understanding  of  Man's  nature,  lest  limited  points 
of  view  generate  oversimplified  formulas  of  action. 

This  broad  view  of  Man's  welfare  is  peculiarly  the 
province  of  the  physician.  Indeed,  his  guidance  is  essential 
for  the  health  of  our  technological  world. 

Gentlemen,  I  can  only  add  that  the  strength  of  that 
guidance  will  depend  on  our  unity  as  a  profession, 
and  that  this,  in  turn,  will  depend  on  local  leadership 
and  the  support  of  every  physician.  We  must  exercise 
enlightened  self  -  interest  in  our  practices  as  well  as 
in  our  profession. 


The  same  observation  holds  with  respect  to  internal  applications  (on  wounds).  These 
only  promote  the  cure  of  wounds  as  far  as  they  tend  to  prevent  a  fever,  or  to  remove  any 
cause  that  might  obstruct  or  impede  the  operations  of  nature.  Nature  alone  cures  wounds. — 
Art  can  only  remove  obstacles,  and  put  the  parts  in  such  a  condition  as  is  most  favourable 
to  Nature's  efforts. — William  Buclian:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention 
and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.  Richard  Folwell,  1799,  p.  391. 
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Inpatient  Surgery  on  an  Ambulatory  Basis 


James  E.  Davis,  M.D. 


TJTEALTH  is  rapidly  becoming  the  nation's  most 
costly  industry.  Expenditures  for  health  care 
continue  to  rise  precipitously — amounting  to  75  bil- 
lion dollars  (7.4  percent  of  the  Gross  National  Pro- 
duct) in  1971  (Fig.  1) — and  physicians  are  realizing 
an  obligation  to  become  more  concerned  with  both 
health  care  delivery  and  cost  containment  of  this 
care. 

Though  all  parameters  of  care  contribute  to  these 
massive  expenditures,  hospital  costs  represent  both 
the  largest  and  most  rapidly  increasing  type  of  cost. 
Last  year  43  cents  of  every  personal  health  dollar 
went  for  hospital  charges  ( Fig.  2 ) .  The  area  of  hospi- 
tal costs,  then,  is  the  parameter  offering  the  greatest 
possibility  of  achieving  effective  cost  containment. 
The  surgeon  examining  this  parameter  natu- 
rally questions  the  possibility  of  reducing  surgical 
hospital  costs  by  performing  some  "inpatient  sur- 
gery" on  an  ambulatory  basis. 

Ambulatory  surgery  ("short-stay  surgery,"  "in- 
and-out  surgery,"  "outpatient  surgery,"  "day  sur- 
gery") might  be  defined  as  surgery  of  an  uncompli- 
cated nature  which  customarily  and  traditionally  has 
been  done  on  an  inpatient  basis,  but  which  might 
just  as  effectively  be  done  without  admitting  the  pa- 
tient to  the  hospital.  Such  surgery  has  been  done  for 
some  time,  in  certain  areas  and  in  various  forms. 
However,  there  was  no  documentation  of  the  quality 
of  such  ambulatory  care  or  of  the  savings,  if  any,  that 
might  be  effected  by  performing  it. 


Read  before  the  Section  on  Surgery.  North  Carolina  Medical  Society. 
Pinehurst.  May  23,  1972. 

From  the   Department  of  Surgery,   Watts  Hospital.   Durham,  N.  C. 

27705. 


THE  WATTS  HOSPITAL  PROJECT 

Consequently,  in  order  to  study  these  questions, 
a  project  was  undertaken  in  February,  1971,  at  Watts 
Hospital,  in  cooperation  with  North  Carolina  Blue 
Cross  and  Blue  Shield,  Inc.  A  portion  of  the  emer- 
gency suite  was  converted  into  five  private  rooms 
with  a  nurses'  station,  pantry,  and  medicine  closet. 
The  unit  is  staffed  by  one  half-time  and  two  full-time 
nurses,  and  a  member  of  the  staff  visits  with  the 
patient  on  the  first  or  second  postoperative  day,  to 
determine  his  condition,  to  provide  assurance,  and  to 
ascertain  any  jeopardy  to  the  patient  from  early 
hospital  discharge. 

The  unit  is  now  operated  six  days  a  week,  from 
6:30  a.m.  to  4:00  p.m.,  Monday  through  Saturday. 
To  the  unit  are  admitted  patients  selected  by  their 
surgeons  to  be  both  surgically  and  psychologically 
suitable  for  such  care;  the  necessary  laboratory  and 
x-ray  studies  are  obtained  in  advance.  Following 
admission  to  the  unit,  the  patient  undergoes  the  same 
physical  and  pre-anesthetic  evaluation  required  of 
inpatients,  goes  through  the  usual  operating  room 
and  recovery  room  routines,  and  is  returned  to  the 
unit  for  further  observation  prior  to  his  discharge 
home  in  the  afternoon. 

From  our  original  group  of  patients,  a  carefully 
controlled  study  was  made  of  166  ambulatory  pa- 
tients identically  matched  with  a  similar  number  of 
inpatients.  It  was  shown  that  25  percent  of  the  pa- 
tient's hospital  charges  and  two  days  of  hospital 
utilization,  per  patient  can  be  saved  by  keeping  the 
patient  ambulatory.1  Surgeons  at  the  Presbyterian 
Hospital  of  Dallas  have  shown  that,  though  small 
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Fig.  1.  Expenditures  for  health  care  in  dollars  and  per- 
centage of  gross  national  product. 


savings  are  effected  in  the  x-ray,  laboratory,  phar- 
macy, and  central  service  charges,  the  significant 
saving  comes  from  the  daily  service  charge  (room  and 
board).  It  is  apparent  that  charges  for  operating 
room,  recovery  room,  and  anesthesia  are  the  same 
as  for  inpatients  ( Fig.  3 ) . 

In  our  first  16  months  of  operation  we  admitted 
slightly  more  than  700  patients  to  the  unit,  and  only 
1  percent  have  required  admission  to  the  hospital. 
When  admission  is  deemed  advisable,  it  is  usually 
because  the  procedure  proves  more  extensive  than 
was  expected,  or  because  the  operation  is  done  later 
in  the  day  than  planned,  or  because  the  patient  has 
an  inordinate  amount  of  postoperative  pain. 
No  wound  infections  have  been  identified. 

The  ages  of  our  patients  have  ranged  from  eight 
weeks  to  76  years,  and  we  feel  that  age,  of  itself,  is 
not  a  contraindication  to  this  form  of  care.  During 
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Fig.    3.    Comparison    of    Hospital    Charges    (Hawthorne, 
Presbyterian  Hospital  of  Dallas). 


this  period  52  different  surgical  procedures,  from  ten 
different  surgical  specialties,  have  been  done.  Three 
out  of  four  (76  percent)  of  the  members  of  our 
surgical  staffs  have  admitted  patients  to  the  unit. 

Though  an  ambulatory  unit  is  primarily  intended 
for  the  patient  requiring  general  anesthesia,  there  are 
instances  in  which  less  anesthesia  is  required,  but  a 
period  of  postoperative  observation  deemed  to  be 
mandatory  or  advisable.  Two  percent  of  our  patients 
have  been  in  this  category,  and  the  operative  pro- 
cedure has  been  done  under  either  regional  or  local 
anesthesia. 

OPINIONS  OF  PARTICIPATING  PARTIES 

Since  the  opening  of  the  Unit,  careful  evaluation 
of  the  response  of  the  four  participating  parties  in  this 
type  of  care — the  patient  group,  the  surgeons,  the 
third  party  carriers,  and  the  hospital  administration — 
has  been  made. 

Patients:  The  patients'  greatest  benefits  are  psy- 
chological, in  that  they  are  pleased  to  have  their 
life  style  changed  as  little  as  possible.  They  enjoy 
spending  most  of  the  preoperative  and  postoperative 
periods  at  home,  and  of  having  their  normal  routine 
only  briefly  interrupted.  Business  and  household 
responsibilities  are  maintained  with  only  a  few  hours' 
interruption.  The  patients  also,  of  course,  share  di- 
rectly and  indirectly  in  the  financial  saving. 

Surgeons:  The  surgeons  benefit  in  having  fewer 
hospital  inpatients  for  whom  they  are  responsible. 
This  results  in  both  economy  and  better  utilization 
of  their  time.  The  surgeons  find  it  satisfying  that 
they  can  deliver  care  of  the  same  quality  as  that  given 
inpatients,  at  less  expense  and  with  greater  conveni- 
ence to  the  patient. 

Insurance  carriers:  Insurance  companies  benefit 
both  from  the  25  percent  savings  in  hospital  charges 
and  in  the  reduced  hospital  inpatient  utilization.  It  is 
well  recognized  within  the  insurance  industry  that  the 
shorter  period  of  time  the  patient  remains  in  the 
hospital,  the  fewer  unnecessary  tests  and  services  are 
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utilized.  Though  private  insurance  carriers  have 
shown  some  reluctance  to  accept  this  form  of  surgical 
care,  almost  all  now  recognize  that  the  company, 
as  well  as  the  patient,  benefits  from  the  savings 
effected. 

Hospital  administration:  The  administrators  are 
pleased  to  be  able  to  serve  more  patients,  and  to  have 
the  waiting  list  for  hospital  admission  reduced  with- 
out creating  empty  hospital  beds.  Since  the  inception 
of  the  unit  at  Watts,  more  than  700  patients  have 
been  processed,  effecting  a  savings  of  more  than 
1,400  hospital  days;  and  yet  inpatient  utilization 
has  remained  constant. 

It  is  clear  that  all  participating  parties  are  pleased 
with  this  type  of  care  and  are  anxious  that  it  be  con- 
tinued. Consequently,  what  began  as  an  experimental 
project  between  Watts  Hospital  and  the  North  Caro- 
lina Blue  Cross  and  Blue  Shield,  Inc.,  has  now  be- 
come a  standard  service. 


tients,  their  acceptance  has  been  enthusiastic.  They 
have  shown  no  reluctance  to  follow  the  surgeon's  ad- 
vice. Several  patients  in  the  Unit  who  had  recently 
undergone  a  similar  procedure  (excision  of  breast 
tumor,  inguinal  herniorrhaphy,  etc.)  as  an  inpatient 
are  outspoken  in  their  preference  of  the  ambulatory 
method. 

HOSPITAL-ATTACHED  VS 
FREE-STANDING  UNIT 

Much  has  been  said  about  the  relative  merits  of  the 
ambulatory  unit  that  is  attached  to  the  hospital  and 
the  unit  which  is  independent  of  such  an  institution. 
Though  it  is  apparent  that  well  organized  and 
properly  operated  units  of  either  type  can  perform 
successfully,  it  is  our  strong  feeling  that  the  hospital- 
attached  unit  is  much  to  be  preferred.  The  imme- 
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TYPES  OF  OPERATIVE  PROCEDURES 

It  has  been  estimated  that  20-40  percent  of  opera- 
tions now  being  performed  in  the  hospitals  of  this 
country  fall  in  the  category  of  "uncomplicated  sur- 
gery," and  could  be  performed  on  an  ambulatory  ba- 
sis.- Though  procedures  such  as  therapeutic  abortion, 
dilatation  and  curettage  of  the  uterus,  excision  of 
breast  tumor,  tonsillectomy  and  adenoidectomy,  en- 
doscopy, and  sterilization  procedures  comprise  the 
bulk  of  cases  performed,  a  wide  variety  of  proce- 
dures are  suitable  for  this  type  of  care.  Table  1  out- 
lines the  most  frequent  types  of  procedures  done, 
according  to  surgical  specialty. 

The  list  of  procedures  in  Table  1  indicates  the 
wide  range  of  operations  which  are  frequently,  or 
occasionally,  suitable  to  be  performed  on  an  ambula- 
tory basis.  Some  of  these  should  be  done  "preferen- 
tially" on  an  ambulatory  basis.  By  this  is  meant 
that  the  types  of  procedures  listed  in  Table  2  prob- 
ably should  be  done  routinely  and  preferentially  on 
an  outpatient  basis,  unless  there  is  specific  indication 
to  hospitalize  the  patient. 

CRITERIA  FOR  A  SUCCESSFUL 
AMBULATORY  UNIT 

There  are  criteria  which,  in  our  opinion,  will  have 
to  be  met  for  an  Ambulatory  Unit  to  be  successful. 
These  include: 

1.  Adequate  population  base 

2.  Adequate  surgical  load 

3.  Appropriate  selection  of  patients 

4.  Professional  staff  support 

5.  Potential  for  increasing  the  capacity  of  the  op- 
erating rooms,  recovery  rooms,  and  anesthesia  de- 
partment 

6.  Waiting  list  for  hospital  beds 

7.  Appropriate  unit  size 

8.  Cooperation  of  third  parties 

Though  this  has  been  a  new  concept  to  most  pa- 


Table  1 
Types  of  Procedures  Performed 

General  Surgery 

Herniorrhaphy 

Excision  of  breast  tumor 

Excision  of  large  subcutaneous  tumor 

Ganglionectomy 

Venectomy 

Gynecological  Surgery 
Dilatation  and  curettage 
Therapeutic  abortion 
Bartholin  cystectomy 
Excision  of  vaginal  septum 
Tubal  ligation 
Culdotomy 

Otolaryngological  Surgery 

Tonsillectomy  and  adenoidectomy 

Laryngotomy 

Rhinoplasty,  laryngoscopy,  submucous  resection 

Plastic  Surgery 

Skin  grafts 
Revision  of  scars 
Augmentation  mammoplasty 
Osteoplasty 

Urological  Surgery 

Circumcision 

Cystoscopy  and  retrograde  study 

Orchiopexy 

Testicular  biopsy 

Vasectomy 

OphthalmoloKic.il  Surgery 
Photocoagulation  of  retina 
Muscle  operations 
Examination  under  anesthesia 
Endoscopy 

Orthopaedic  Surgery 

Fracture  reduction 
Joint  manipulation 
Carpal  tunnel  syndrome 
Tenosynovectomy — tendon  repair 
Removal  screws,  wires 
Cast  change 

Thoracic  Surgery 

Bronchoscopy 
Esophagoscopy 
Esophageal  dilatation 


Table  2 
"Preferential"  Ambulatory  Procedures 

Breast  operation  in  young  (less  than  35  years) 

Dilatation  and  curettage 

Therapeutic  abortion  (less  than  12  weeks) 

Inguinal  herniorrhaphy  (infants  and  youths) 

Tubal  ligation  (laparoscope  or  culdotomy) 

Tonsillectomy  and  adenoidectomy 

Myringotomy 

Endoscopy 
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diately  available  backup  potential  of  the  hospital 
offers  greater  safety  to  the  patient  and  allows  the 
surgeon  greater  latitude  of  operative  procedures 
which  he  is  willing  to  do  in  such  a  setting.  The 
hospital  unit  should  be  more  economical  to  operate 
by  avoiding  duplication  of  equipment  and  staff. 

SUMMARY 

Uncomplicated  surgical  care  can  be  delivered  on 
an  ambulatory  basis  with  significant  savings  of  dol- 
lars and  utilization  of  hospital  beds,  and  without 
sacrificing  the  quality  of  care.  Patient  acceptance 
has  been  enthusiastic.  Such  care  benefits  the  patient, 
the  surgeon,  the  insurance  carrier,  and  the  hospital 


administration.  Every  surgical  specialty  includes  pro- 
cedures which  can  be  done  in  this  manner,  and  sur- 
geons should  reevaluate  their  traditional  indications 
for  admission.  Many  operative  procedures  which 
previously  had  customarily  been  done  only  on  in- 
patients, should  be  considered  as  routine  ambula- 
tory procedures  and  done  in  this  manner  unless  ad- 
mission is  specifically  indicated.  Ambulatory  surgical 
care  is  an  effective  means  by  which  surgeons  can 
contribute  to  a  much  needed  containment  of  the 
costs  of  health  care. 

References 

1.  Davis  JE.   Detmer  DE:   The  ambulatory  surgical  unit.   Ann   Surjt — 
In  press. 

2.  Reed  WA.  Ford  JL:  Outpatient  clinic  for  surgerv.  Med  World  News 
12:58.  1971. 


The  last  way  in  which  an  inflammation  terminates,  is  in  a  gangrene,  or  mortification,  the 
approach  of  which  may  he  known  by  the  following  symptoms:  the  inflammation  loses  its 
redness,  and  becomes  duskish  or  livid;  the  tension  of  the  skin  goes  off,  and  it  feels  flabby: 
little  bladders  filled  with  ichor  of  different  colours  spread  all  over  it;  the  tumour  subsides. 
and  from  a  duskish  complexion,  becomes  black.  A  quick  low  pulse,  with  cold  clammy 
sweats,  are  the  immediate  forerunners  of  death. — William  Buchan:  Domestic  Medicine,  or  a 
Treatise  on  the  Prevention  and  Cure  of  Diseases  bx  Regimen  and  Simple  Medicines,  etc., 
Richard  Folwell,  1799,  p.  390. 
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NORTH  CAROLINA  APPALACHIAN  HEALTH  SERVICES  PROGRAM 


John  C.  Key,  Ph.D.,*  Frank  T.  Stritter,  Ph.D.,  and 
E.  Jackson  Allison,  M.P.H.f 


A  DEOUATE  health  care  is  becoming  less  and  less 
■**•  available  to  people  who  live  outside  metropolitan 
centers.  Estimates  of  the  number  of  citizens  residing 
in  areas  of  unacceptable  minimal  health  care  or  no 
health  care  vary  from  the  Urban  Coalition's  figure 
of  42  million  to  the  approximately  32  million  pro- 
posed by  former  HEW  Assistant  Secretary  for  Health 
and  Scientific  Affairs,  Dr.  Roger  O.  Egeberg.  Former 
U.S.  Surgeon  General  Dr.  William  H.  Stewart1  has 
postulated  three  reasons  for  this  alarming  trend: 

a.  Increasing  physician  specialization  of  recent  years  lead- 
ing to  a  decline  of  general  or  primary  care  physicians 
in  the  rural  areas  and  a  concentration  of  specialists  in 
the  urban  areas 

b.  The  rising  cost  of  hospital  care  coupled  with  the  diffi- 
culty of  staff  shortages  which  affect  the  smaller,  more 
isolated  hospitals  severely,  and 

c.  The  development  of  prepaid  health  systems  for  medical 
care  in  which  rural  residents  do  not  have  the  same  op- 
portunities for  participation  as  urban  dwellers. 

Several  national  studies  of  recent  years  substantiate 
Dr.  Stewart's  first  reason,  concluding  that  residents 
of  rural  areas  have  far  less  access  to  physicians  and 
other  medical  personnel  than  those  residing  in  non- 
rural  areas.--"' 

In  the  state  of  North  Carolina  the  situation  is  more 
severe  and  chronic  than  in  most  other  sections  of  the 
country.  The  Middle  Atlantic  States  were  recently 
reported  to  have  a  ratio  of  171  physicians  in  private 
practice  per  100,000  population;  the  East  South 
Central  States,  a  ratio  of  89  per  100,000;  and  North 
Carolina,  a  low  ratio  of  69  per  100,000.  Within 
the  state  the  metropolitan  areas  have  96  physicians 
per  100,000  persons,  while  the  rural  areas  have  only 
30  per  100,000.  In  its  1969  Report  to  the  General 
Assembly,'1  the  Legislative  Research  Commission 
listed  many  reasons  for  this  alarming  situation.  Both 
the  shortage  and  distribution  of  physicians  in  North 
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Carolina  appear  related  to  economic  factors  and  to 
the  urban-rural  population  ratio,  which  indicates  a 
proportionately  greater  rural  population  than  in  most 
other  states. 

The  need  for  more  rural  health  care,  both  na- 
tionally and  locally,  is  obvious.  The  residents  of  rural 
North  Carolina  have  a  right  to  more  health  care 
(supplied  by  physicians)  than  is  presently  available, 
a  problem  which  urgently  calls  for  a  solution. 

RECRUITMENT  AND  TRAINING  FOR 
SMALL-TOWN  AND  RURAL  PRACTICE 

Over  the  years  a  number  of  national  and  state 
legislative  actions  and  programs  have  been  adopted 
in  an  effort  to  alleviate  this  problem.  In  1946  the 
Report  of  the  National  Committee  for  the  Medical 
School  Survey  (popularly  known  as  the  Sanger  Re- 
port) cited  the  training  of  more  doctors  for  practice 
in  rural  areas  as  a  major  objective  of  the  expansion 
of  the  University  of  North  Carolina  School  of  Medi- 
cine from  a  two-year  to  a  four-year  school.7  The 
expansion  of  this  school  in  1952  was  based,  to  a  sub- 
stantial extent,  on  this  need.  That  report  proposed  the 
establishment  of  a  loan  program  for  needy  students; 
the  training  of  medical  students,  interns,  and  resi- 
dents at  hospitals  affiliated  with  the  medical  school; 
and  a  comprehensive  approach  to  physician  man- 
power distribution,  including  special  recruitment  pro- 
grams to  attract  physicians  to  rural  areas. 

The  first  of  these  recommendations  is  being  im- 
plemented by  the  North  Carolina  Medical  Care  Com- 
mission, which  provides  loan  funds  for  needy  students 
in  return  for  a  commitment  to  practice  in  an  area 
of  medical  need.  The  Comprehensive  Health  Man- 
power Training  Act  of  1971  also  authorizes  scholar- 
ship grants  and  loans  for  students  who  have  agreed 
to  engage  in  primary  care  in  areas  of  physician  short- 
age. 8  To  implement  the  second  recommendation, 
the  UNC  Division  of  Education  and  Research  in 
Community  Medical  Care  is  currently  developing 
educational  programs  in  affiliated  community  hospi- 
tals. 
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The  third  recommendation — the  development  of 
recruitment  programs  to  attract  physicians  to  rural 
areas — has  not  been  as  actively  pursued,  one  reason 
being  the  national  trend  from  general  practice  toward 
specialization.  Specialized  care  will  probably  con- 
tinue to  be  concentrated  in  large  population  centers, 
while  most  small  communities  will  depend  on  family 
physicians  and  other  specialists  concentrating  on  pro- 
viding primary  care.  Thus  recruitment  for  these  areas 
is  highly  dependent  on  the  training  of  more  family 
physicians. 

In  1971,  following  the  recommendations  of  the 
1969  report  on  the  physician  shortage  in  rural  North 
Carolina,"  a  Department  of  Family  Medicine  was 
created  in  the  UNC  School  of  Medicine  to  focus  on 
training  more  family  physicians  for  practice  in  the 
state.  A  basic  assumption  on  which  this  action  was 
taken  is  that  personal  family  physicians  will  be  the 
core  of  professional  manpower  for  future  health 
care  delivery  systems  in  rural  and  small-town  areas 
of  North  Carolina.  This  assumption  is  supported  by 
the  report  of  the  National  Commission  on  Com- 
munity Health  Services  and  the  Comprehensive 
Health  Manpower  Act  of  1 97 1  .s  9 

One  of  the  problems  of  recruitment  for  this  type 
of  career  is  that,  throughout  most  of  their  medical 
education,  students  are  exposed  only  to  speciality 
and  subspecialty  practice  within  large  medical  cen- 
ters such  as  North  Carolina  Memorial  Hospital.  Op- 
portunities for  exposure  to  and  participation  in 
family  practice  or  primary  medical  care  in  small  town 
and  rural  communities  have  been  extremely  limited. 
To  enable  students  to  base  career  decisions  on  a  firm 
understanding  of  the  alternatives  available  in  these 
settings,  a  new  kind  of  program  seems  appropriate. 

A  recent  study  of  medical  students'  response  to 
undergraduate  instruction  in  general  practice  con- 
ducted in  London,  the  English  provinces,  and  Scot- 
land concluded  that  British  medical  students  look 
upon  exposure  to  general  practice  as  a  valuable  con- 
tribution to  their  medical  education,  with  the  result 
that  more  of  them  are  attracted  to  careers  in  general 
practice.1"  Recruitment  can  be  combined  with  train- 
ing by  providing  students  an  opportunity  to  work  in 
small  towns  and  rural  communities  in  a  well-organ- 
ized, structured  program  of  work  and  study  involving 
primary  care  practice,  health  status  and  social  char- 
acteristics of  the  community,  and  health  service  re- 
sources of  the  community. 

EVOLUTION  OF  THE  PROGRAM 

Until  recent  years  the  evolution  of  efforts  to  solve 
the  problem  of  rural  physician  shortages  has  been 
slow  and  painful.  However,  as  the  problem  has  grown 
more  severe,  as  changes  have  occurred  in  the  or- 
ganization and  financing  of  health  care  delivery  sys- 
tems, and  as  the  demand  for  health  services  has  in- 
creased, more  comprehensive  programs  of  manpower 


development  and  recruitment  for  small  towns  and 
rural  areas  have  become  essential. 

An  experiment  with  a  program  of  this  type  was 
undertaken  during  the  summers  of  1969  and  1970, 
when  the  Student  American  Medical  Association 
(SAMA)  developed  the  Appalachian  Student  Health 
Project  in  an  effort  to  expose  students  in  the  health 
professions  to  experiences  in  rural  medicine  through 
which  they  might  come  to  visualize  themselves  in 
future  roles  in  such  settings,  possibly  in  Appa- 
lachian '- 

Approximately  120  students  were  recruited  each 
summer  from  medical  schools  throughout  the  nation 
and  assigned  to  work  with  physicians  in  communities 
throughout  the  Appalachian  region.  In  the  summer 
of  1971  a  similar  program  was  developed  in  Appa- 
lachian communities  of  North  Carolina  by  the  UNC 
Department  of  Family  Medicine  in  conjunction  with 
the  Appalachian  Regional  Commission.  The  major 
differences  between  this  program  and  that  sponsored 
by  SAMA  were  ( 1 )  university  medical  school  spon- 
sorship and  administration  of  the  program;  and  (2) 
recruitment  of  North  Carolina  medical  and  other 
health  profession  students  to  work  in  North  Carolina 
communities. 

OBJECTIVES  AND  STRUCTURE 

The  North  Carolina  Appalachian  Health  Services 
Manpower  Development  Project  was  financed  by  a 
grant  to  the  State  of  North  Carolina  under  Section 
202  of  the  Appalachian  Regional  Development  Act 
of  1965.  The  Appalachian  Summer  Extern  Program, 
administered  by  the  UNC  Department  of  Family 
Medicine,  was  a  part  of  this  project  in  the  summer 
of  1971.  Twenty-five  medical  and  other  health  sci- 
ence students  were  assigned,  in  teams  of  two  to  four, 
to  eight  Appalachian  North  Carolina  communities 
under  the  combined  supervision  of  local  preceptors 
and  medical  school  project  staff  and  faculty.  The 
objectives  of  the  program  were: 

1.  To  provide  a  practical  learning  experience  in 
Appalachia  in  order  to  develop  in  students  an  aware- 
ness and  appreciation  of  the  needs  for  health  and 
health-related  services  in  the  Appalachian  region. 

2.  To  test  the  feasibility  of  utilizing  medical  and 
related  health  science  students  to  provide  an  addi- 
tional resource  of  medical  manpower  for  the  people 
of  Appalachian  North  Carolina. 

3.  To  broaden  the  understanding  of  the  Appala- 
chian physicians  and  health  professionals  involved  in 
the  program  of  the  needs  and  goals  of  today's  stu- 
dents. 

4.  To  influence  the  development  of  more  relevant 
and  practical  curricula  among  the  departments  of  the 
University  of  North  Carolina  School  of  Medicine,  in 
directions  that  tend  to  provide  a  larger  output  of 
personnel  appropriately  trained  to  meet  the  needs  of 
Appalachia  by  developing  links  with  practitioners, 
clinics,  hospitals,  health  planning,  and  other  health- 
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related  organizations  in  the  Appalachian  Region. 

Of  the  25  students  in  the  summer  extern  program, 
20  were  entering  the  upper  three  years  of  the  UNC 
School  of  Medicine  with  the  following  breakdown 
by  class:  nine  rising  second-year  students,  six  rising 
third-year  students,  and  five  rising  fourth-year  stu- 
dents. The  other  five  students  in  the  program  in- 
cluded two  UNC  medical  social  work  students  and 
three  medical  students  from  other  schools.  The  eight 
participating  communities  with  the  number  of  stu- 
dents assigned  to  each  were:  Waynesville  (3),  Sylva 
(5),  Bryson  City  (3),  Franklin  (2),  Andrews  (4), 
Murphy  (1),  Spruce  Pine  (1),  and  Morganton  (4). 
In  each  of  these  locations  one  physician  acted  as  the 
primary  organizer  and  preceptor  for  the  students, 
while  several  other  physicians  in  each  community 
also  participated. 

The  experience  of  the  students  in  the  different 
localities  varied,  depending  upon  the  community 
health  facilities,  the  number  of  physicians  involved, 
and  the  length  of  time  the  student  was  in  the  com- 
munity. Student  activities  included  making  hospital 
rounds  with  physicians,  observing  and  assisting  them 
with  office  patients,  and  accompanying  them  when 
they  were  on  call  at  the  hospitals.  Students  also  had 
a  comprehensive  orientation  to  community  health 
and  social  service  agencies  and  personnel,  and  com- 
piled a  special  community  health  survey  in  each 
location.  Table  1  gives  a  rough  breakdown  of  how 
their  time  was  spent. 

The  students  made  home  visits  with  social  service 
workers,  public  health  nurses,  and  home  health  care 
workers.  They  also  observed  family  planning  clinics, 
worked  with  physicians  in  specialty  clinics  scheduled 
in  the  communities,  and  were  introduced  to  the  social 
and  economic  ills  of  the  communities  in  which  they 
worked. 

EVALUATION 

Both  students  and  preceptors  participated  in  the 
evaluation  as  follows:  (1)  Students  kept  detailed 
diaries  of  their  experiences;  (2)  students  were  inter- 
viewed extensively  by  faculty  members  of  the  De- 
partment of  Family  Medicine;  (3)  students  and  pre- 
ceptors completed  a  questionnaire  concerning  the 
program;  and  (4)  students  and  preceptors  partici- 
pated in  an  evaluation  workshop. 


Table  1 
Percentage  of  Time  Devoted  to  Student  Activities 

Percent 
Activity  of  Time 

Observation  and  assistance  of  preceptors 

in  their  offices  30-35 

Students'  independent  project  10 
Observation  and  assistance  of  preceptors 

in  the   hospital  15-20 

Non-health-related    community   service   activities  5-10 

Time  spent  with  preceptors  in  other  activities  10-20 
Other  health  services  (socia1  service,  public 

health,  home  health  care    health  planning,  etc.)  15-20 


Each  objective  stated  in  the  previous  section  was 
analyzed.  The  first,  provision  of  an  Appalachian 
learning  experience,  was  viewed  by  both  students 
and  preceptors  as  accomplished.  A  typical  preceptor 
comment  was,  "Students  certainly  could  not  have 
escaped  awareness  and  appreciation  of  some  of  the 
area's  needs."  Most  students  held  the  same  opinion, 
but  identified  the  limitations  of  spending  the  entire 
summer  in  one  location.  The  second  objective,  testing 
students  as  an  additional  source  of  medical  man- 
power, was  accomplished  with  a  negative  result.  Both 
preceptors  and  students  indicated  that  students  could 
add  relatively  little  in  solving  manpower  needs  at  this 
point  in  their  education.  The  third  objective,  assisting 
physicians  to  understand  contemporary  students,  was 
also  accomplished;  however,  both  students  and  pre- 
ceptors agreed  that  the  "generation  gap"  was  less 
than  had  been  assumed.  One  student  commented, 
"The  needs  and  goals  of  today's  students  aren't 
that  different  from  what  they  were  20  years  ago  when 
the  preceptors  were  in  school."  The  fourth  and  final 
objective,  curriculum  revision  at  UNC,  was  one  that 
all  participants  hoped  would  come  to  pass.  One 
student  expressed  it  aptly:  "Right  on!" 

From  the  data  collected  it  can  be  concluded  that 
at  least  the  fourth-year  medical  student  should  be 
able  to  participate  in  clinical  activities  both  in  the 
doctor's  office  and  in  the  community  hospital  in  a 
manner  similar  to  other  clinical  electives.  Students 
also  responded  that  rising  second-year  students,  and 
particularly  rising  third-year  students,  can  learn  some 
clinical  medicine  in  this  situation.  The  preceptors 
pointed  out  that  second  -  year  and  third  -  year  stu- 
dents should  have  the  opportunity  to  observe  the 
doctor  both  in  his  office  and  in  the  hospital  and  to 
participate  to  a  limited  extent  in  delivering  medical 
care.  The  orientation  aspects  of  such  experiences 
are  likely  to  provide  a  valuable  background  for  later 
medical  classroom  and  clinical  work.  Many  students 
commented  on  how  this  experience  had  made  their 
basic  science  courses  much  more  meaningful,  with 
the  majority  wishing  that  they  had  had  some  similar 
type  of  concrete  experience  prior  to  taking  these 
courses.  This  might  have  made  that  portion  of  the 
curriculum  more  meaningful. 

In  the  questionnaire  the  preceptors  were  asked  to 
list  any  valuable  services  performed  by  students. 
Table  2  lists  those  services  in  order  of  frequency. 

Student  diaries  indicated,  however,  that  many  of 
these  experiences  were  limited  to  observation.  Many 
students  expressed  disappointment  about  this,  clearly 
wanting  to  participate  more  actively. 

Some  discrepancy  exists  concerning  the  number 
of  students  that  should  be  assigned  to  each  locality. 
One  of  the  preceptors  stated  strongly  that  students 
should  have  a  one-to-one  relationship  with  a  precep- 
tor, if  at  all  possible.  It  was  also  pointed  out,  how- 
ever, that  the  link  between  second-year  and  fourth- 
year  students,  perhaps  even  between  third-year  and 
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Table  2 

Services  Performed  for  Preceptors 

by  St 

jdents 

Service 

No. 
Rep 

of  Preceptors 
orting  Service 
(N  =  12) 

Histories  and   physical  examinations  6 

Assistance   in   emergency   room  4 

Assistance   in   surgery  3 

Assistance   in    laboratory  work  3 

Researching  old  charts  3 

Observation  of  obstetric   patients  3 

Office  preparation  of  patient  for  examination  2 

Assistance  in  obstetrics  2 

Suturing   minor   lacerations  2 
Stimulating  the  preceptor  via 

questions  and  discussions  2 


fourth  -  year  students,  might  be  valuable  in  providing 
information  and  guidance  to  the  lower  students  in  the 
clinical  situation.  In  the  future  one  preceptor  might 
be  provided  for  each  student,  to  permit  the  student 
to  have  a  primary  person  with  whom  he  could  relate, 
although  he  might  work  with  a  number  of  medical 
practitioners  and  other  health  professionals  in  the 
area.  In  this  way  the  positive  aspects  of  both  ap- 
proaches could  be  emphasized:  the  one-to-one  stu- 
dent -  preceptor  relationship  as  well  as  interchange 
between  the  various  student  levels. 

It  was  generally  agreed  that  extensive  structure  of 
the  program  was  not  desirable,  but  it  was  also  evident 
that  the  experience  might  have  been  more  beneficial 
had  there  been  more  guidelines  defining  the  expec- 
tations of  both  student  experiences  and  preceptor 
roles.  The  preceptors  in  the  Morganton  area  de- 
veloped a  more  structured  program  than  those  con- 
ducted in  most  other  areas.  It  included  observation 
and  work  with  the  preceptors  both  in  their  offices 
and  in  the  community  hospital,  and  a  broad  orienta- 
tion to  various  community  health  and  social  agencies. 
This  program  seemed  to  work  out  better  for  all  in- 
volved. The  same  degree  of  organization  was  not 
apparent  in  other  locations. 

The  students  were  involved  in  a  variety  of  activi- 
ties, largely  having  to  do  with  patient  care.  Most 
students  were  quite  satisfied  except  when  required 
to  spend  a  disproportionate  amount  of  time  in  certain 
activities,  such  as  in  a  doctor's  office  or  hospital 
(see  Table  2).  When  asked  to  rate  the  time  devoted 
to  specific  activities  as  "too  much,"  "not  enough,"  or 
"acceptable,"  both  students  and  preceptors  generally 
considered  the  schedule  acceptable.  However,  25 
percent  of  the  preceptors  felt  students  should  have 
more  time  with  preceptors  in  their  offices  and  in  re- 
lated activities,  while  10  to  15  percent  of  the  stu- 
dents felt  there  had  been  too  much  of  that  kind  of 
activity.  The  greatest  deficiencies  reported  by  the 
students  were  in  "other  health  services"  (35  percent 
felt  there  should  be  more),  and  in  "non-health-re- 
lated community  activities"  (25  percent  felt  there 
should  be  more). 

One  other  aspect  of  the  program's  structure  is  its 
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duration.  Students  generally  felt  that  six  weeks  was 
ideal,  while  the  preceptors  indicated  that  eight  weeks 
or  longer  would  be  preferable. 

This  type  of  community  experience  has  unique 
aspects  not  available  in  the  University  medical  cen- 
ter, particularly  in  clinical  medicine  and  community 
health.  Student  diaries  indicated  that  the  opportunity 
to  observe  the  work  of  community  health  and  social 
agencies  was  a  valuable  part  of  the  program,  while 
the  questionnaire  cited  a  need  for  greater  involvement 
in  such  activities.  This  does  not  occur  as  a  regular 
part  of  the  curriculum  on  campus.  Regarding  clinical 
medicine,  certain  medical  conditions  seen  regularly 
in  doctors'  offices  are  not  ordinarily  seen  in  the 
North  Carolina  Memorial  Hospital  or  other  large 
referral  hospitals,  since  these  problems  are  generally 
dealt  with  at  the  primary  care  level.  In  addition,  stu- 
dents observed  that  the  doctor-patient  relationship 
in  a  community  practice  differs  from  that  in  a  large 
teaching  hospital.  Relating  to  the  individual  patient 
over  a  period  of  time,  seeing  the  patient  as  a  member 
of  a  family,  and  observing  the  patient  and  his  family 
in  the  context  of  the  community,  are  all  aspects  of 
practice  that  are  usually  lacking  in  large  referral 
and  teaching  hospitals. 

As  a  means  of  evaluation  of  the  administration  and 
design  of  the  program,  students  and  preceptors  were 
asked  to  "agree"  or  "disagree"  with  the  statements 
in  Table  3.  Students  and  preceptors  tended  to  give 
similar  responses  to  the  statements.  The  most  signifi- 
cant lesson  to  be  learned  is  that  both  students  and 
preceptors  need  better  preparation  and  more  infor- 
mation in  advance  about  the  community,  the  respon- 
sibilities of  the  preceptors,  and  the  activities  of  the 
students.  The  major  reason  this  did  not  happen 
in  the  1971  program  was  the  late  notification  of  fund- 
ing for  the  program,  with  resulting  last-minute  mo- 
bilization. 

When  asked  if  they  would  like  to  participate  an 
additional  summer,  92  percent  of  the  preceptors  and 
65  percent  of  the  students  responded  affirmatively. 
All  the  preceptors  agreed  that  they  would  recommend 
the  program  to  their  colleagues,  with  84  percent  of 


Table  3 

Student  and  Preceptor  Opinions  About  the 
Design  and  Administration  of  the  Program 


Percent  of 

Preceptors 

Statements                                                          Agreeing 

Percent  of 
Students 
Agreeing 

More  input  from   local  people   in  planning         63 

80 

More  structure                                                             50 

33 

More  pre-program  factual  material 

for  students                                                              83 

fi5 

More  pre-program  factual  material 

for  preceptors                                                           75 

85 

More  community-service  oriented                         17 

33 

Program  should   be  on  a  year-round  basis         92 

80 

Preceptors  should  have  greater 
voice  in  program  planning  and 
policy  development                                                 63 

65 
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the  students  doing  likewise.  This  positive  response 
was  also  reflected  in  numerous  notations  in  student 
diaries  and  in  discussions  at  the  evaluation  seminar. 

THE  1972  PROGRAM 

This  pilot  effort  by  the  Department  of  Family 
Medicine  has  provided  an  opportunity  to  test  an 
educational  model.  One  year's  experience  with  the 
program  indicates  that  both  students  and  precep- 
tors are  positive  about  the  model.  Despite  busy 
schedules,  physicians  in  several  communities  in  west- 
ern North  Carolina  are  willing  to  have  students  in 
their  offices  to  learn  about  both  their  practice  and 
the  community.  A  significant  number  of  students  are 
also  interested  in  such  an  educational  experience. 

The  interest  in  and  success  of  the  1971  program 
resulted  in  continuation  during  the  summer  of  1972. 
Students,  preceptors,  and  University  faculty  were 
all  involved  in  planning  the  new  program.  An  outline 
sufficiently  flexible  to  meet  the  needs  of  students 
and  preceptors  in  a  number  of  different  settings  was 
developed  to  provide  some  structure  for  the  program. 

The  program  (of  8  to  12  weeks'  duration)  in- 
volves not  only  working  with  the  physician  -  precep- 
tor, but  with  other  health  professionals  and  organiza- 
tions in  the  communities  to  which  students  are 
assigned.  In  addition,  students  were  assigned  as  teams 
which  often  included  students  from  the  schools  of 
medicine,  social  work,  pharmacy,  public  health,  nurs- 
ing, and  dentistry.  The  multidisciplinary  emphasis 
reflects  the  increasing  interdependence  of  the  roles 
of  the  various  health  professions  in  dealing  with  com- 
munity health  problems  and  the  use  of  the  team 
model  in  the  educational  experience.  Thus,  under 
the  modified  program,  each  student  is  assigned  to  a 
community  preceptor  or  sponsor  from  his  own  pro- 
fessional field  with  whom  he  spends  two  to  three  days 
a  week.  The  rest  of  his  time  is  spent  in  orientation  to 
the  community,  the  people  who  live  there,  its  health 
problems,  and  other  health  and  social  service  agen- 
cies. He  is  also  expected  to  participate  in  some 
research,  evaluation,  or  community  action  project  re- 
lated to  the  health  needs  of  the  community.  In  these 
projects  students  are  expected  to  function  in  teams 
as  much  as  possible.  This  permits  them  to  broaden 
each  other's  perspective  of  the  community  as  well  as 
to  contribute  to  the  solution  of  its  problems. 

Specific  activities  for  each  student's  participation 
in  the  physician's  office  and  in  the  community  have 
been  developed.  Briefly,  the  student  is  assigned  from 
four  to  eight  patients  for  the  summer.  He  interacts 
with  these  patients  in  taking  a  history  and  doing  a 
physical  examination,  visiting  their  homes  to  deter- 
mine environmental  and  family  influences,  and  iden- 
tifying other  health  and  social  agencies  in  the  com- 
munity which  may  be  of  assistance  to  them. 

The  student,  of  course,  sees  other  patients  with  the 
preceptor,  but  for  these  particular  selected  patients 
he  is  responsible  for  continuing  the  follow-up  during 


his  stay  in  the  community,  preparing  a  written  sum- 
mary of  the  information  he  has  gained  about  each 
patient,  and  offering  suggestions  to  the  preceptor 
and  the  patient  concerning  improvement  of  the  pa- 
tient's health  status.  Orientation  visits  to  the  com- 
munity health  personnel  and  agencies  relate  directly 
to  these  plans  developed  by  the  students. 

The  student  is  also  assigned  to  a  community  health 
program  or  research  project  in  which  he  is  expected 
to  assume  an  active  role.  It  is  intended  that  he  be- 
come completely  familiar  with  the  program,  its  ob- 
jectives, its  participants,  and  assist  in  its  evaluation. 

SUMMARY 

The  initial  efforts  to  develop  community-based 
educational  experiences  for  medical  and  other  health 
science  students  in  community  and  family  medicine 
are  described.  The  setting  for  this  pilot  effort  was  the 
Appalachian  region  of  North  Carolina.  The  need  for 
this  type  of  effort  is  not  limited  to  one  region  of  the 
state,  however.  Almost  every  small  town  and  rural 
section  of  North  Carolina  faces  similar  shortages  of 
health  manpower,  particularly  physicians.  Efforts  are 
therefore  under  way  not  only  to  continue  this  program 
in  the  Appalachian  section  of  the  state,  but  to  extend 
it  statewide.  It  is  hoped  that  one  of  the  tangible 
results  of  this  program  will  be  better  health  care  for 
the  people  of  rural  North  Carolina. 
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Interstitial  Pregnancy 


John  S.  Glover,  Jr.,  M.D. 


Tf  CTOPIC  pregnancy  frequently  appears  in  the  dif- 
ferential diagnosis  of  gynecological  disorders. 
This  aberration  of  pregnancy  has  sensitized  the  gyne- 
cologist to  its  hazardous,  even  catastrophic,  nature. 
An  ectopic  pregnancy,  growing  differently  in  each 
environment,  presents  a  clinical  picture  too  variable 
to  be  expressed  as  typical.  Interstitial  pregnancy, 
a  form  of  tubal  pregnancy,  may  be  the  most  atypical. 
It  is  also  the  least  frequently  encountered.  The  fol- 
lowing case  history  and  statistical  analysis  of  16 
other  examples  of  interstitial  pregnancy  illustrate  this 
point. 

CASE  HISTORY 

The  patient,  a  35-year-old  white,  married  woman. 
Para  III-O-III,  was  seen  in  the  office  on  Sept.  16, 
1971,  for  consideration  of  therapeutic  abortion.  Her 
last  normal  menstrual  period  had  begun  Aug.  1, 
1971.  Her  previous  period  was  one  month  prior.  The 
history  revealed  subjective  symptoms  of  pregnancy, 
and  physical  examination  revealed  equivocal  uterine 
enlargement  with  a  soft  isthmus.  A  test  for  pregnancy 
was  positive.  Psychiatric  consultation  confirmed  the 
need  for  therapeutic  abortion  based  on  psychological 
reasons.  On  Sept.  23,  1971,  a  therapeutic  abortion 
was  performed.  With  the  patient  under  anesthesia, 
the  pelvic  findings  were  unremarkable  other  than 
indication  of  an  early  intrauterine  pregnancy.  Suction 
curettage  produced  minimal,  though  presumed  ade- 
quate, tissue. 

The  pathological  examination,  reported  a  week 
later,  showed  "secretory  endometrium  with  Arias- 
Stella  phenomenon  and  decidual  tissue  suggestive,  but 
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not  diagnostic,  of  pregnancy."  No  chorionic  villi  were 
seen.  In  view  of  these  findings,  the  patient  was  re- 
examined on  Oct.  6.  She  was  asymptomatic.  Pelvic 
examination  disclosed  no  abnormalities,  but  a  preg- 
nancy test  done  at  this  visit  was  positive.  Ectopic 
pregnancy  was  considered  seriously.  The  patient  was 
cautioned  regarding  symptoms  of  ectopic  pregnancy 
and  was  advised  to  return  in  seven  days  for  further 
evaluation.  On  Oct.  13,  then  three  weeks  following 
suction  curettage,  the  patient  was  reexamined.  The 
pelvic  findings  were  essentially  unchanged.  The  pa- 
tient had  not  experienced  any  pain,  nor  had  there 
been  any  vaginal  bleeding.  Examination  on  Oct.  20, 
then  four  weeks  after  suction  curettage  and  1 1  weeks 
since  the  onset  of  her  last  normal  menstrual  period, 
revealed  an  equivocal  right  adnexal  mass.  A  repeat 
pregnancy  test  was  positive.  The  patient  was  hospital- 
ized. 

A  laparoscopic  examination  revealed  an  unrup- 
tured right  interstitial  pregnancy.  At  laparotomy  a 
total  abdominal  hysterectomy  and  appendectomy  was 
performed.  The  patient  tolerated  the  procedure  well. 
The  estimated  blood  loss  was  500  cc;  it  was  not 
replaced.  The  postoperative  course  was  uncompli- 
cated and  the  patient  was  discharged  on  the  seventh 
postoperative  day.  Pathological  study  revealed  "pro- 
ducts of  conception  (decidua  and  chorionic  villi) 
present  within  the  interstitial  portion  of  the  fallopian 
tube." 

REVIEW  OF  CASES 

The  records  of  tubal  pregnancies  occurring  in  the 
three  hospitals  in  Charlotte  from  1951  through  1971 
were  examined  for  evidence  of  interstitial  pregnancy. 
Six  hundred  and  six  tubal  pregnancies  were  found. 
Seventeen  were  interstitial  in  type:    the  pregnancy 
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was  growing  in  that  portion  of  the  fallopian  tube  that 
traverses  the  myometrium  of  the  uterus.  Cornual 
pregnancies  arising  from  uterine  rudimentary  horns 
were  excluded.  Interstitial  pregnancies  in  this  series 
represented  2.8  percent  of  all  tubal  pregnancies.  This 
figure  correlated  well  with   other  published  data.1 

Age  and  parity 

Figure  1  shows  that  the  majority  of  patients  with 
interstitial  pregnancies  were  in  the  early  reproduc- 
tive age  range  of  20-36  years.  The  youngest  patient 
was  21.  Five  patients  (29.4  percent)  were  in  their 
late  reproductive  years.  The  oldest  patient  was  41. 

Six  patients  (35.2  percent)  were  Para  II.  There 
was  one  interstitial  pregnancy  in  a  primigravida.  Five 
patients  (29.4  percent)  were  "grand  multipara." 

Symptoms  (Table  1) 

Pain  or  abnormal  bleeding  was  the  presenting 
complaint  in  all  but  one  patient  (94  percent).  The 
one  exception,  the  case  presented,  was  asymptomatic. 


No. 

Patients 

Table  1 

Previous  ectopic  pregnancy 
ipsilateral 

0 

Symptoms 

No. 

contralateral 
Previous  tuba!   surgery 

4 
3 

Symptoms 

Patients 

Percent 

History  of  pelvic  inflamma 

tory  disease 

3 

Bleeding  only 

1 

5.8 

Intrauterine  device 

1 

Pain  only 

6 

32.9 

Uterine  leiomyomata 

1 

Bleeding  and  pain 

9 

52.9 

Appendectomy  less  than  12 

months 

No  pain  or  bleeding 

1 

5.8 

previously 

1 

Amenorrhea 

17 

100.0 

Negative   pertinent   past   hi 

story 

4 

PARITY 
Fig.  2.  Parity. 

The  majority  of  patients,  however,  had  both  pain 
and  bleeding.  Subjective  symptoms  of  pregnancy  and 
symptoms  indicative  of  decreased  blood  volume  were 
recorded  too  infrequently  to  be  considered  in  this  sta- 
tistical analysis.  All  17  patients  had  amenorrhea.  Fig- 
ure 3  shows  that  the  duration  of  amenorrhea  is  longer 
than  that  occurring  in  the  usual  tubal  pregnancy.2 
Thirteen  patients  (76.4  percent)  had  experienced 
their  previous  normal  menstrual  period  longer  than 
60  days  prior  to  hospital  admission. 

Past  history 

Table  2  lists  pertinent  past  episodes  potentially 
traumatic  to  the  fallopian  tube.  Thirteen  patients 
(76.4  percent)  gave  histories  of  possible  tubal  in- 
jury. Four  patients  had  previous  contralateral  ectopic 


Table  2 
Pertinent  Past  History 


Percent 

0 
23.5 
17.6 
17.6 

5.8 

5.8 

5.8 
23.5 


0-30       30-50       50-60      60-70      70-80      80-90     90-100       100 
DAYS 

Fig.  3.  Duration  of  amenorrhea. 
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Patient 

A.M. 
M.B. 
E.M. 
C.B. 

c.s. 

R.S. 
G.M. 
V.S. 

w.w. 

L.J. 
S.W. 
V.H. 
J. P. 
A.T. 
E.W. 
G.W. 
H.M. 


Table  3 

Delay  in  Diagnosis 

Hospital 

Duration  of 

Delay 

Sy 

mptoms 

(Hours) 

None 

24 

5 

hours 

48 

12 

hours 

<   6 

12 

hours 

24 

24 

hours 

24 

24 

hours 

72 

24 

hours 

24 

7 

days 

<6 

7 

days 

24 

14 

days 

24 

17 

days 

48 

23 

days 

48 

28 

days 

48 

30 

days 

48 

60 

days 

48 

12 

weeks 

72 

60 

days 

>72  (1  V 

Table  4 
Physical  Findings 


Abdominal   tenderness 
Pelvic  mass 

Irregularly  shaped  uterus 
Bulging  cul  de  sac 
Enlarged  uterus 
Pelvic  tenderness 


No. 

Patients 

Percent 

10 

58.8 

9 

52.9 

4 

23.5 

4 

23.5 

2 

11.7 

2 

11.7 

Table  5 
Hospital  Delay  in  Instituting  Treatment 


Patient  Physical  Findings 

M.B.  Uterine  enlargement,  abdominal 

tenderness,  irregularity  of  the 

uterus 
J. P.  Pelvic  mass 

L.J.  Pelvic  tenderness 

C.S  Abdominal  tenderness,  pelvic 

mass 
V.S.  Adenexal  mass,  bulging  cul  de 

sac,  positive  culdocentesis 
E.M.  Abdominal  tenderness,  bulging 

cul  de  sac 
W.W.         Abdominal  tenderness,  bulging 

cul  de  sac 
S.W.  Adenexal  mass 

C.B.  Abdominal  tenderness 

A.M.  Pelvic  mass 

V.H.  Abdominal  tenderness,  uterine 

irregularity 


Hospital 

Delay 
(Hours) 


48 
48 
24 

24 
<   6 

<6 

24 

48 
24 
24 

48 


R.S. 

Abdominal  tenderness,  pelvic 

mass 

72 

A.T. 

Abdominal  tenderness,  uterine 

irregularity 

48 

E.W. 

Abdominal  tenderness,  pelvic 

mass 

48 

G.M. 

Abdominal  tenderness,  bulging 
cul  de  sac 

24 

G.W. 

Uterine  enlargement,  uterine 
irregularity 

72 

H.M. 

Pelvic  mass,  pelvic  tenderness 

>72  (1  Week) 
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Table  6 
Diagnosis 

Admitting  Diagnosis 

Ruptured  ectopic  pregnancy 
Unruptured  ectopic  pregnancy 
Ruptured  ectopic  pregnancy 
Ectopic  pregnancy 

Ruptured  ectopic  pregnancy 
Ruptured  ectopic  pregnancy 
Ruptured  ectopic  pregnancy 
Chronic  ectopic  pregnancy 
Ectopic  pregnancy  vs  pelvic 
inflammatory  disease 

Ectopic  pregnancy 

Interstitial  pregnancy 

Ectopic  pregnancy  vs  ovarian  cyst 

Right  cornual  pregnancy  vs 

endometriosis 
Chronic  pelvic  inflammatory  disease 
Ruptured  ectopic  pregnancy 
Fibroids,  menorrhagia 

Threatened  abortion  vs  pelvic 
inflammatory  disease 


Postoperative  Diagnosis 
of  Pregnancy 

Ruptured,  left 
Ruptured,  left 
Ruptured,  right 
Ruptured,  right; 

intrauterine 
Unruptured,  left 
Ruptured,  right 
Ruptured,  right 
Unruptured,  right 

Ruptured,  left 
Unruptured,  right 
Unruptured,  left 
Unruptured,  right; 
ovarian  cyst,  right 

Unruptured,  right 
Unruptured,  left 
Ruptured,  left 
Ruptured,  right: 
leiomyomata  uteri 

Unruptured,  left 


Table  7 
Diagnostic  and  Definitive  Operative  Procedures 


No. 
Patients 

1 
1 
1 
1 


Diagnostic  procedure 

Culdocentesis 

Culdoscopy 

Laparoscopy 

Posterior  colpotomy 
Definitive  procedure 

Laparotomy:   salpingectomy,  wedge  resection 

Total  hysterectomy,  unilateral  salpingo- 
oophorectomy 

Total   hysterectomy  only 

Total  hysterectomy,  bilateral 
salpingo-oophorectomy 

Supracervical  hysterectomy, 

unilateral   salpingo-oophorectomy 

Posterior  colpotomy,  salpingo- 
oophorectomy  (unilateral   wedge  resection) 


Table  8 
Integrity  of  Pregnancy  in  Relation  to  Blood  Replacement* 

Blood 

Given 

(cc) 

1000 
2000 
1500 
1500 

500 
2500 
1500 
1500 
3000 

500 
0 

o 

0 

o 
o 

0 

0 

Blood    loss    not    estimated    in    unruptured    pregnancies    and    no 
blood  was  given. 
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Patient 

Integrity  of 
Pregnancy 

M.B. 

Ruptured 

J. P. 

Ruptured 

LJ. 

Ruptured 

C.S. 

Ruptured 

E.M. 

Ruptured 

W.W. 

Ruptured 

C.B. 

Ruptured 

G.M. 

Ruptured 

G.W. 

Ruptured 

V.S. 

Unruptured 

S.W. 

Unruptured 

A.K. 

Unruptured 

V.H. 

Unruptured 

R.S. 

Unruptured 

A.T. 

Unruptured 

E.W. 

Unruptured 

H.M. 

Unruptured 

Table  9 
Blood  Given  During  Postoperative  Period 


Total 

Postoperative 

□ays 

5 

8 
10 

7 

8 

8 
10 

5 

6 

6 

6 

5 

8 

6 

5 

8 

7 


Blood 
Given 
(cc) 

1000 

2000 

1500 

1500 

500 

500 

2500 

0 

1,500 

0 

0 

0 

0 

0 

1000 

3,000 

0 


pregnancies.  Another  three  patients  (17.6  percent) 
gave  a  history  of  previous  tubal  surgery. 

Duration  of  symptoms 

There  is  a  considerable  delay  from  the  onset  of 
symptoms  to  confirmation  of  pregnancy.  It  is  not  con- 
clusive from  Table  3  where  this  delay  occurs,  al- 
though physician  delay  seems  to  play  a  prominent 
role.  Patients  were  grouped  according  to  delays  of 
24  hours  or  less,  2Vi  weeks  or  less,  and  three  weeks 
or  more.  Ten  patients  (58.8  percent)  experienced 
a  delay  of  one  week  or  more  before  a  definitive  diag- 
nosis was  made.  Only  two  patients  were  taken  to  the 
operating  room  on  the  day  of  admission  to  the 
hospital.  Nine  patients  (52.8  percent)  had  a  hospital 
delay  of  48  hours  or  more. 

Physical  findings 

The  major  physical  findings  are  listed  in  Table  4. 
More  than  half  of  the  patients  had  either  abdominal 
tenderness  or  a  pelvic  mass.  Both  of  the  two  patients 
whose  cases  were  correctly  diagnosed  preoperatively 
had  uterine  irregularities.  All  four  patients  having  a 
bulging  cul  de  sac  received  treatment  within  24  hours 
(Table  5).  Only  one  of  them  underwent  a  diagnostic 
culdocentesis. 

Admitting  diagnosis  (Table  6) 

In  14  of  17  cases  (82.2  percent)  ectopic  preg- 
nancy was  included  in  the  admitting  diagnosis.  When 
the  diagnosis  of  ectopic  pregnancy  was  not  included 
in  the  differential  diagnosis,  there  was  considerable 
hospital  delay  before  definitive  therapy  was  begun. 
The   two   patients   with   an   admission  diagnosis  of 


interstitial  pregnancy  had  unruptured  pregnancies  at 
operation.  One  patient  had  both  an  interstitial  and  an 
intrauterine  pregnancy. 

Operative  procedure  (Table  7) 

Four  diagnostic  operative  procedures  were  per- 
formed on  four  different  patients.  In  one  patient,  de- 
finitive treatment  was  achieved  through  the  diagnostic 
incision.  Another  six  patients  were  treated  adequately 
by  salpingectomy  and  "deep"  wedge  resection.  Hys- 
terectomy was  necessary  in  ten  patients  (58.8  per- 
cent). Four  incidental  appendectomies  were  per- 
formed, all  in  patients  with  unruptured  interstitial 
pregnancies.  Thirty-one  pints  of  blood  were  needed 
in  treating  these  17  patients  (Fig.  4).  Actually,  five 
patients  received  no  blood  replacement,  and  four 
received  only  500  cc.  Eight  patients  (47  percent) 
received  100  cc  or  more.  Blood  loss  and  replacement 
was  not  related  to  delay  in  initiating  treatment,  nor 
could  it  be  correlated  with  the  type  of  operation  em- 
ployed. Table  10  demonstrates  quite  clearly  that  the 
integrity  of  the  pregnancy  made  a  difference  in  the 
need  for  blood  transfusion. 

Postoperative  course 

There  were  no  maternal  deaths.  Twelve  of  the  17 
patients  (70.5  percent)  had  postoperative  morbidity 
demonstrated  by  a  temperature  above  100.4  F  or 
other  medical  complications  secondary  to  the  preg- 
nancy or  operative  procedures.  No  correlation  could 
be  established  between  morbidity  and  blood  loss  and 
replacement  or  the  operative  procedure  employed. 
All  patients  were  discharged  from  the  hospital  not 
earlier  than  the  fifth  postoperative  day  (Table  9). 
The  mean  hospital  stay  was  6.9  days. 

CONCLUSION 

Interstitial  pregnancy  is  an  uncommon  type  of 
tubal  pregnancy  representing  less  than  3  percent  of 
all  such  pregnancies.  Unlike  other  types  of  tubal  preg- 
nancy, its  symptoms  appear  late  in  the  course  of  the 
pregnancy.  All  women  in  their  reproductive  years 
are  potential  candidates.  Parity  has  no  particular 
influence.  A  history  of  possible  tubal  injury  is  signifi- 
cant. Asymmetry  of  the  uterus  deserves  special  at- 
tention. A  bulging  cul  de  sac  demands  an  immediate 
diagnostic  procedure.  Culdocentesis,  culdoscopy,  and 
laparoscopy  are  valuable  aids  in  establishing  the 
diagnosis.  Diagnosis  and  treatment  before  rupture 
minimizes  the  necessity  for  blood  transfusion. 

REFERENCES 
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The  Dalkon  Shield  and  the  Nulliparous 

i 

i 

Takey  Crist,  M.D.,  and  Ann  Groce* 

i 

1 

Patient 

'""THE  Dalkon  shield  holds  promise  as  a  superior 
form  of  intrauterine  contraceptive  device. 

Since  the  initial  reports  by  Davis1  of  the  use  of 
the  Dalkon  shield,  very  little  has  been  written  on 
the  subject.  It  is  of  interest  that  in  Davis's  series,  51 
of  the  640  patients  were  nulliparous. 

The  low  rate  of  pregnancy  (1.1  percent),  expul- 
sion rate  (4.3  percent),  and  removal  (2.6  percent) 
reported  in  that  study  seemed  to  make  the  Dalkon 
shield  an  especially  attractive  form  of  contraception 
for  a  population  of  young,  sexually  active  women. 
Certainly,  these  low  rates  compare  favorably  to  a 
1968  report,  by  Teitze,2  on  390  nulliparous  patients 
who  had  a  combined  total  pregnancy,  expulsion,  and 
removal  rate  of  43.7  percent. 

The  present  series  covers  a  12-month  period  be- 
ginning April,  1970,  and  ending  April,  1971.  The 
study  includes  158  nulliparous  college  co-eds  at  one 
southeastern  university.  The  patients  were  seen  in  the 
health  education  clinic,  primarily  by  one  obstetrician- 
gynecologist.  Follow-up  evaluations  were  done  at 
intervals  of  3,  6,  and  12  months.  Patients  who  did 
not  return  to  the  clinic  for  observation  were  inter- 
viewed by  telephone  or  personal  contact. 

Of  the  original  158  patients,  19(12  percent)  were 
lost  to  follow-up.  The  remaining  139  patients  rep- 
resent a  reported  series  of  initial  use  of  the  Dalkon 
shield  for  a  total  of  1,222  woman  months.  The 
median  age  of  the  patients  was  21  years,  with  a 
range  of  18-30  years  (Table  1). 

Of  the   139  patients,    116  (83   percent)  are  still 


using  the  Dalkon  shield.  Although  the  most  common 
complaint  has  been  cramping  or  increase  in  mens- 
trual flow,  the  symptoms  have  not  been  sufficiently 
severe  to  cause  the  patient  to  remove  the  shield  and 
substitute  another  method  of  contraception. 

Table  2  summarizes  the  reasons  for  removal  of 
the  Dalkon  shield  after  the  initial  insertion. 

The  two  pregnancies  that  occurred  while  the  shield 
was  in  use  did  so  during  the  first  three  months  of 
use.  This  finding  has  been  reported  by  Gabrielson4 
in  a  recent  report  from  Kansas  City.  Gabrielson  now 
recommends  a  supplemental  method  of  contraception 
during  the  first  three  months  of  shield  use. 


Table  1 
Use  of  the  Dalkon  Shield  by  158  Nulliparous  Patients* 

Number         Percent 


Patients  observed  for  1222  woman  months 
Patients  lost  to  follow-up 

Total 


139 
19 

158 


12 

100 


*  Age  range:  18-30  years 
Median  age:  21  years 


From  the  Department  of  Obstetrics  and  Gynecology,  University  of 
North  Carolina   School  of  Medicine.   Chapel   Hill. 

*  Medical  student. 

Reprint  requests  to  the  Department  of  Obstetrics  and  Gynecology, 
University  of  North  Carolina  School  of  Medicine,  Chapel  Hill.  N.  C. 
27514  (Dr.  Crist). 
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Table  2 

Reasons  for  Removal 

No.  Cases 

Cramping  or  bleeding 

8 

Expulsion 

2 

Desire  for  pregnancy 

2 

Pelvic  inflammatory  disease 

1 

Other* 

boyfriend.  Fear  o 
of   contraception 

8 

*  Mother  wanted  it  out.  Broke  up  with 
flammatory   disease.    Responsibility 
sexual  partner. 

pelvic  in- 
shifted    to 
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Table  3 

Experience  With  Shield  Devices  at 
North  Carolina  Memorial  Hospital  1970-1971 


First  insertion 
Pregnancy 
Expulsion 
Medical   removal 
Personal  removal 
Desire  for  pregnancy 
Continued  use 


We  do  not  make  this  recommendation,  since  we 
believe  that  a  highly  fertile  woman  who  becomes 
pregnant  within  the  first  three  months  despite  the 
presence  of  a  shield  will,  if  she  uses  supplementary 
protection  during  these  three  months,  likely  become 
pregnant  during  the  next  three  months.  No  one  knows 
exactly  how  the  intrauterine  device  works,  and  cer- 


No.  Patients 

Percent 

139 

100.0 

2 

1.4 

2 

1.4 

10 

7.4 

7 

5.1 

2 

1.4 

116 

83.3 

tainly  its  mechanism  of  action  does  not  change  after 
the  first  three  months. 

The  results  of  this  series  are  summarized  in 
Table  3. 

CONCLUSION 

While  the  results  appear  favorable,  it  should  be 
pointed  out  that  this  is  only  a  preliminary  report. 
The  results  confirm  the  findings  of  Ostergard,  Ga- 
brielson  and  other  unpublished  reports  that  the 
Dalkon  shield  is  tolerated  by  the  nulliparous  uterus 
as  other  IUD  devices  are  tolerated  by  the  multi- 
gravidous  uterus. :!  Thus  the  Dalkon  shield  can  be 
used  as  an  acceptable  method  of  contraception  in 
the  nulliparous  patient. 
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3.  Ostergard  DR.  Gabrielson  MO:   Shield  may  be  preferable  to  Lippes 
loop  in  nulliparous.  Ob/Gyn  News  6:35,  1971. 
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Certain  hurtful  prejudices,  with  regard  to  bleeding,  still  prevail  among  the  country  people. 
They  talk,  for  instance,  of  head-veins,  heart-veins,  breast-veins,  etc.  and  believe  that  bleeding 
in  these  will  certainly  cure  all  diseases  of  the  parts  from  whence  they  are  supposed  to  come, 
without  considering  that  all  the  blood-vessels  arise  from  the  heart,  and  return  to  it  again; 
for  which  reason,  unless  in  topical  inflammations,  it  signifies  very  little  from  what  part  of 
the  body  blood  is  taken.  But  this,  though  a  foolish  prejudice,  is  not  near  so  hurtful  as  the 
vulgar  notion,  that  the  first  bleeding  will  perform  wonders.  This  belief  makes  them  often 
postpone  the  operation  when  necessary,  in  order  to  reserve  it  for  some  more  important 
occasion,  and,  when  they  think  themselves  in  extreme  danger,  they  fly  to  it  for  relief,  whether 
it  be  proper  or  not.  Bleeding  at  certain  stated  periods  or  seasons  has,  likewise,  bad  effects. — 
William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases 
by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  pp.  3SS-3S9. 
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Editorials 


A  CHALLENGE  TO  MEDICAL  LEADERSHIP 

The  1973  Annual  Conference  sponsored  by  the 
Committee  on  Public  Relations  for  Statewide  Medical 
leaders  was  directed  to  the  central  theme  of  Access 
to  Medical  Care.  Featured  speakers  were  Dr.  John  R. 
Kernodle  and  Dr.  James  Sammons,  Chairman  and 
Vice-Chairman  respectively  of  the  A.M. A.  Board  of 
Trustees.  Dr.  Kernodle  described  the  three  main  fac- 
ets of  access  as  availability  of  physicians  and  health 
personnel,  convenience  and  suitability  of  facilities, 
and  cost  of  care;  emphasizing  the  importance  of 
cooperative  efforts  of  medical  leaders  at  all  levels  to 
find  solutions  to  current  problems.  Dr.  Sammons 
stressed  the  need  for  medical  unity  and  the  broad 
responsibility  of  the  physician  to  his  profession  and 
community.  He  also  cited  the  need  for  individual  citi- 
zens to  become  more  good-health-oriented  in  per- 
sonal life  style. 

The  program  provided  in-depth  discussions  of 
practice  management  to  enhance  physician  produc- 
tivity, utilization  of  allied  health  personnel,  improve- 
ment of  emergency  care  facilities,  and  prospective 
Federal  and  State  health  legislation.  A  representative 
of  HEW  outlined  the  provisions  of  HR1  establishing 
requirements  for  Professional  Service — Review  Or- 
ganizations and  urged  forthright  action  on  the  part  of 
medical  leaders  to  direct  this  program. 

It  is  apparent  that  informed  leadership  and  objec- 
tive performance  is  essential  to  the  preservation  of 
an  independent  profession.  Toward  this  end  Dr.  John 
McCain  and  his  Committee  provided  a  program  of 
superior  quality. 

J.S.R. 


MORE  ON  WATER  MUSIC 

Scattered  about  in  the  public  press  (the  original 
New  Scientist  article  isn't  available  here)  have  been 
accounts  of  what  surely  was  the  musical  event  of  the 
year  in  Stockholm,  an  "avant  garde"  recital  featuring 
the  bizarre.  While  the  highly  publicized  case  of  the 
recitalist  who  dynamited,  sledge-hammered,  and 
sawed  up  the  piano  has  gotten  most  of  the  attention, 
members  of  our  profession  who  are  not  traumatolo- 
gists (the  piano  ripper  wound  up  in  the  hospital) 
might  be  interested  in  the  "sound  piece"  of  another 
participant,  one  M.  Marioni.  As  recounted  in  Medi- 
cal Tribune  (1-3-73,  p.  23),  this  "artist"  spent  the 
afternoon  preparing  for  the  concert  by  drinking  beer. 
When  his  turn  came  he  climbed  up  a  3.048-meter 
ladder  (MT  said  10  feet,  but  in  Stockholm?)  and 
urinated  in  a  galvanized  bucket.  Why  galvanized, 
whether  or  not  tuned  properly,  and  what  to  do  for  an 
encore  were  not  discussed  in  Medical  Tribune's  brief 
account. 

A  few  months  ago  these  pages  called  attention  to 
the  use  of  the  sound  of  pissing  in  science.1  We  would 
be  remiss  not  to  call  attention  to  this  means  of  artistic 
expression,  but  we  sincerely  hope  never  to  be  taken 
away  from  the  hearthside  to  attend  such  a  per- 
formance. If  it  is  still  safe  to  predict  the  ladies'  re- 
actions, the  reluctant  male  concertgoer  may  be  safe 
from  M.  Marioni. 

Reference 

1.  The  Sound  of  Pissing,  NC  Med  J  33:339,  1972. 


Wounded  persons  ought  to  he  kept  perfectly  quiet  and  easy.  Every  thing  that  ruffles  the 
mind  or  moves  the  passions,  as  love,  anger,  fear,  excessive  joy,  etc.  are  very  hurtful.  They 
ought,  above  all  things,  to  abstain  from  venery.  The  body  should  be  kept  gently  open, 
either  by  laxative  clysters,  or  a  cool  vegetable  diet,  as  roasted  apples,  stewed  prunes,  boiled 
spinage,  and  such-like. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention 
and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  383 
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A  UNIFORM  AMBULANCE  REPORTING 
FORM 

Caldwell  B.  Esselstyn,  M.D.,  and  Roy  Nickels 

In  New  York  State,  a  standard  form  for  recording 
emergency  care  given  by  ambulance  crews  was  intro- 
duced on  a  voluntary  basis  four  years  ago.  The  1,- 
250  companies  now  cooperating  with  the  program  are 
completing  records  on  13,000  cases  a  month.  Initial 
resistance  on  the  part  of  some  ambulance  services  to 
using  the  form  was  overcome  primarily  through  per- 
sonal contact  by  representatives  of  the  Bureau  of 
Emergency  Health  Services. 

Constructive  input  from  ambulance  companies, 
law  enforcement  agencies,  and  medical  and  hospital 
groups  during  field  testing  has  contributed  to  the 
development  of  a  refined  reporting  form  and  the  col- 
lection of  significant  data.  These  data  are  being  com- 
puterized and  analyzed  by  the  N.  Y.  State  Depart- 
ment of  Health. 

Pre-hospital  emergency  patient  care  has  been  im- 
proved by  the  use  of  the  standard  form  in  a  variety  of 
ways.  The  ambulance  companies  can  use  them  as  per- 
formance records,  for  fiscal  purposes,  and  as  case  re- 
ports for  educational  discussions.  Planning  agencies 
and  the  Health  Department  use  the  data  to  determine 
distribution  of  services,  peak  load  times,  needs  for 
emphasis  in  training  programs,  and  the  degree  of 
compliance  with  established  standards.  For  ambu- 
lance attendants  and  hospitals,  the  reporting  form 


provides  documentation  of  the  patient's  condition  and 
the  care  he  receives  from  the  moment  the  attendant 
arrives  at  the  scene  until  he  is  in  the  hands  of  emer- 
gency room  personnel.  The  form  is  designed  to  be- 
come part  of  the  patient's  chart  if  the  hospital  so  de- 
sires. 

Data  which  indicate  areas  in  greatest  need  of  gov- 
ernmental financial  support  can  be  gleaned  from 
these  forms.  Performance  comparisons  with  other  like 
areas  within  the  state  and  in  other  states  are  facili- 
tated. The  form  also  provides  justification  for  inter- 
mediary or  third  party  payments  for  services  rendered 
by  the  ambulance  attendants. 

The  current  trend  toward  more  sophisticated  emer- 
gency care  in  the  field  (drug  administration,  intuba- 
tion, defibrillation,  intravenous  therapy,  and  similar 
techniques)  performed  by  highly  skilled  ambulance 
attendants  requires  accurate  documentation  of  all  the 
pertinent  facts  and  incorporation  of  the  report  form 
into  the  patient's  medical  record.  A  uniform  ambu- 
lance reporting  form  is  a  significant  factor  in  up- 
grading emergency  medical  services. 

Abstracted  by  Mary  C.  Davison,  M.D. 

From  "Emergency  Medicine  Today,"  AM  A  Com- 
mission on  Emergency  Medical  Services,  Vol.  2, 
No.  2,  John  M.  Howard,  M.D.,  editor.  The  original 
article  may  be  obtained  from  the  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 


In  ulcers  of  the  lower  limbs,  great  benefit  is  often  received  from  tight  rollers  or  wearing 
a  laced  stocking,  as  this  prevents  the  flux  of  humours  to  the  sores,  and  disposes  them  to 
heal. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  397. 
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To  the  Editor: 

I  am  planning  to  edit  a  book  with  the  tentative 
title  of  Notable  Physicians  and  Their  Faith,  and  am 
seeking  contributors  to  this  book.  I  believe  that  phy- 
sicians can  and  would  want  to  share  their  faith, 
for  the  benefit  of  other  physicians  and  the  public. 


Anyone  interested  in  contributing  to  this  book,  please 
write  to  me  at  the  following  address: 

Claude  A.  Frazier,  M.D. 
4-C  Doctor's  Park 
Asheville,  N.  C.  28801 


Committees  and 
Organizations 


COMMITTEE  ON  CONSTITUTION  AND 
BY-LAWS 

September  28, 1972 
Henry  J.  Carr,  Jr.,  M.D.,  Chairman 

The  Committee  reviewed  changes  ratified  by  the 
House  of  Delegates  in  1972.  It  was  suggested  that 
Article  IV,  Section  6  (new  section  3)  the  line  which 
reads  "The  Society  shall  hold  an  annual  meeting,  dur- 
ing which  time  there  shall  be  held  .  .  ."  be  changed 


for  grammatical  clarification  to  read  "The  Society 
shall  meet  annually,  at  which  time  there  shall  be 
held.  .  .  ." 

After  considerable  discussion,  a  motion  was  made, 
duly  seconded,  and  passed  to  the  effect  that: 

This  Committee  recommends  a  revision  of  the  first 
reading  of  Chapter  XI,  Section  1,  of  the  By-laws  to 
delete  the  last  phrase  reading,  "except  that  the  stu- 
dent member  section  shall  not  elect  any  delegates." 


WHAT?  WHEN?  WHERE? 


May   1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "For 
information.") 

I.   Current   Events   in   North    Carolina 
May  19-23 

Annual    Session,   North  Carolina   Medical   Society 
Place:   The  Carolina.   Pinehurst 


For  Information:  William  N.  Hilliard,  Executive  Director 
P.  O.  Box  27167,  Raleigh  27611 

June   11-13 

North  Carolina   Hospital  Association  Annual   Meeting 
Place:   Grove   Park,  Asheville 

For  Information:  Diane  Turner  or  Jay  Camp,  P.  O.  Box 
10937.   Raleigh   27605 

June   14-17 

Seaboard  Medical  Association  of  Virginia  and  North  Caro- 
lina, 77th  Annual  Meeting 

Place:  Carolinian  Hotel.  Nags  Head 

For  Information:  Mrs.  Annette  S.  Boutwell,  Executive  Di- 
rector. P.  O.  Box   10387,   Raleigh  27605 
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July  4-6 

Third  Annual  Sports  Medicine  Symposium 

Place:   Blockade  Runner   Motor   Hotel,   Wrightsville   Beach 

Sponsor:  Committee  on  the  Medical  Aspects  of  Sports,  N.  C. 
Medical  Society 

For  Information:  Frank  C.  Wilson,  M.D.,  Division  of  Ortho- 
paedic Surgery,  N.  C.  Memorial  Hospital,  Chapel  Hill 
27514 

Approved  for  7  hours  elective  hours  AAFP  credit. 

II.  Coming  Events  in  North  Carolina 
September  7-8 

The  Annual  Meeting  of  the  North  Carolina  Chapter  of  the 
American  Academy  of  Pediatrics  and  The  North  Caro- 
lina Pediatric  Society 

Place:  The  Carolina,  Pinehurst 

For  Information:  Mrs.  John  Mcl.ain,  Executive  Secretary, 
Rugby  Road,  Durham  27707 

September  21-22 

Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy 
and  Surgery 

Place:  Duke  University  Medical  Center,  Durham 

Sponsor:  Department  of  Obstetrics  and  Gynecology,  Duke 
University  Medical  Center 

For  Information:  W.  T.  Creasman,  M.D.,  Director  of  Gyne- 
cology, P.  O.  Box  3079,  Duke  University  Medical  Center, 
Durham  27710 

September  26-29 

Medical  Society  Committee  Conclave 

Place:  Midpines  Club,  Southern  Pines 

For  Information:  Mr.  William  N.  Hilliard,  Executive  Direc- 
tor, P.  O.  Box  27167,  Raleigh  27611 

III.  Out  of  State   (through   September,    1973) 
May  21-22 

Annual  Meeting  of  the  Carolinas  Society  for  Health  Care 

Education  and  Training 
Place:  Myrtle  Beach,  South  Carolina 
For   Information:    Mr.    Frank    Holland,    Memorial    Mission 

Hospital,  509   Biltmore   Avenue,   Asheville   28801 

June  21-22 

Nursing  Workshop  on  Occupational   Health 

Place:  Greenville,  South  Carolina 

Sponsor:  College  of  Nursing,   Medical  University  of  South 

Carolina 
For   Information:    Helen   OToole,    Division   of   Continuing 

Education.  MUSC,  Charleston  29401 

August  2-4 

Troika  Summer  Workshop  in  Patient  Management 

Place:  Holiday  Inn  Downtown,  Myrtle  Beach,  South  Carolina 

Fee:  $75.00 

Sponsors:  Bowman  Gray  School  of  Medicine,  Duke  Univer- 
sity School  of  Medicine,  UNC  School  of  Medicine 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean  for 
Continuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem  27103 


NEW  MEMBERS 

of  the  State  Society 


Anderson.    Dudley   Buist,    MD    (I)    Carolina   Clinic,    Inc., 

Wilson  27893 
Barr,  Ronald  Wayne,  MD   (I)   Box  780,  General  Electric, 

Wilmington  28401 
Battle,  Gay  Kirchner,  MD  (GP)    1118  Radio  Road,  States- 

ville  28677 
Battle.  James  Wayne,  MD   (S)    1118   Radio  Road,  States- 

ville  28677 
Becker,  Lewis  Charles,  MD  (C)  N.  C.  Memorial  Hospital, 

Chapel  Hill  27514 
Bodiford,   Homer  Alcus,  Jr.,  MD    (Path)    Rt.   1,  Box   147, 

Wagram  28396 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

•  high  urinary  levels 

•  generally  good  tolerance 

•  high  solubility  at  average  urinary  pH 

•  rapid  absorption 

•  rapid  renal  clearance 

•  high  plasma  concentrations 

•  economy  (average  cost  of  therapy: 
less  than  61/2  0  per  tablet) 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 
Indications:  Nonobstructed  urinary  tract  infections 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sus- 
ceptible organisms.  Important  Note:  In  vitro  sen- 
sitivity tests  not  always  reliable;  must  be  coordinated 
with  bacteriological  and  clinical  response.  Add 
aminobenzoic  acid  to  follow-up  culture  media.  In- 
creasing frequency  of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially  in  chronic 
and  recurrent  urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/100  ml;  measure 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamides; 
infants  less  than  2  months  of  age;  pregnancy  at  term 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established.  Do 
not  use  for  group  A  beta-hemolytic  streptococcal  in- 
fections, as  sequelae  (rheumatic  fever,  glomerulone- 
phritis) are  not  prevented.  Deaths  reported  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications 
of  serious  blood  disorders.  CBC  and  urinalysis  with 
careful  microscopic  examination  should  be  performed 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy  or  bronchial 
asthma.  Hemolysis,  frequently  dose  related,  may  oc- 
cur in  glucose-6-phosphate  dehydrogenase-deficient 
patients.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 
Adverse  Reactions:  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  thrombocytopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions:  Erythema 
multiforme  (Stevens-Johnson  syndrome),  generalized 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylac- 
toid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  al- 
lergic myocarditis;  Gastrointestinal  reactions:  Nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  ano- 
rexia, pancreatitis  and  stomatitis;  C.N.S.  reactions: 
Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  Miscellaneous  reactions:  Drug  fever, 
chills  and  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc- 
curred. Due  to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and 
oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  fol- 
lowing long-term  administration.  Cross-sensitivity 
with  these  agents  may  exist. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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n  acute,  recurrent  or  chronic  nonobstructed  cystitis 


BUILT-IN 

BENEFITS  OF 

GANTRISIN 

sulfisoxazole/Roche® 


L 


High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 

in  the  urine-usually  in  2  to  3  hours.  With  the  recommended 

dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 

throughout  therapy  to  combat  such  susceptible  organisms 

as  E.  co//,  Klebsiella- Aerobacter,  Staphylococcus  aureus,  Proteus 

mirabilis  and,  less  frequently,  Proteus  vulgaris. 


z 


Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  %  of  1002  patients  in  a 

recent  study*).  Even  minor  reactions  are  comparatively 

infrequent,  but  may  include  nausea,  headache  and  vomiting. 

For  other  possible  undesirable  reactions,  and  precautions, 

please  see  summary  of  prescribing  information  on  opposite  page. 

•Koch-Weser.  J.,  el  a/.:  Arch.  Intern.  Med.,  128  399.  1971. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin8 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4  to  8  tablets  stat 
2to4tabletsg./.d. 


Bodner,  Wm.  Raymond,  Jr.,  MD   (P)   4100-F  Stirrup  Dr., 

Greensboro  27407 
Burk,  Wm.  Joseph,  III,  MD  (I)  UNC  Student  Health  Ser- 
vice, Chapel  Hill  27514 
Campbell,  Robert  Richard,  MD  (R)   108  N.  Andrews  Ave., 

Goldsboro  27530 
Cernugel,  Albert  P.,  MD  (GP)  Onslow  Memorial  Hospital, 

Jacksonville  28540 
Comer,  Paul  Bernard,  MD   (Anes)   4856  Hawkwood  Trail, 

Winston-Salem  27103 
Cook,  James  Hosmer,  MD  (I)  281  McDowell  St.,  Asheville 

28803 
Culpepper,   Fred   Carroll,   III,    MD    (Pd)    225    Hawthorne 

Lane,  Suite  505,  Charlotte  28204 
Daw,   David  Compton,   MD    (Anes)    1300  St.   Mary's  St., 

Raleigh  27605 
Ellis,    R.    G.,    MD    (S)    (Renewal)    400    Van    Buren    Rd., 

Eden  27288 
Ferrari,  Heriberto  Alfredo,  MD  (Anes)  3121  Sharon  Road, 

Charlotte  28211 
Gardner,  Robert  Edward,  MD,  O'Berry  Center,  Goldsboro 

27530 
Gardner,   Wm.   Ronald,   MD   (S)    Richard   Baker  Hospital, 

Hickory  28601 
Gleaton,  Hugh  E.,  Jr.,  MD   (Oph)   800  Fleming  St.,  Suite 

5,  Hendersonville  28739 
Gujrati,   Kanaiyalal   Anvitlal,   MD    (Oph)    415-A   Elizabeth 

St.,  Clinton  28328 
Hicks,  Charles  Montgomery,  MD   (Pd)    1914  Glen  Meade 

Rd.,  Wilmington  28401 
Holthusen,    Gregory    Grant,    MD    (Or)    230    Fairfax    Dr., 

Winston-Salem 
Hoole,   Axalla   John,   MD    (I)    N.   C.    Memorial    Hospital, 

Chapel  Hill  27514 
Jarrahi,   Ali,  MD   (P)   Box    I,  Cherry  Hospital,  Goldsboro 

27530 
Johnson,   Joseph    Eggleston,    III,    MD    (I)    Bowman    Gray, 

Winston-Salem  27103 
Jones,  Frank  Collins,  Jr.,  MD  (S)  Eastgate,  Sylva  28779 
Lincoln,   David   Ogden,   MD    (Or)    283    Biltmore    Avenue. 

Asheville  28801 
Madry,  James  Thomas,  MD  (ObG)  515  E.  Statesville  Ave., 

Mooresville  28115 
Mayer,  Eugene  Stephen,  MD  (GP)  618  Wells  Court,  Chapel 

Hill  27514 
McAlpine,  Richard  Jens,  MD  (GP)  P.  O.  Box  301,  Sparta 

28675 
Mewborn,  Quentine  Alexander,  Jr.,  MD  (GP)    102  St.  An- 
drews Dr.,  Greenville  27834 
Meek,  Joe  Bernard,  MD   (OR)    1669  Owen   Dr.,   Fayette- 

ville  28305 
McKay,  David  Andrews,  MD   (I)   N.  C.   Memorial  Hospi- 
tal, Chapel  Hill  27514 
Mukamal,  Ronald  Sasson,  MD   (S)   707  N.  Thompson  St., 

Whiteville  28472 
Paddison,  George  Marion,  MD  (R)  Watts  Hospital  X-Ray, 

Durham  27701 
Price,  Andrew  Richard,  MD   (I)    1302  Lakeside  Dr.,  Wil- 
son 27893 
Rice,  James  Davies,   MD    (R)    3230   Deerwood   Rd.,  Gas- 

tonia  28052 
Rittenberg,  Gerald  Mark,  MD  (R)  UNC  Radiology  Dept., 

Chapel  Hill  27514 
Rogers,  Ted,  MD  (Oph)  P.  O.  Box  869,  Waynesville  28786 
Sandborne.    Wm.    D.,    MD    (S)    Mt.    Sanitarium,    Fletcher 

28732 
Schwarten,  Donald  Evens,  MD  (R)  1433-D  Brookwood  Dr.. 

Winston-Salem  27106 
Seidel.  Murray  Kaye,  MD  (Or)    1616  Medical  Center  Dr., 

Wilmington  28401 
Shah,   Bansilal   Parbhulal,  MD   (S)    1608  Northwest  Blvd., 

Apt.  M,  Winston-Salem 
Slotkin,  Robert  I,  MD  (P)   100  Colonial  Ave.  N.  Charlotte 

28207 
Stephens,  Claud  Larnie,  Jr.,  MD  (GP)  1207  Murchison  Rd., 

Fayetteville  28305 
Stone,   Robert  Thomas,  MD   (ALR)    1709  S.  Tarboro  St., 

Wilson  27893 
Swift,  Michael  Ronald,  MD   (I)  N.  C.  Memorial  Hospital, 

Chapel  Hill  27514 


Tart,  James  Alvin,  MD  (IJ  Carthage  Rd.,  Box  551,  Pine- 
hurst  28374 

Tauber,  Stuart  Davis,  MD  (I)  307-A  Doctors  Building, 
Asheville  28801 

Uppin,  A.  S.,  MD  (S)  400  E.  Center  St.,  Lexington  27292 

Valencia,  Rodolfo  Cirineo,  MD  (I)  113  Alexander  Plaza, 
Swannanoa  28778 

Venters,  Wayne  B.,  MD  (Or)  205  W.  Bayshore  Blvd.,  Jack- 
sonville 28540 

Walton,  Leslie  Augustus,  MD  (ObG)  1012  Kings  Drive, 
Charlotte  28207 

Williams,  John  Howard,  MD  (R)  Pardee  Memorial  Hospi- 
tal, Hendersonville  28739 

Woodard,  Jerry  Cleon,  MD  (G)  1103  Knollwood  Dr.,  Wil- 
son 27893 

Wyttenbach,  Frederick  Charles,  MD,  Rt.  9,  Box  383,  Salis- 
bury 28144 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


A  marital  health  clinic,  which  is  involved  in  help- 
ing enrich  already  stable  marriages,  has  opened  at  the 
Bowman  Gray  School  of  Medicine. 

The  clinic  is  operated  by  the  school's  Behavioral 
Sciences  Center  and  is  directed  by  Dr.  Clark  E.  Vin- 
cent, professor  of  sociology.  Dr.  Richard  C.  Proc- 
tor, professor  and  chairman  of  the  Department  of 
Psychiatry,  is  the  medical  director. 

The  clinic's  primary  emphasis  is  on  preventing 
problems  in  marriage,  according  to  Vincent.  He  lik- 
ened the  clinic's  mission  to  that  of  dental  and  physical 
checkups. 

One  method  of  marriage  enrichment  will  be  re- 
treats, where  married  couples  get  together  to  discuss 
their  problems  and  successes. 

All  members  of  the  clinic's  staff  are  associated 
with  the  American  Association  of  Marriage  and 
Family  Counselors. 

Dr.  Weston  M.  Kelsey,  professor  and  chairman  of 
the  Department  of  Pediatrics  at  the  Bowman  Gray 
School  of  Medicine,  was  honored  March  30  by  the 
physicians  who  have  trained  under  him. 

During  his  19  years  as  department  chairman,  Kel- 
sey has  directed  the  training  of  225  residents  and 
interns,  75  of  whom  returned  for  the  dinner  honoring 
him. 

In  recognition  of  his  excellence  as  a  teacher  and 
diagnostician,  a  portrait  of  Kelsey  was  presented  to 
the  medical  school  during  the  dinner.  The  portrait 
was  commissioned  by  his  former  residents  and  interns 
and  was  painted  by  George  C.  Lynch,  a  Winston- 
Salem  artist  and  director  of  the  medical  school's  De- 
partment of  Audiovisual  Resources. 
*  *  * 

Dr.  Alexander  A.  Birch,  assistant  professor  of 
anesthesia  at  the  Bowman  Gray  School  of  Medicine, 
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presented  an  exhibit  on  "Anesthesia  for  Laser  Sur- 
gery" at  the  International  Anesthesia  Research  So- 
ciety meeting,  March  11-15  in  Bal  Harbour,  Fla. 

*  *  * 

Dr.  Charles  L.  Spurr,  professor  of  medicine  at  the 
Bowman  Gray  School  of  Medicine,  spoke  on  "Leu- 
kemia, Lymphoma  and  Hodgkin's  Disease"  at  the 
North  Carolina  Cancer  Registry  Symposium  March 

14  in  Raleigh. 

*  *  * 

Dr.  Hal  T.  Wilson,  associate  professor  in  the  Di- 
vision of  Allied  Health  of  the  Bowman  Gray  School 
of  Medicine,  has  been  awarded  a  fellowship  in  medi- 
cal education  at  the  University  of  Illinois  School  of 
Medicine. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Dr.  Robert  E.  Stein,  an  orthopaedic  resident,  has 
been  awarded  a  $3,500  clinical  fellowship  in  ortho- 
paedic surgery  from  the  United  Cerebral  Palsy  Re- 
search and  Educational  Foundation. 

The  fellowship  is  under  the  direction  of  Dr.  J.  Leo- 
nard Goldner,  chief  of  orthopaedic  surgery. 

Stein's  fellowship  is  one  of  19  recently  awarded 

by  the  foundation  at  14  hospitals  and  universities. 
*  *  * 

A  prominent  British  radiologist,  Dr.  George 
Simon,  was  visiting  professor  of  radiology  March  26- 
28  as  guest  of  Dr.  Richard  G.  Lester,  chairman  of 
the  Department  of  Radiology. 

In  addition  to  appointments  at  St.  Bartholomew's 
Hospital  and  the  National  Heart  Hospital  in  London, 
Simon  also  is  curator  of  the  Radiological  Museum 
and  teacher  of  radiology  at  the  Institute  of  Diseases 
of  the  Chest,  University  of  London. 

=£  #  + 

The  Alfred  P.  Sloan  Foundation  has  awarded  Duke 
a  $12,500  grant  to  support  a  research  seminar  aimed 
at  giving  students  experience  in  dealing  with  policy 
decisions. 

The  subject  of  the  policy  research  will  be  the  prob- 
lems of  the  elderly  in  America.  The  seminar  is  being 
sponsored  by  the  Institute  of  Policy  Sciences  and  the 
Center  for  the  Study  of  Aging  and  Human  Develop- 
ment. 

Duke  is  one  of  eight  universities  selected  by  the 
foundation  to  form  student  task  forces  to  research  the 
problems  of  the  elderly. 

Dr.  James  Clotfelter  of  the  Institute  of  Policy 
Sciences  and  the  Aging  Center  said  that  the  intent  of 
the  seminar  is  to  give  the  students  some  perspectives 
on  how  to  approach  a  problem,  define  and  analyze  it, 
and  come  up  with  policy  recommendations. 

The  task  force,  which  has  about  15  members,  in- 


cludes students  in  the  course  and  several  persons  in- 
volved with  making  policies  which  affect  the  elderly 
in  the  Research  Triangle  area  of  North  Carolina. 

Clotfelter  said  the  three  major  areas  of  focus  in  the 
study  are  income  levels,  health  care,  and  the  role  of 

states  and  local  governments  in  aiding  the  aged. 
*  *  * 

The  Clinical  Society  of  Genito-Urinary  Surgeons 
held  its  annual  meeting  at  Tulane  Medical  School  in 
New  Orleans  during  Mardi  Gras  March  7-9,  and  Dr. 
Edwin  P.  Alyea,  who  came  south  from  Johns  Hop- 
kins University  in  1930  to  head  Duke's  newly  created 
Division  of  Urology,  presided  at  the  three-day  event. 

Dr.  Alyea,  chairman  of  the  Division  of  Urology 
until  1963  and  currently  professor  emeritus  of  uro- 
logy, is  president  of  the  52-year-old  society  which 
was  formed  in  1921  "to  promote  a  keener  interest  in 
problems  of  the  genito-urinary  system  by  visiting  such 
clinics  as  the  members  designate." 

Dr.  James  F.  Glenn,  professor  and  chief  of  the  Di- 
vision of  Urology,  and  Dr.  John  E.  Dees,  professor  of 
urology,  are  also  members  of  the  society. 

H!  *  ^ 

Twelve  outstanding  medical  educators  are  recom- 
mending that  the  federal  government  guarantee  be- 
fore the  end  of  this  decade  good  quality  health  care 
to  every  American. 

The  educators  also  recommend  major  changes  in 
the  design  and  scope  of  medical  education;  periodic 
recertification  of  physicians;  and  the  production  by 
1985  of  25,000  new  physi  ians  a  year  to  meet  the 
nation's  health  needs. 

The  recommendations  are  contained  in  a  book  en- 
titled "The  Future  of  Medical  Education,"  published 
in  April  by  the  Duke  Press. 

The  major  ones  include: 

— "Before  the  end  of  this  decade,  good  quality  care 
should  be  universally  guaranteed  by  federal  statute 
to  every  American — not  merely  planned  and  financed 
but  guaranteed." 

— "Medical  education  should  be  designed  as  a  true 
continuum  extending  from  secondary  school  through 
college,  medical  school,  hospital  training,  and  post- 
graduate education." 

This  would  include  better  integration  of  medical 
school  curricula  with  premedical  programs  to  allow 
earlier  admission  into  medical  school,  and  also  fur- 
ther medical  center  involvement  in  residency  training 
and  continuing  education  for  physicians. 

— "Funding  for  medical  research  and  for  the  train- 
ing of  investigators  in  all  of  the  sciences  allied  to 
medicine  should  be  substantially  expanded." 

— "Periodic  recertification  of  physicians  and  a  sys- 
tem of  incentives  for  continuing  education  must  be  in- 
troduced as  mechanisms  for  insuring  the  maintenance 
of  a  high  level  of  professional  competence." 

— "The  federal  government  should  accept  ultimate 
major  responsibility  for  financing  medical  education." 

— "The  graduate  education  of  doctors  should  be 
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designed  to  produce  specialists  and  skills  as  required 
by  the  health  care  delivery  system." 

— "By  1985,  the  U.  S.  should  be  able  to  produce 
25,000  new  doctors  each  year  through  "maximum 
use  of  facilities  and  faculties,  adequate  financing, 
shortened  and  innovative  curricula  and  a  modest 
number  of  new  medical  schools." 

The  authors  are:  Dr.  William  G.  Anlyan,  vice 
president  for  health  affairs  at  Duke;  Dr.  W.  Gerald 
Austen,  professor  of  surgery,  Harvard  Medical 
School;  Dr.  John  C.  Beck,  professor  and  chairman, 
Department  of  Medicine,  McGill  University;  Dr.  Wil- 
liam D.  Bradford,  associate  professor  of  pathology, 
Duke;  Ray  E.  Brown,  executive  vice  president,  Mc- 
Gaw  Medical  Center,  Northwestern  University;  Dr. 
Martin  Cherkasky,  director,  Montefiore  Hospital  and 
Medical  Center;  Dr.  Lloyd  C.  Elan,  president,  Me- 
harry  Medical  College;  Dr.  Thomas  D.  Kinney,  direc- 
tor of  medical  and  allied  health  education,  Duke; 
Dr.  Irving  M.  London,  director  of  Harvard-Massa- 
chusetts Institute  of  Technology  Program  in  Health 
Sciences  and  Technology;  Dr.  Donald  N.  Medearis 
Jr.,  dean,  University  of  Pittsburgh  School  of  Medi- 
cine; Dr.  Eugene  A.  Stead,  professor  of  medicine, 
Duke;  and  Dr.  William  G.  Vander  Kloot,  professor 
and  chairman,  Department  of  Physiology  and  Bio- 
physics, Health  Sciences  Center,  State  University  of 
New  York  at  Stony  Brook. 


News  Notes  from  the— 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


Some  500  scientists  from  throughout  the  nation 
and  around  the  world  will  meet  on  the  University  of 
North  Carolina-Chapel  Hill  campus  May  21-23  in 
one  of  the  largest  scientific  sessions  ever  to  be  held  in 
North  Carolina. 

It  will  be  the  35th  annual  session  of  the  National 
Research  Council  Committee  on  Problems  of  Drug 
Dependence. 

More  than  50  scientific  papers  based  on  current 
drug  related  research  will  be  presented  by  the  world's 
foremost  scientists  in  both  biomedical  and  social 
sciences. 

Dr.  Cecil  G.  Sheps,  vice  chancellor  for  health 
sciences  at  the  University  of  North  Carolina  in  Chapel 
Hill  and  a  member  of  the  Committee  on  Problems 
of  Drug  Dependence,  is  program  chairman. 

Some  200  of  the  scientists  will  remain  in  Chapel 
Hill  for  an  international  Satellite  Meeting  on  Nar- 
cotics on  May  24. 

*  *  * 

A  new  service  to  assist  health  sciences  faculty,  de- 
partments, and  institutes  in  their  continuing  educa- 
tion programs  has  been  developed  at  UNC. 
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The  Course  and  Conference  Support  Service  is  a 
cooperative  system  which  combines  the  resources  of 
the  continuing  education  offices  of  the  Schools  of 
Dentistry,  Medicine,  Nursing,  Pharmacy  and  Public 
Health. 

*  *  * 

Dr.  Kenneth  M.  Brinkhous  of  the  UNC-CH  School 
of  Medicine  will  take  office  on  July  1  as  president 
of  the  American  Association  of  Pathologists  and  Bac- 
teriologists. 

Dr.  Brinkhous  was  elected  in  Washington  at  the 
annual  meeting  of  the  nation's  oldest  pathological  so- 
ciety. He  will  succeed  Dr.  Henry  D.  Moon,  chair- 
man of  pathology  at  the  University  of  California 
Medical  Center  in  San  Francisco. 

An  Alumni  Distinguished  Professor  of  Pathology 
and  chairman  of  the  Department  of  Pathology,  Brink- 
hous is  a  member  of  the  prestigious  National  Acade- 
my of  Sciences.  He  has  won  international  acclaim  for 
his  research  in  clinical  pathology  and  hemophilia 
(a  rare  bleeding  disease). 

*  *  * 

Twenty-seven  Tar  Heel  public  health  officials  be- 
gan training  in  Raleigh  February  23  for  master's  de- 
grees as  the  University  of  North  Carolina  at  Chapel 
Hill's  second  Off -Campus  Degree  Program  got  under- 
way. 

The  Off-Campus  Degree  Program,  open  to  em- 
ployees of  state  and  local  agencies,  is  designed  to  al- 
low personnel  to  complete  degree  requirements  on  a 
part-time  basis  while  continuing  to  carry  out  their 
regular  on-the-job  responsibilities. 

The  off-campus  program  began  in  1969,  and  the 
first  degrees  were  awarded  last  August. 

Medical  students  touring  western  North  Carolina 
this  spring  won't  be  there  to  observe  the  first  days 
of  spring.  They  will  be  there  to  see  the  latest  develop- 
ments in  mountain  medicine.  Officials  at  the  Univer- 
sity and  in  Appalachia  are  hopeful  that  many  of  these 
students  will  return  one  day  to  practice  there. 

Sponsoring  the  program  are  UNC  Medical  School's 
Department  of  Family  Medicine  in  Chapel  Hill  and 
the  State  of  Franklin  Health  Council. 

Touring  with  the  Chapel  Hill  group  will  be  British 
physicians,  nurses,  and  hospital  administrators  who 
are  participating  in  the  Kind's  Fund/Duke  Endow- 
ment course  on  the  Health  Care  System  in  the  United 
States.  This  group  is  studying  in  this  country  under  a 
joint  UNC-Duke  University  program. 

*  *  * 

When  Dean  Isaac  Manning  asked  young  Reece 
Berryhill  to  teach  his  physiology  course  in  the  spring 
of  1929,  the  young  doctor  said  he  didn't  think  he 
knew  enough  physiology  to  teach  it. 

"Well,  Reece,  then  this  is  a  damned  good  way  to 
learn  some  more!"  Dr.  Manning  replied.  Berryhill 
agreed  to  teach  the  class. 

On  March  22   (some  43  years  after  young  Dr. 
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Berryhill  gave  his  first  physiology  lecture),  his  alma 
,  mater  was  naming  a  building  after  him.  The  building 
which   became    "Berryhill    Hall"    that   day   is    also 
the  one  in  which  physiology  is  taught. 

The  eight-story,  red-brick  facility  is  more  than  any 
young  medical  school  instructor  could  have  imagined 
1  in  the  classrooms  of  the  thirties. 

The  building  cost  $6,077,523,  and  about   1,000 
students — from  medicine,  dentistry,  nursing,  medical 
technology,  physical  therapy,  and  graduate  students 
|  — are  taught  in  Berryhill  Hall  each  semester. 

The  official  dedication  of  Berryhill  Hall  coincided 
with  the  Annual  Alumni  Program  for  the  School  of 
Medicine.  An  alumnus,  Dr.  Erie  E.  Peacock,  Jr., 
chairman  of  the  Department  of  Surgery  at  the  School 
of  Medicine  at  the  University  of  Arizona,  was  the 
dedication  speaker. 

*  *  * 

The  University  of  Illinois  at  the  Medical  Center, 
Chicago,  will  present  an  honorary  degree  to  Professor 
Margaret  B.  Dolan,  head  of  the  Department  of  Public 
Health  Nursing  in  the  School  of  Public  Health  at  the 
University  of  North  Carolina,  Chapel  Hill,  during 
Commencement  Exercises  June  1. 

Mrs.  Dolan  was  an  assistant  and  associate  profes- 
sor in  the  School  of  Public  Health  at  the  University 
of  North  Carolina  (1950-59)  prior  to  being  named 
professor  and  head  of  the  department  of  Public 
Health  Nursing  (1959).  She  is  currently  president  of 
the  American  Public  Health  Association. 

5k  *  ♦ 

Two  UNC-Chapel  Hill  public  health  researchers 
were  among  the  five-member  U.S.  team  visiting  car- 
diovascular research  sites  March  17-25  in  Moscow 
and  Leningrad. 

Dr.  James  E.  Grizzle,  chairman,  Department  of 
Biostatistics,  and  Dr.  Herman  A.  Tyroler,  professor 
of  epidemiology,  visited  Russia  as  a  result  of  an 
agreement  between  the  U.S.S.R.  and  the  United 
States  to  cooperate  in  the  areas  of  cardiovascular  re- 
search. 

Both  Grizzle  and  Tyroler  are  involved  in  the  Lipid 
Research  Clinic  Project  sponsored  by  the  National 
Heart  and  Lung  Institute.  Grizzle  is  director  of  the 
Project's  Central  Patient  Registry  and  Coordinating 
Center  and  Tyroler  is  epidemiological  advisor  to  the 
Project. 

While  in  Russia,  the  scientists  visited  the  cardio- 
vascular research  centers  to  see  if  programs  of  co- 
operative research  can  be  established  in  the  study  of 
blood  lipids  and  the  relationship  between  level  of 
blood  lipids  and  the  incidence  of  heart  disease. 

♦  ♦  ♦ 

Myelin,  an  important  component  of  nerve  fibers 
involved  in  such  diseases  of  man  as  multiple  scle- 
rosis, is  being  studied  at  the  University  of  North 
Carolina  School  of  Medicine. 

Dr.  Richard  S.  Bear,  professor  of  anatomy,  and 
his  staff  are  working  under  a  three-year  $137,930 
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National  Institutes  of  Neurological  Disease  and 
Stroke  grant  to  investigate  the  structural  molecular 
neuroanatomy  of  myelin. 

Working  with  Dr.  Bear  are  co-investigator 
Royce  L.  Montgomery,  associate  professor  of  ana- 
tomy; Dr.  Ronald  J.  Chandross,  research  associate; 
and  Bruce  J.  Appaldoorn. 

*  *  * 

Summer  programs  in  health  sciences  for  minority 
and  disadvantaged  students  will  be  held  this  year  at 
both  the  University  of  North  Carolina  in  Chapel  Hill 
and  Western  Carolina  University  in  Cullowhee,  it  is 
announced  by  Dr.  Hector  Farias,  director  of  the  sum- 
mer program. 

Sponsored  by  the  N.  C.  Health  Manpower  De- 
velopment Program,  the  course  is  designed  to  aid 
minority  and  disadvantaged  students  prepare  for  and 
gain  entrance  to  health  professional  training.  Courses 
in  sciences  and  general  studies  and  clinical  experi- 
ences and  observations  will  acquaint  students  with 
the  realities  of  health  training  and  enable  them  to  ex- 
plore health  career  choices. 

With  the  opening  of  this  program.  Western  Caro- 
lina becomes  a  regional  center  of  the  Health  Man- 
power Development  Program.  It  will  specialize  in 
compensatory  health  education  programs  for  minority 
and  disadvantaged  students.  The  development  of  the 
new  center  is  under  Dr.  Harry  Ramsey,  program  co- 
ordinator. School  of  Health  Sciences  and  Services, 
Western  Carolina. 

Limited  financial  aid  for  the  summer  programs  will 
be  available  to  students  who  need  it  in  order  to  at- 
tend. Applications  forms  and  brochures  for  both  pro- 
grams may  be  obtained  by  writing  the  summer  pro- 
gram director,  Dr.  Hector  Farias,  Office  of  Medical 
Studies,  University  of  North  Carolina-Chapel  Hill 
Medical  School,  or  the  N.  C.  Health  Manpower  De- 
velopment Program,  201  NCNB  Plaza,  136  E.  Rose- 
mary St.,  Chapel  Hill,  N.  C.  27514. 

*  ^  * 

Dr.  Cecil  G.  Sheps,  vice  chancellor  for  health 
sciences,  and  Associate  Professor  Rolf  Lynton  partici- 
pated in  the  UNC-sponsored  University  Population 
Program's  (UPP)  second  International  Study  Group 
held  in  Shiraz,  Iran. 

The  University  Population  Program  is  a  project  of 
the  UNC-Chapel  Hill  Population  Center.  Funded  by 
the  U.  S.  Agency  for  International  Development,  the 
UPP  is  designed  to  stimulate  practical  information 
sharing  about  developing  population  programs  among 
a  growing  network  of  universities. 

*  *  % 

An  international  authority  on  the  treatment  of 
heart  and  blood  vessel  diseases  presented  the  1973 
Luther  H.  Hodges  Lecture  April  5. 

Dr.  W.  Gerald  Austen,  professor  of  surgery  at  Har- 
vard Medical  School  and  chief  of  General  Surgical 
Services  at  Massachusetts  General  Hospital,  discussed 
"New  Approaches  to  Coronary  Artery  Surgery." 
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Established  by  former  governor  Luther  H.  Hodges, 
the  Luther  H.  Hodges  Lecture  in  Cardiovascular 
Surgery  provides  for  guest  speakers  on  surgery  of  the 
heart  and  blood  vessels  and  on  new  development  in 

the  treatment  of  diseases  of  the  vascular  system. 

*  *  * 

Dr.  A.  Griswold  Bevin,  director  of  the  UNC-CH 
Hand  Rehabilitation  Center,  has  been  elected  to 
membership  in  the  American  Society  for  Surgery  of 
the  Hand. 

The  Society  is  made  up  of  approximately  250 
surgeons  in  the  United  States  who  have  a  major  inter- 
est in  hand  surgery,  and  who  have,  by  virtue  of  sig- 
nificant contributions  in  the  areas  of  patient  care, 
research  and  training,  merited  election  upon  nomina- 
tion and  recommendation  by  members  of  the  Society. 

Dr.  Bevin  is  chief  of  the  Division  of  Plastic  and 
Reconstructive  Surgery  and  Surgery  of  the  Hand  at 
the  University  here,  and  is  the  author  of  several  scien- 
tific publications  concerned  with  hand  injury  and  re- 
constructive surgery  of  the  hand. 

*  *  * 

National  officers  of  Sigma  Sigma  Sigma  sorority 
dedicated  the  Pediatric  Intensive  Care  Unit  at  N.  C. 
Memorial  Hospital  in  Chapel  Hill  March  3 1 . 

The  new  unit  was  financed,  in  part,  by  a  grant 
from  the  sorority's  national  philanthropic  organiza- 
tion, the  Robbie  Page  Memorial  Fund. 

*  *  * 

A  nationwide  attempt  to  determine  the  feasibility 
of  reducing  the  current  "epidemic"  of  heart  disease 
will  have  a  University  of  North  Carolina  epidemio- 
logist as  chairman  of  its  advisory  board. 

Dr.  John  C.  Cassell  of  the  UNC  School  of  Public 
Health  will  serve  as  chairman  of  the  Policy  Advisory 
Board  set  up  by  the  National  Heart  and  Lung  In- 
stitute, sponsor  of  the  study. 

*  *  * 

Dr.  Gizela  Lukovic'  of  Yugoslavia  is  studying  and 
lecturing  in  the  UNC  School  of  Public  Health  March 
through  May  as  a  World  Health  Organization  re- 
search fellow. 

Dr.  Lukovic'  will  work  closely  with  her  counterpart 
scientist  in  the  school,  Dr.  Morris  Schaefer,  professor 
of  health  administration.  A  specialist  in  statistics  and 
demography,  she  is  on  the  medical  faculty  of  the 
Andrija  Stampar  School  of  Public  Health,  University 
of  Zagreb,  Zagreb,  Yugoslavia. 


AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS 

The  first  definitive  work  on  the  discipline  of  family 
practice  is  now  off  the  press.  Family  Practice  is  a 
basic  text  for  students  and  residents  in  family  prac- 
tice, and  may  be  used  also  as  a  reference  for  prac- 
ticing physicians. 

The  volume  covers  a  wide  range  of  subjects,  in- 
cluding family  psychodynamics,  the  management  of 
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chronic  illness,  interviewing  techniques,  sex  counsel- 
ing, treatment  of  chemical  abuse,  and  managing  the 
health  care  team.  In  addition,  it  includes  15  chapters 
on  the  clinical  components  of  family  practice. 

Dr.  Thomas  W.  Johnson,  formerly  director  of  the 
Education  Division  of  the  American  Academy  of 
Family  Physicians;  Dr.  Robert  Rakel,  chairman  of 
the  Department  of  Family  Practice  at  the  University 
of  Iowa  College  of  Medicine,  and  Dr.  Howard  Conn, 
staff  member  of  Uniontown  (Pa.)  Hospital  are  co- 
editors.  Contributors  include  a  number  of  physicians 
in  family  practice  education  and  private  family  prac- 
titioners. 

The  library  description:  Family  Practice.  Conn, 
Rakel  and  Johnson.  W.  B.  Saunders  Co.,  West  Wash- 
ington Square,  Philadelphia,  Pa.,  19105.  About  1,- 
065  pages,  350  figures.  About  $33.00. 


NEWS  NOTES 


Dr.  Carl  N.  Patterson  of  Durham  was  recently  re- 
elected secretary  of  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery  at  the  annual 
meeting  of  the  organization  held  in  St.  Louis,  Mo. 

Dr.  Patterson  is  on  the  staff  of  McPherson  Hos- 
pital in  Durham.  He  is  also  assistant  clinical  profes- 
sor of  surgery  (otolaryngology)  at  Duke  University 
Medical  Center  and  clinical  consultant  in  surgery 
(otolaryngology)  at  North  Carolina  Memorial  Hospi- 
tal. 

He  is  a  current  member  of  the  board  of  directors 
of  the  American  Academy  of  Facial  Plastic  and  Re- 
constructive Surgery. 

♦  #  # 

Dr.  David  G.  Sabiston  of  Durham  has  been  elected 
for  a  five-year  term  to  the  Board  of  Trustees  of  the 

American  College  of  Cardiology. 

*  *  * 

Dr.  Stuart  W.  Gibbs  of  Gastonia  has  been  named 
a  Fellow  of  the  American  College  of  Radiology. 


Blue  Cross  Plan  Releases 
New  Diet  and  Exercise  Booklet 

Diet  and  exercise  is  the  subject  of  a  new  96- 
page,  four  color  booklet  now  available  from  Blue 
Cross  and  Blue  Shield  of  North  Carolina  as  part  of 
its  continuing  program  of  health  education. 

Food  and  Fitness  is  the  sixth  in  a  series  of  health 
education  and  information  booklets  that  the  voluntary 
health  service  organization  has  distributed  since 
1968. 

The  booklet  is  designed  to  give  to  the  public  in- 
formation that  will  help  them  stay  healthy  and  live 
longer,  better  and  happier  lives.  H.  C.  Cranford,  Jr., 
vice  president,  Public  Relations  for  Blue  Cross  and 
Blue  Shield  of  North  Carolina,  said  the  booklet  is 
most  helpful  because  it  contains  facts  collected  from 
diet  and  exercise  experts,  and  not  ideas  or  beliefs 


from  persons  interested  in  developing  their  own  per- 
sonal health  cult. 

Food  and  Fitness  may  be  ordered  from  the  Pub- 
lic Relations  Division  of  Blue  Cross  and  Blue  Shield 
of  North  Carolina.  Copies  are  available  one  per  in- 
dividual free  of  charge  and,  in  quantity  on  a  cost- 
sharing  basis,  at  7l/i  cents  per  copy.  For  information 
write:  Public  Relations,  800  South  Duke  Street,  Dur- 
ham, North  Carolina  27702. 


New  Film  on  "Bicornuate  Uterus"  Now  Available 
from  Squibb  &  Sons 

A  new  educational  film,  "Bicornuate  Uterus,  Diag- 
nosis and  Management,"  is  now  available  for  show- 
ing to  medical  groups  from  E.  R.  Squibb  &  Sons, 
Inc. 

In  the  film,  Dr.  Y.  Douglas  Taguchi,  F.A.C.O.G. 
discusses  bicornuate  uterus,  the  commonest  uterine 
anomaly;  three  techniques  of  metroplasty,  a  correc- 
tive surgical  procedure;  and  presents  a  demonstration 
of  one  of  the  techniques.  Various  types  of  bicornuate 
uteri  are  illustrated  with  detailed  drawings. 

This  27-minute  sound  film  may  be  obtained  for 
professional  groups  by  writing  to  E.  R.  Squibb  & 
Sons,  P.  O.  Box  4000,  Princeton,  N.  J.  08540. 


Upjohn  Offers  Scope  Monograph  Series 
To  Medical,  Paramedical  Audiences 

The  Upjohn  Company's  Scope  monograph  series, 
formerly  published  exclusively  for  medical  students, 
is  now  being  offered  generally  to  medical  and  para- 
medical audiences. 

The  series,  which  began  in  1961  with  publication 
of  a  volume  on  diabetes  diagnosis  and  treatment, 
now  consists  of  eleven  books. 

Upjohn  originated  the  monograph  series  as  a 
means  of  augmenting  and  updating  current  medical 
information.  Each  monograph  or  manual  presents  a 
volume  of  concise  form  and  is  illustrated  with  color 
photographs  and  drawings.  The  books  were  written 
by  eminent  authors  representing  many  medical  speci- 
alties and  areas  of  interest.  Prices  of  individual  vol- 
umes range  from  $1  to  $4. 

Ten  books  are  currently  available  and  an  eleventh 
is  scheduled  for  publication  later  this  year. 

Requests  for  further  information  on  the  mono- 
graphs should  be  addressed  to:  Scope  Publications, 
Unit  9435,  The  Upjohn  Company,  7000  Portage 
Road,  Kalamazoo,  MI  49001. 


Study  Shows  Latent  Attitudes 
Of  Acceptance  Toward  Suicide 

Although  suicide  is  taboo  in  American  society,  at 
least  a  percentage  of  the  population  has  latent  atti- 
tudes of  acceptance  towards  it  under  certain  circum- 
stances. 

This  was  reported  by  Michael  L.  Connell,  M.D,, 
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former  assistant  professor  of  psychiatry  at  Tulane 
University,  New  Orleans,  in  research  supported  by 
HEW's  National  Institute  of  Mental  Health,  Health 
Services  and  Mental  Health  Administration.  The 
study  was  one  of  the  first  attempts  to  develop  a  tech- 
nique to  measure  the  "suicidality"  of  a  non-clinical 
population. 

Dr.  Connell  surveyed  50  randomly  selected  col- 
lege undergraduates,  50  physicians,  and  50  college 


alumni,  all  living  in  the  same  area.  The  student  group 
was  included  because  suicide  is  a  leading  cause  of 
death  among  students,  and  also  because  students  are 
generally  concerned  with  questions  about  religion, 
philosophy,  the  meaning  of  life  and  death,  and  other 
factors  known  to  affect  attitudes  toward  suicide.  The 
physicians  were  surveyed  because  they  are  "gatekeep- 
ers and  helpers"  for  potential  suicides,  and  because 
they  themselves  represent  a  high-risk  group.  The 
alumni  formed  a  comparison  group. 


Month  in 
Washington 


The  Administration  has  notified  the  American 
Medical  Association  that  it  is  "prepared  to  review 
thoroughly  the  regulations  governing  the  medical  pro- 
fession" in  the  Phase  III  controls  that  continue  the 
limits  on  physicians'  fee  increases. 

The  Administration's  letter  avoided  a  direct  reply 
to  the  AMA's  petition  of  January  15  to  President 
Nixon  urging  that  physicians  be  exempted  from  the 
Phase  III  controls  as  has  been  most  of  the  rest  of  the 
economy. 

John  Dunlop,  director  of  the  Cost  of  Living  Coun- 
cil, said  the  President  had  asked  him  to  respond  to 
the  AMA  letter.  Dunlop  said  "Having  assumed  re- 
sponsibility for  the  economic  stabilization  program 
last  month,  I  am  now  prepared  to  review  thoroughly 
the  regulations  governing  the  medical  profession." 

"As  you  know,"  wrote  Dunlop  to  John  R.  Ker- 
nodle,  M.D.,  chairman  of  the  AMA  Board  of  Trus- 
tees, "the  health  field  has  been  persistently  among  the 
most  inflationary  areas  in  our  economy,  and  I  am  sure 
it  is  our  goal  to  alter  that  trend." 

The  AMA  had  told  the  President  that  physicians' 
fees  rose  only  1.7  percent  during  the  first  12  months 
of  Phase  II.  ".  .  .  we  have  surpassed  the  original  ex- 
pectations," said  Dr.  Kernodle  in  the  AMA  letter  to 
the  President.  "In  view  of  our  demonstrated  success 
during  the  past  year,  you  can  imagine  our  dismay 
.  .  .  that  the  medical  profession  has  once  again  been 
singled  out  under  special  controls." 

Dunlop's  letter  did  not  mention  the  AMA's  request 
for  a  meeting  with  President  Nixon  and  his  top  eco- 
nomic advisers  to  discuss  the  issue. 

In  his  letter  to  Dr.  Kernodle,  Dunlop  said:  "We 
are  presently  in  the  process  of  appointing  members 
to  the  new  Health  Industry  Advisory  Committee  and 
I  assure  you  that  the  views  of  physicians  will  be  rep- 
resented on  that  committee.  As  soon  as  an  executive 
director  for  the  committee  is  named,  I  will  have  him 


contact  you  for  suggestions  on  how  best  to  meet  our 
goals  for  controlling  health  care  costs  under  Phase  3. 
"Meanwhile,  I  know  the  federal  government  can 
count  on  your  cooperation  in  following  the  legal  re- 
quirements now  in  effect,  and  I  look  forward  to  work- 
ing with  you  to  evaluate  new  alternatives." 
*  *  * 

The  use  of  human  subjects  in  medical  research  is 
essential  for  the  benefit  of  society  despite  the  fact 
that  it  will  place  some  participants  at  a  calculated 
disadvantage,  the  American  Medical  Association  told 
Congress. 

The  AMA  comments  were  made  to  Senator  Ken- 
nedy's Senate  health  subcommittee  in  hearings  on  the 
subject  of  human  experimentation  and  whether  a 
need  exists  for  federal  legislation  to  forestall  abuses. 

William  R.  Barclay,  M.D.,  assistant  vice-president 
of  the  AMA,  told  the  senators  that,  "The  practice 
of  medicine  is  both  an  art  and  a  science,  and  we  are 
constantly  seeking  new  means  to  improve  the  qual- 
ity and  length  of  life.  The  evolution  of  sound  medi- 
cal practice  through  the  years  has  reduced  the  inci- 
dence of  pain  and  has  done  much  to  advance  the 
cause  of  human  dignity.  These  procedures,  however, 
today  as  always,  require  the  weighing  of  risk  against 
benefit  at  every  level  of  professional  discretion.  It  is 
evident  that  there  is  a  certain  degree  of  risk  attendant 
to  any  medical  procedure. 

"But  if  we  are  to  continue  to  improve  our  high 
standards  of  patient  care,  we  must  maintain  our  in- 
itiatives in  biomedical  research.  The  accomplishments 
of  modern  medical  practice  testify  to  the  merits  of 
continued  research.  Such  advances  are  hard  won,  but 
the  benefits  are  beyond  question. 

"Medicine  as  a  science  must  conduct  experimenta- 
tion if  it  is  to  progress  rather  than  stagnate.  Experi- 
mentation is  an  essential  principle  of  all  sciences,  be 
they  biological  or  physical.  Scientific  experiments  are 
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conducted  both  to  test  new  hypotheses  and  to  reex- 
amine the  validity  of  accepted  hypotheses. 

"A  medical  experiment  with  human  subjects  is 
sometimes  referred  to  as  a  clinical  trial.  As  such  it 
should  be  a  test  of  a  reasonable  hypothesis  based  on 
sound  laboratory  data.  It  should  not  be  a  random 
groping  for  information.  A  well  designed  clinical  trial 
has  elements  in  its  design  which  assure  that  it  will 
be  a  useful  and  a  justifiable  undertaking. 

"...  A  human  experiment,  by  its  very  nature,  es- 
tablishes a  set  of  circumstances  which  will  place  some 
of  the  participants  at  a  calculated  disadvantage.  Gen- 
erally a  trial  is  established  to  answer  the  question, 
'Is  treatment  A  better  than  treatment  B?'  No  defini- 
tive answer  to  this  question  can  be  obtained  until 
the  test  is  conducted  over  an  adequate  period  of  time 
and  sufficient  data  have  been  gathered  by  which  to 
measure  the  relative  response  of  the  subject. 

".  .  .  Through  the  process  of  clinical  investigation, 
which  we  have  described  here,  drugs  and  procedures 
become  available  for  widespread  usage  in  patient 
care. 

".  .  .  We  note  that  it  is  the  Committee's  hope  that 
these  hearings  will  encourage  continued  support  of 
and  advancement  of  biomedical  research.  If  we  are 
to  continue  to  increase  our  knowledge  and  continue 
to  improve  medical  care  for  the  benefit  of  society, 
medical  research  using  human  subjects  is  essential," 
Dr.  Barclay  concluded. 


The  Council  on  Foods  and  Nutrition  of  the  Ameri- 
can Medical  Association  has  labeled  the  dietary  rec- 
ommendations of  the  current  best-seller  book,  Dr. 
Atkins'  Diet  Revolution,  as  unscientific  and  poten- 
tially dangerous  to  health. 

The  book  recommends  a  sharply  restricted  intake 
of  carbohydrates  to  lose  weight.  The  author  is  Rob- 
ert C.  Atkins,  M.D.,  of  New  York  City. 

"The  'diet  revolution'  is  neither  new  nor  revolu- 
tionary," the  AMA  Council  declared  in  a  formal 
statement  analyzing  the  book's  recommendations. 

"It  is  a  variant  of  the  'familiar'  low  carbohydrate 
diet  that  has  been  promulgated  for  years.  The  ration- 
ale advanced  to  justify  the  diet  is,  for  the  most  part, 
without  scientific  merit." 

Even  more  serious:  "The  Council  is  deeply  con- 
cerned about  any  diet  that  advocates  an  'unlimited' 
intake  of  saturated  fats  and  cholesterol-rich  foods 
(another  aspect  of  the  Atkins  diet) ." 

Individuals  responding  to  such  a  diet  with  a  rise  in 
blood  fats  will  have  an  increased  risk  of  coronary 
artery  disease  and  atherosclerosis  (hardening  of  the 
arteries),  particularly  if  the  diet  is  maintained  over  a 
prolonged  period,  the  Council  said. 

The  book  states  that  the  diet  promotes  production 
of  a  "fat  mobilizing  hormone"  (FMH)  .  .  .  "and  the 
production  of  FMH  is  the  whole  purpose  of  this  diet 
— and  the  reason  it  works  when  all  other  diets  fail." 
According  to  Dr.  Atkins,  "FMH  releases  energy  into 
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Now 

form  follows 

function 

Only  Candeptin  (candiddin) 
gives  you  this  unique  form. . 
a  soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN*  (candicidin)  VAGELETTES 

Vaginal  Capsules ...  a  unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 

the  specific  high  potency  antimonilial  agent, 

candicidin,  in  a  soft  gelatin  capsule  — the  shape 

designed  with  your  patient  in  mind.  It  permits  easy 

manual  insertion  without  the  need  for  an  applicator 

or  inserter. .  .of  particular  value  for  the  pregnant 

patient... for  intravaginal  use.  By  cutting  off  the  tip 

of  the  narrow  soft  end,  the  contents  can  be  extruded 

through  an  intact  hymen  for  intravaginal  use.  And 

it  is  readily  adaptable  to  topical  application  for 

labial  involvement,  and/or  intravaginal  use  to  treat 

mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  reiief  —  itching,  burning, 

and  discharge  subside  in  48-72  hours) 

Soothing,  miscible  ointment  permits  complete 

contact  with  affected  tissue. 

Usually  cures  in  a  single  14-day  course  of  therapy2'34 


Safe 

Exact  dosage  assured2  3 

No  side  effects,  clinical  reports  of  irritation  or 

sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointment 
and  Tablets  have  a  clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients'."46  In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a  100%  culture-confirmed 
cure  rate  was  achieved  with  a  single  14-day 
course  of  therapy2,3 

Unique 

CANDEPTINlcandicidin) 
VAGELETTES  Vaginal  Capsules 
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Description:  Candeptin  (candicidin) 
Vaginal  Ointment  contains  a  dispersion  of 
candicidin  powder  equivalent  to  0.6  mg. 
per  gm  or  0  06%  Candicidin  activity  in 
U.S. P.  petrolatum.  3  mg.  of  Candicidin  is 
contained  in  5  gm  of  ointment  or  one 
applicatorful-  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3  mg  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3  mg.  of  Candicidin  activity 
dispersed  in  5  gm  US  P  petrolatum. 
Action:  Candeptin  Vaginal  Ointment, 
Vagina!  Tablets,  and  Vagelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 
Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment,  Vaginal 
Tablets  or  Vagelettes  Vaginal  Capsules 
have  been  extremely  rare 
Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a  day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear 
Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in 75  gm  tubes 
with  applicator  ( 14-day  regimen  requires 
2  tubes)  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28,  in  foil  with 
inserter  — enough  for  a  full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2  boxes  ) 
Store  under  refrigeration  to  insure  full 
potency 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen.  J  R  :  Journal-Lancet 
£5:287  (July)  1965.2.  Giorlando.  S.W.: 
Ob/Gyn  Dig.  13  32  (Sept.)  1971   3.  Decker. 
A.:  Case  Reports  on  File.  Medical  Department, 
Julius  Schmid.  4.  Giorlando.  S.W., Torres,  J.F., 
and  Muscillo,  G    Am  J.  Obst.  &  Gynec. 
90:  370   (Oct   1)   1964  5.  Lechevalier,  H.: 
Antibiotics  Annual  1959-1960.  New  York. 
Antibioticalnc.  I960,  pp.  614-618.6.  Friedel. 
H.J.:  Maryland  M  J.,  75:36  (Feb.)  1966. 

Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 

New  York,  New  York  10019 
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(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 
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your  bloodstream  by  causing  the  stored  fat  to  convert 
to  carbohydrate." 

No  such  hormone  as  a  "fat  mobilizing  hormone," 
has  been  established  in  man,  said  the  AMA  Coun- 
cil. In  addition,  no  appreciable  conversion  of  fat  to 
carbohydrate  occurs  in  the  human  body. 

Carbohydrates  are  organic  chemical  substances 
containing  carbon,  hydrogen  and  oxygen.  They  are 
important  sources  of  energy  for  the  body.  Sugar  and 
starches,  such  as  potatoes,  rice  and  wheat  flour,  are 
important  sources  in  the  everyday  diet. 

"Any  grossly  unbalanced  diet,  particularly  one 
which  interdicts  the  45  percent  of  calories  that  is 
usually  consumed  as  carbohydrates,  is  likely  to  induce 
some  anorexia  (loss  of  appetite)  and  weight  reduc- 
tion if  the  subject  is  willing  to  persevere  in  following 
such  a  bizarre  regimen.  However,  it  is  unlikely  that 
such  a  diet  can  provide  a  practicable  basis  for  long- 
term  weight  reduction  or  maintenance,  namely,  a  life- 
time change  in  eating  and  exercise  habits,"  the  Coun- 
cil declared. 

The  Council  urged  physicians  to  counsel  their  pa- 
tients as  to  the  potentially  harmful  effects  of  the  At- 
kins diet. 


It  appears  likely  that  Congress  this  year  will  pass 
legislation  to  improve  emergency  medical  services 
throughout  the  nation.  Both  the  Senate  and  the  House 
have  opened  hearings  on  several  bills  that  would  pro- 
vide federal  funds  to  assist  local  governments  in  im- 
proving ambulance  and  emergency  room  services. 

Among  the  major  bills  addressing  itself  to  emer- 
gency medical  care  is  one  developed  by  the  AMA. 
Sponsored  by  Senator  J.  Glenn  Beall  ( R-Md. )  and  by 
Representative  James  Hastings  (R-NY.),  the  AMA 
bills  (S  654  and  H.R.  4952)  provide  for  the  estab- 
lishment of  a  comprehensive  emergency  medical  sys- 
tem across  the  nation.  Direction  and  financial  as- 
sistance would  be  at  the  federal  level;  however,  the 
programs  would  be  developed  at  the  community  level. 


The  first  thing  to  do  when  a  person  has  received  a  wound, 
is  to  examine  whether  any  foreign  body  be  lodged  in  it,  as 
wood,  stone,  iron,  lead,  glass,  dirt,  bits  of  cloth,  or  the  like. 
These,  if  possible,  ought  to  be  extracted,  and  the  wound 
cleaned,  before  any  dressings  be  applied.  When  that  cannot 
be  effected  with  safety,  on  account  of  the  patient's  weakness, 
or  loss  of  blood,  they  must  be  suffered  to  remain  in  the 
wound,  and  afterwards  extracted  when  he  is  more  able  to 
bear  it. — William  Buchan:  Domestic  Medicine,  or  a  Treatise 
on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  391. 
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Book  Review 


Vasectomy,  Sex  and  Parenthood.  By  Norman  Fleish- 
man and  Peter  L.  Dixon.  128  pages.  Price,  $5.95.  New 
York:  Doubleday  &  Co.,  Inc.,  1973. 


Norman  Fleishman  and  Peter  L.  Dixon  have  given 
us  an  enthusiastic  endorsement  of  vasectomy  in  their 
new  book.  They  present  from  first-hand  experience 
(more  exactly,  two-testicle  experience;  both  have  had 
vasectomies)  the  sequence  of  events  many  couples 
follow  when  seeking  this  form  of  permanent  con- 
traception. No  stone  is  left  unturned,  as  answers  are 
provided  to  virtually  every  question  posed  by  the  ex- 
pectant vasectomy  patient  and  his  wife.  In  addition, 
collected  information  on  available  vasectomy  clinics, 
sperm  banks,  and  organizations  concerned  with 
vasectomy  is  provided. 

Following  the  authors'  presentation  of  vasectomy 


as  a  mode  of  controlled  parenthood,  a  major  portion 
of  the  book  is  devoted  to  population  ecology.  Too 
much  emphasis  placed  here  tends  to  detract  from  the 
over-all  content  of  the  book.  Vasectomy  is  no 
panacea.  As  with  the  contraceptive  pill,  increased 
public  participation  will  certainly  provide  a  greater 
number  of  complications.  Much  research  is  now  in 
progress  to  insure  the  safety  of  this  popular  proce- 
dure, and  we  await  the  results. 

All  patients  seeking  information  on  vasectomy  and 
contemplating  this  form  of  birth  control  should  read 
this  newest  addition  to  our  vasectomy  literature.  Tem- 
pering the  enthusiasm  of  Mr.  Fleishman  and  Mr. 
Dixon  with  a  sprinkling  of  medical  judgment  will 
provide  for  each  couple  the  most  appropriate  mode  of 
safe  and  effective  contraception. 

Irving  B.  Elkins,  M.D. 
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PRESIDENTS  NEWSLETTER 

NORTH  CAROLINA  MEDICAL  SOCIETY 


No.  1 


June  5,  1973 


It  has  been  the  custom  of  your  State  Medical  Society  to  give  your  President 
great  latitude  in  how  he  endeavors  to  establsih  two  way  communications  with  the 
members.   This  "President's  Newsletter"  was  inaugurated  by  Dr.  Louis  Shaffner 
during  his  Presidency  in  1970.   All  of  us  succeeding  him  have  felt  that  this  is 
as  good  a  medium  as  has  been  devised.   Along  with  my  predecessors,  I  pledge  to 
try  and  keep  you  abreast  of  important  news  as  it  breaks  and  also  have  this  serve 
as  a  sounding  board  for  every  member's  suggestions  for  improvements  in  our 
organization.   I  also  invite  and  solicit  constructive  "gripes"  and  criticisms. 

For  those  of  you  who  were  unable  to  attend  our  Annual  Convention  in 
Pinehurst,  May  19-23,  or  who  were  able  to  attend  only  part  of  it,  an  outline  of 
the  highlights  of  this  meeting  is  certainly  in  order: 

1.  Outstanding  among  these  were  the  two  addresses  of  our  esteemed  outgoing 
President  John  Glasson.   As  these  addresses  reflect,  he  has  represented 
us  wisely  and  well  with  an  incredible  degree  of  efficiency  and  with  as 
cool  a  hand  at  the  helm  as  you  will  ever  see.   His  recitation  of  the 
problems  facing  us  is  as  succinct  as  can  be  found,  and  his  recounting 
of  the  Society's  activities  under  his  stewardship,  although  accurate, 
reflect  only  indirectly  the  great  personal  sacrifice  he  gave  in  our 
behalf.   I  strongly  commend  to  you  that  you  read  his  address  when  it  is 
published  in  the  Journal. 

2.  The  action  taken  by  your  House  of  Delegates  which  will  probably  affect 
each  one  of  us  the  most  proved  to  be  the  least  controversial  action  of 
a  major  nature  which  the  House  of  Delegates  took.   This  had  to  do  with 
the  passage  of  the  recommendation  that  continuing  education  be  compul- 
sory for  membership  in  our  State  Medical  Society.   A  great  deal  of 
groundwork  was  laid  in  arriving  at  this  recommendation  and  a  great  deal 
of  work  this  coming  year  will  go  into  implementing  this  forward  step 
taken  by  your  Society. 

3.  This  group  really  includes  two  major  sources  of  controversy  considered 

by  the  House  of  Delegates.   I  am  putting  them  together  purely  because  they 
were  the  two  most  controversial,  and  it  takes  no  crystal  ball  to  predict 
that  they  will  continue  to  be  so  for  sometime  in  the  future.   I  speak  of 
the  fact  that  as  a  Society  it  was  voted  to  follow  the  line  of  the 
American  Medical  Association  in  trying  to  tool  up  for  the  implementation 
of  the  new  "PSRO  Law".   The  impact  of  this  will  be  extreme  in  our  daily 
practice  as  was  described  in  my  inaugural  address.   The  other  controversial 
issue,  of  course,  was  that  evolving  around  the  projected  four- year  medical 
school  at  East  Carolina  University. 
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4.  Just  as  our  meeting  was  being  completed,  it  became  public  knowledge  on 
the  national  scene  that  there  was  a  projected  directive  to  be  sent  out 
by  the  Bureau  of  Health  Insurance  of  the  Social  Security  Administration 
which  in  effect  would  make  the  implementation  of  PSRO  like  rules 
effective  July  1  of  this  year.   The  House  of  Delegates  therefore  enacted 
an  emergency  resolution  to  be  forwarded  to  the  appropriate  parties 
enhancing  the  efforts  of  the  American  Medical  Association  in  Washington 
to  hopefully  avert  this  catastrophe. 

5.  A  recommendation  was  passed  by  the  House  of  Delegates  that  our  three 
medical  schools  should  incorporate  in  their  curricula  a  program  so  that 
all  students  at  an  appropriate  time  in  their  training  should  spend  at 
least  four  weeks  in  a  private  practice  community  setting. 

There  were  many  other  important  actions  taken  by  the  House  of  Delegates  and 
your  President  is  pledged  to  do  the  bidding  of  the  House.   As  a  Convention  the 
meeting  was  an  unqualified  success  due  to  the  amazing  amount  of  detail  and  ground- 
work by  our  highly  efficient  staff. 

It  has  been  the  custom  that  each  President  have  a  central  theme  for  his 
administration.   Although  this  was  not  stated  in  so  many  words  in  my  inaugural 
address,  I  believe  those  of  you  who  heard  or  who  may  read  it  will  recognize  the 
following:   Remember  along  with  me  that  we  can  prove  to  anyone  that  our  private 
eyeball  to  eyeball  doctor-patient  relationship,  corny  as  it  may  be,  is  the  m 

bedrock  of  (1)  the  highest  quality  of  medical  care  and  medical  science  in  the       sit 
world  and  (2)  I  urge  you  to  measure  every  outside  or  third  party  pressure  by  that 
standard.   We  are  Number  1  in  the  health  care  field  in  all  the  world  and  like  all 
"Number  l's"  we  must  labor  diligently  for  the  sake  of  our  patients  not  to  let 
Number  2  (the  government)  become  Number  1. 

Word  has  just  reached  us  of  the  untimely  death  of  one  of  our  Society's 
greatest  leaders  on  May  29,  1973,  Past  President  Dr.  Frank  W.  Jones  of  Newton. 
His  death  follows  by  only  44  days  the  loss  of  another  of  our  greatest  leaders 
and  Past  President,  Dr.  Robert  A.  (Daddy)  Ross  of  Chapel  Hill,  who  died  on 
April  15.   The  Society  will  profit  for  years  and  years  to  come  from  their 

contributions  which  have  been  too  numerous  to  mention. 
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Toxemia  of  Pregnancy 

The  North  Carolina  Baptist  Hospital  Experience  (1966-1970) 

Richard  L.  Burt,  Ph.D.,  M.D.,  Stephen  G.  Anderson,  M.D.,  and  Donald  McNellis,  M.D.,  M.S.P.H. 


TP  OXEMIA  of  pregnancy  remains  among  the  lead- 
ing causes  of  maternal  death  and  perinatal  mor- 
tality in  North  Carolina  and  in  the  United  States. 
Despite  tremendous  advances  in  our  knowledge  of  re- 
productive physiology,  the  precise  etiology  of  pre- 
eclampsia and  eclampsia  remains  unknown  and 
treatment  of  these  conditions  is  still  empiric  and 
symptomatic.  Because  of  the  ubiquitous  distribution 
of  toxemia  and  its  relatively  common  occurrence,  this 
disease  complex  is  of  importance  to  practitioners  of 
obstetrics,  and  certain  correlates  of  toxemia  in  our 
clinic  population  should  be  of  general  interest.  Ac- 
cordingly, we  have  analyzed  our  experience  for  the 
five-year  period  1966  through  1970. 

REVIEW  OF  CASES 

During  the  period  noted  8,849  infants  were  born  at 
the  North  Carolina  Baptist  Hospital.  Of  these,  7,377 
(83  percent)  were  white  and  1,472  (17  percent) 
black.  The  total  incidence  of  toxemia  as  defined  by 
the  American  College  of  Obstetricians  and  Gynecolo- 
gists was  10.4  percent,  representing  918  cases.  A  pri- 
mary diagnosis  of  preeclampsia  was  made  in  751 
(8.5  percent).  An  additional  14  cases  of  preeclamp- 
sia occurred  in  association  with  chronic  hypertensive 
cardiovascular  disease,  which  was  diagnosed  in  158 
patients,  or  18  percent  of  all  patients  with  "toxemia." 
Nine  patients  were  eclamptic  (2  white  and  7  black), 
or  0.1  percent  of  the  total  number  of  births  during  the 
period  studied.  No  maternal  deaths  occurred  among 
the  918  patients  who  constitute  the  basis  of  this  re- 
port. 

The   majority   of  cases   were   diagnosed   as   pre- 


From  the  Department  of  Obstetrics  and  Gynecology,  Bowman 
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Carolina  Baptist  Hospital,  Winston-Salem,  N.  C.  27103. 


eclampsia,  a  disease  well  known  to  affect  young 
primigravidas.  Superimposed  preeclampsia  occurred 
in  9.8  percent  of  patients  with  antecedent  hyperten- 
sive disease  (14  out  of  158).  This  incidence  is  quite 
close  to  that  of  preeclampsia  in  the  apparently  nor- 
mal, nonhypertensive  population  as  noted.  Although 
chronic  hypertension  occurred  at  essentially  the  same 
rate  in  white  and  black  patients,  1.7  percent  and 
2  percent  respectively,  the  primary  diagnosis  of  pre- 
eclampsia was  approximately  twofold  among  blacks 
(14.3  percent)  as  compared  to  whites  (7.6  percent). 
The  occurrence  of  mild  preeclampsia  far  exceeded 
that  of  the  severe  form  of  the  disease,  628  as  opposed 
to  137  cases.  Predictably,  perinatal  mortality  in  se- 
vere preeclampsia  showed  a  tenfold  increase  over  the 
mild  condition  (200  per  1,000  versus  27  per  1,000 
cases).  Two  of  the  9  infants  born  to  eclamptic 
mothers  were  lost.  Perinatal  mortality  for  patients 
diagnosed  as  having  chronic  hypertension  was  49  per 
1,000  (7  deaths  in  144  cases).  One  infant  death 
occurred  in  14  cases  of  hypertension  with  superim- 
posed preeclampsia. 

Sixty  of  the  918  patients  in  the  toxemic  group  were 
delivered  abdominally  (6.5  percent),  compared  to 
338  of  7,931  non-toxemic  patients  (4.3  percent) 
who  underwent  cesarean  section  for  other  indications. 

No  trend  in  the  incidence  of  toxemia,  either  up- 
ward or  downward,  was  noted  during  any  year.  The 
average  annual  incidence  observed  for  all  cases  was 
very  close  to  10  percent.  Likewise  no  significant  sea- 
sonal or  monthly  difference  in  incidence  was  noted 
when  monthly  census  was  examined  by  the  chi  square 
test. 

Our  data  indicate  that  the  incidence  of  toxemia  is 
associated  with  at  least  three  variables:  race,  age,  and 
parity.  The  effect  of  race  is  shown  in  Table  1.  The 
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Table  1 

Inc 

de 

nee  of  Acute  Toxemia  by  Race 

Race 

Acute 
Toxemia 
No.  Cases 

No. 
Deliveries 

Acute 
Toxemia 
(percent) 

White 
Black 
Total 

564 
210 
774 

7,377 

1,472 
8,849 

7.6 
14.3 

8.7 

highest  rate  for  preeclampsia  occured  in  the  10-19 
year  age  group  and  the  lowest  in  the  25-44  year 
group,  as  shown  in  Table  2.  Between  the  ages  of  20 
and  24  the  incidence  was  intermediate  (Table  2).  By 
the  chi  square  test,  both  of  these  differences 
were  highly  significant.  The  incidence  of  toxemia  in 
primigravidas  was  more  than  twice  that  of  any  other 
parity  group  except  para  6,  as  shown  in  Table  3. 

Reference  to  Table  4  indicates  the  relative  strength 
of  the  above  relationships  of  two  variables,  race  and 
parity,  with  toxemia.  For  race  -  specific  groups,  the 
parity  relationship  persists,  and  for  parity-specific 
groups,  the  racial  relationship  persists.  Thus  neither 
the  racial  association  nor  the  parity  association  is 
secondary  to  the  other.  That  is,  both  race  and  parity 
are  important  and  have  a  cumulative  effect  in  conse- 
quence of  which,  black  primigravidas  have  the  highest 
incidence  of  toxemia  (22.8  percent)  and  white  multi- 
paras the  lowest  (4.9  percent ) . 

The  association  of  toxemia  with  age  is  a  weaker 
one,  as  it  holds  true  only  for  whites  (see  Table  5 ) . 

Table  6  indicates  that  racial  differences  appear  to 
influence  infant  survival  in  preeclampsia,  although 
the  numbers  are  small  for  both  mild  and  severe  cases. 

Black  patients  with  mild  preeclampsia  had  twice 
the  perinatal  mortality  of  white  patients.  In  the  case 
of  severe  preeclampsia,  it  seems  certain  that  perinatal 
mortality  is  increased,  although  racial  differences  are 
difficult  to  assess  because  of  sample  size.  A  substan- 
tial ethnic  difference  is  also  seen  for  perinatal  mor- 
tality due  to  causes  exclusive  of  toxemia  for  the  five- 
year  period  reported.  These  rates  were  27  for  whites 
and  44  for  blacks  —  levels  not  substantially  different 
from  those  for  mild  preeclampsia. 

COMMENT 

It  is  not  the  purpose  of  this  brief  report  to  review 
the  vast  clinical  literature  on  toxemia  of  pregnancy. 
We  would  like,  however,  to  emphasize  the  signifi- 
cance of  this  disease  complex  and  to  outline  our  prin- 
ciples of  management.  Although  the  hazards  for 
mother  and  fetus  associated  with  eclampsia  are  well 
known,  in  recent  years  and  in  many  clinics  there 
seems  to  have  developed  a  disregard  for  the  potential 
dangers  of  preeclampsia,  a  relaxed  attitude  that  is  not 
justified  on  the  basis  of  maternal  and  perinatal  mor- 
tality figures. 

Maternal  morbidity  is  difficult  to  quantitate,  but 
with  an  incidence  of  toxemia  in  our  clinic  of  8-10  per- 


Table  2 
Incidence  of  Acute  Toxemia  by  Age  Groups 


Age 
10-19 
20-24 
25-29 
30-34 
35-39 
40-49 
Total 


Acute 
Toxemia 
No.  Cases 

No. 
Deliveries 

Acute 
Toxemia 
(percent) 

259 

1,795 

14.4 

286 

3,184 

9.0 

121 

2,253 

5.4 

66 

1,054 

6.3 

32 

453 

7.1 

10 

110 

9.1 

774 

8,849 

8.7 

cent,  the  significance  of  this  condition  in  terms  of  ma- 
ternal health,  costs  of  hospitalization,  and  disability  is 
obvious.  Morbidity  in  newborns  cannot  be  reliably  as- 
sessed from  our  data.  The  reason  for  the  apparent 
ethnic  differences  in  perinatal  mortality  due  to 
toxemia  or  other  causes  is  unclear,  but  they  are 
probably  related  to  socioeconomic  factors  and  other 
variables. 

Although  the  etiology  of  toxemia  is  not  established 
except  for  its  broad  relation  to  human  pregnancy,  its 
clinical  features  are  well  known  and  the  guidelines  of 
proper  management  well  established.  Preeclampsia 
seemingly  cannot  be  prevented,  but  clinical  experi- 
ence indicates  that  careful  prenatal  supervision  of  all 
pregnant  women,  and  in  particular  the  young  primi- 
gravida,  will  either  delay  or  attenuate  the  manifesta- 
tions of  toxemia  or  both.  The  disease  is  generally  not 
susceptible  to  outpatient  management,  and  when  the 
diagnosis  has  been  established,  the  patient  should  be 
hospitalized  and  kept  in  bed.  Delivery  terminates  the 
process.  The  difficulty  of  distinguishing  preeclampsia 
from  other  hypertensive  states  in  pregnancy  is  well 
known. 

In  our  experience,  therapy  for  the  acutely  ill  pa- 
tient has  been  directed  toward  stabilizing  the  blood 
pressure,  which  initially  may  be  erratic  with  wide 
swings  of  both  systolic  and  diastolic  components.  We 
generally  accomplish  this  by  initially  administering 
morphine  sulfate  in  a  dosage  of  ye  to  J4  grains  (10  to 
15  mg)  together  with  4  to  6  grains  (250  to  400  mg) 
of  phenobarbital  intramuscularly.  The  morphine  may 


Table  3 
Incidence  of  Acute  Toxemia  and  Parity 


Parity 

Acute 
Toxemia 
No.  Cases 

No. 
Deliveries 

Acute 
Toxemia 
(percent) 

0 

458 

3,357 

13.6 

1 

132 

2,628 

5.0 

2 

83 

1,394 

6.0 

3 

45 

704 

6.4 

4 

22 

368 

6.0 

5 

14 

200 

7.0 

6 

13 

99 

13.1 

7 

2 

36 

5.6 

8  + 

5 

63 

7.9 

Total 

774 

8,849 

8.7 
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Table  4 
Incidence  of  Toxemia  by  Race  and  Parity 


Parity 

Nullipara 

Multipara 

Total 


White 


o  o 


Total 


u        _—, 


340     2840 


224 
564 


4537 
7377 


12.0 
4.9 
7.6 


118 

92 

210 


IJ 
0) 

a 

517 

995 

1472 


22.8 
9.6 

14.3 


o  yi 

Z  ra 


458 
316 
774 


a 
3357 
5492 
8849 


E5 

s| 

13.6 

5.8 
8.7 


need  to  be  repeated,  but  in  general  immediate  dosage 
with  phenobarbital  in  2  to  4  grain  amounts  (120  to 
250  mg)  will  maintain  sedation  and  control  hyperre- 
flexia.  Respirations  should  not  be  depressed  below  12 
per  minute.  Should  the  blood  pressure  not  respond,  as 
evidenced  by  decreases  in  both  the  systolic  and  dias- 
tolic pressures  and  narrowing  of  the  pulse  pressure, 
magnesium  sulfate  administered  in  a  dosage  of  1 
gram  per  hour  as  an  intravenous  drip  is  added,  pro- 
vided that  the  output  of  urine  is  adequate.  Deep 
tendon  reflexes  are  carefully  observed  to  avoid  over- 
dosage. At  present  we  are  comparing  the  use  of  seda- 
tion as  outlined  to  that  of  magnesium  sulfate  alone  for 
control  of  toxemia.  Urine  output  must  be  closely 
monitored,  since  the  development  of  oliguria  is  an 
ominous  sign  that  may  dictate  prompt  delivery. 

When  the  patient's  condition  has  been  stabilized 
and  the  blood  pressure  has  been  controlled  satisfac- 
torily, induction  of  labor  is  attempted  by  the  adminis- 
tration of  oxytocin  and  by  amniotomy  if  the  cervix  is 
favorable.  Repeated  administration  of  oxytocin  on  a 
daily  basis  for  several  days  may  be  required.  In 
general,  the  uterine  muscle  in  toxemia  is  hyperirri- 
table,  and  in  most  cases  labor  can  be  induced  without 
difficulty  should  it  not  occur  spontaneously.  This  is 
evidenced  by  our  cesarean  section  rate  of  6  percent  as 
compared  to  4  percent  for  all  other  indications. 

Although  the  principle  of  premature  delivery  is 
generally  adhered  to  in  severe  or  moderately  severe 
cases,  temporization  is  occasionally  resorted  to  for 
patients  between  28  and  34  weeks  of  gestation  whose 
disease  is  mild  and  when  proteinuria  is  not  present. 
Such  patients  are  maintained  in  the  hospital  for  vary- 


Table  5 
Incidence  by  Race  and  Age 


White 


Black 


Total 


Age 
(Years) 
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aj 
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Z  ra 
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CD  U 

10-19 

153 

1208 

12.7 

106 

558 

19.0 

259 

1766 

14.7 

20-24 

221 

2633 

8.4 

65 

551 

11.8 

286 

3184 

9.0 

>25 

190 

3536 

5.4 

39 

363 

10.7 

229 

3899 

5.9 

Total 

564 

7377 

7.6 

210 

1472 

14.3 

774 

8849 

8.7 

Table  6 
Perinatal  Mortality 


Preeclampsia 

Mild 
Severe 


10.  475  (21  1000) 
18  74  (240   1000) 


Black 

7  153  (45  1000) 
7  49  (142  1000) 


Total 

17,  628  (27   1000) 
25   123   (204   1000) 


ing  periods  of  time,  and  fetal  size  is  assessed  by 
periodic  ultrasonic  measurement  of  the  biparietal  di- 
ameter. It  is  well  known  that  the  fetus  tends  not  to 
prosper  in  the  presence  of  preeclampsia  of  any  se- 
verity, but  in  mild  cases  pregnancy  may  be  continued 
judiciously  in  the  interest  of  fetal  maturation  until  via- 
bility is  attained.  At  what  point  premature  delivery 
should  be  instituted  is  a  matter  of  careful  clinical 
judgment.  Continuation  of  pregnancy  in  the  face  of 
moderate  or  severe  preeclampsia  with  proteinuria  of 
any  degree,  oliguria,  or  azotemia  can  lead  only  to  di- 
saster for  the  fetus,  the  mother,  or  both. 

In  addition  to  monitoring  the  usual  vital  signs, 
measurement  of  urine  output  is  essential  because  of 
its  prognostic  value.  The  hematocrit  should  also  be 
followed  as  an  index  of  hemoconcentration,  which 
parallels  the  severity  of  the  disease.  Correction  of 
hemoconcentration  with  the  intravenous  administra- 
tion of  fluids  is  to  be  discouraged,  however,  es- 
pecially in  the  circumstance  of  clinical  edema  because 
of  the  danger  of  congestive  heart  failure,  which  may 
occur  after  delivery  with  the  release  of  extravascular 
water.  Prophylactic  digitalization  is  carried  out  in  pa- 
tients with  severe  toxemia  or  heart  disease.  Hypo- 
tensive drugs  are  not  used  except  in  extreme  degrees 
of  hypertension,  when  cerebrovascular  accidents  may 
occur,  since  it  is  felt  that  decreased  placental  perfu- 
sion may  result  from  the  use  of  these  agents. 

Our  management  of  eclampsia  is  rather  similar  to 
that  of  preeclampsia:  sedation,  stabilization,  and  pre- 
mature delivery.  The  intravenous  administration  of 
sodium  amobarbital  (Amytal)  may  be  necessary 
initially  to  control  hyperirritability  or  convulsions  or 
both.  Oxygen  is  administered  by  nasal  catheter.  The 
patient  is  digitalized  and  kept  in  the  traditional  "quiet, 
darkened  room,"  but  with  continuous  supervision  by 
nursing  personnel,  house  staff,  or  clinical  clerks.  As 
soon  as  the  patient's  condition  has  been  stabilized, 
generally  within  24  to  36  hours,  preparations  are 
made  for  delivery  by  the  least  traumatic  technique 
possible.  Vaginal  delivery  is  preferred,  but  if  induc- 
tion will  result  in  undue  delay,  abdominal  delivery  is 
carried  out.  Intensive  care  facilities  and  a  pediatric 
staff  member  are  available  at  delivery.  As  with  pre- 
eclampsia, the  patient  is  very  carefully  watched  for 
at  least  48  hours  after  delivery  because  of  the  hazard 
of  cardiopulmonary  problems. 

SUMMARY  AND  CONCLUSIONS 

Since  1946  toxemia  of  pregnancy  has  been  the 
second  leading  cause  of  maternal  mortality  in  North 
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Carolina,  and  in  the  most  recent  five-year  period, 
1966  through  1970,  it  has  been  the  leading  cause,  ac- 
counting for  40  or  12.7  percent  of  all  maternal 
deaths.  In  the  cases  reviewed  here  the  principal  error 
identified  in  management  was  delay  in  therapy.  In  16 
of  these  deaths  the  patient  herself  was  responsible  for 
the  delay,  while  in  17  other  instances  physicians  con- 
tributed to  the  delay  in  hospitalization  and  therapy. 
Inadequate  or  insufficient  prenatal  care  was  identified 
in  20  or  50  percent  of  the  cases.  Furthermore,  in  an 
additional  9  cases  there  was  no  prenatal  care  at  all. 
Thus  it  is  apparent  that  inadequate  supervision  during 
the  prenatal  period,  and  delay  in  hospitalization  and 
the  institution  of  measures  to  control  preeclampsia, 


followed  by  delivery,  have  resulted  in  potentially  pre- 
ventable maternal  deaths  in  this  state. 

As  previously  stated,  our  hospital  incidence  of 
toxemia  has  not  declined  in  recent  years,  and  this  is 
probably  the  case  throughout  the  state.  Perhaps  a  key 
to  lowering  the  incidence  of  toxemia  lies  in  the  higher 
incidence  of  the  disease  in  teenage  mothers.  Preven- 
tion of  unwanted  teenage  pregnancy  would  probably 
decrease  the  incidence  of  toxemia  and  bring  other  ad- 
vantages as  well.  The  recent  North  Carolina  legal 
changes  permitting  prescription  of  contraceptives  to 
individuals  over  18  years  of  age  without  parental  per- 
mission may  also  be  helpful. 


In  Scotland,  it  is  very  common,  when  children  are  cutting  their  teeth,  to  put  a  small  Bur- 
gundy-pitch plaister  between  their  shoulders.  This  generally  eases  the  tickling  cough  which 
attends  teething,  and  is  by  no  means  an  useless  application.  When  the  teeth  are  cut  with  diffi- 
culty, it  ought  to  be  kept  on  during  the  whole  time  of  teething.  It  may  be  enlarged  as  occasion 
requires,  and  ought  to  be  renewed,  at  least  once  a  fortnight. — William  Buchan:  Domestic 
Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple 
Medicines,  etc.,  Richard  Folwell,  1799,  p.  381. 
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Emergency  Transvenous  Pacing  in  the 
Community  Hospital 


Louis  D.  Hayman,  Jr.,  M.D. 


\V7  ITH  the  opening  of  the  doors  of  the  Onslow 
*  Memorial  Hospital  Intensive  Care  Unit  in  the 
fall  of  1965,  some  important  therapeutic  challenges 
became  apparent.  Not  only  were  arrhythmias  of  every 
description  an  everyday  affair,  but  it  was  obvious 
that  a  rapid  and  effective  plan  of  action  was  necessary 
for  the  treatment  of  brady-arrhythmias  due  to  heart 
block  and  intractable  bradycardia-tachycardia  syn- 
dromes. The  value  of  and  urgent  need  for  cardiac 
pacing  in  such  situations  was  clear.  After  one  suc- 
cessful but  difficult  installation  of  a  pacing  catheter 
with  the  standard  fluoroscopic  unit,  it  was  decided 
that  some  alternate  plan  of  action  would  be  necessary 
until  image  intensification  became  available  in  our 
hospital. 

In  the  meanwhile  a  plan  of  action  based  upon 
the  easily  recognizable  intracardiac  electrocardio- 
graphic sequence  of  patterns  was  adopted  in  our 
intensive  care  unit.  The  groundwork  for  this  tech- 
nique was  laid  many  years  ago,  and  the  technique  of 
guiding  the  transvenous  pacing  catheter  with  intra- 
cardiac configuration  has  been  used  by  numerous 
clinicians.111  These  patterns  were  first  learned  by 
attaching  the  exploring  V  lead  to  the  catheter  con- 
ductor ending  at  the  tip  of  the  bipolar  electrode.  This 
unipolar  technique,  by  virtue  of  the  electronic  cir- 
cuitry involved,  cancels  out  the  preexploration  dif- 
ference of  potential  between  the  two  lead-in  wires 
(to  the  electrocardiograph),  thereby  allowing  the  ex- 
ploring electrode  to  register  all  the  vector  changes 
during  the  recording  of  the  intracardiac  ECG.  All 
intracardiac    patterns,    with    the    exception    of   deep 
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coronary  sinus  patterns,  are  largely  negative  in  na- 
ture. This  suggested  an  adaptation  whereby  the  ECG 
monitor  scope  might  be  substituted  as  the  primary 
guiding  instrument,  with  interval  hard  copy  write- 
out  patterns  on  the  electrocardiograph  attached  to  the 
monitor.  The  usual  monitor  chest  leads  (positive 
at  or  near  the  apex,  negative  between  the  right 
shoulder  and  upper  sternum)  were  switched,  thus 
putting  the  negative  monitor  chest  lead  at  the  apex 
of  the  heart.  The  positive  monitor  lead  was  attached 
by  alligator  clamps  to  the  catheter  conductor  which 
led  to  the  terminus  of  the  bipolar  catheter.  This  ar- 
rangement allowed  the  development  of  intracardiac 
patterns  identical  in  wave  forms  to  those  learned  with 
the  ECG  V  lead  exploratory  method,  but  with  some 
exaggeration  of  the  vector  forces.  All  machines  were 
properly  grounded,  and  only  one  electrical  apparatus 
was  in  actual  contact  with  the  patient.  In  addition, 
frequent  checks  were  made  with  a  microvolt  ammeter 
between  the  chassis  of  all  equipment  and  true  ground. 
At  no  time  during  our  experience  has  any  problem 
arisen  from  stray  currents. 

The  following  experience  in  our  intensive  care 
unit  (representing  a  four-year  study)  is  presented 
with  the  hope  that  it  will  demonstrate  the  capability 
of  the  community  hospital  to  handle  heart  block 
in  all  its  clinical  settings. 

MATERIALS 

Onslow  Memorial  Hospital  is  a  100-bed  com- 
munity hospital  located  in  Jacksonville,  North  Caro- 
lina, which  has  a  population  of  approximately  25,000 
persons.  The  Intensive  Care  Unit,  a  combined  medi- 
cal  and  surgical   unit,  has  been  in  operation  since 
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the  fall  of  1965.  It  is  staffed  by  nurses  trained  in 
intensive  care*  and  backed  up  the  staff  physicians, 
who  have  a  deep  interest  in  preventive  cardiac  care 
and  acute  cardiopulmonary  resuscitative  techniques. 
The  unit  contains  five  beds  in  full  view  of  a  control 
nursing  desk.  Four  beds  arc  monitored  with  an  elec- 
trographic  display,  heart  rate  meters,  and  visual  and 
auditory  alarm  systems.  Four  battery  powered  pace- 
makers, six  transvenous  pacing  catheters,  two  trans- 
thoracic (emergency)  pacing  catheters,  a  D.C.  de- 
fibrillator, and  other  standard  cardiopulmonary 
resuscitative  equipment  are  kept  ready  for  immediate 
use. 

Prior  to  the  use  of  intracavity  pacing  in  our 
unit,  standard  drug  therapy  was  used  for  the  tem- 
porary treatment  of  heart  block.  During  the  past 
four  years,  however,  transvenous  placement  of  a  tem- 
porary pacing  catheter  has  been  done  in  100  pa- 
tients having  disorders  of  impulse  formation  and 
conduction,  with  successful  capture  of  the  rhythm 
in  all  cases.  The  ECG  monitoring  of  the  intravenous 
bipolar  catheter  electrode  has  made  possible  the 
application  of  a  technique  that  did  not  require  move- 
ment to  a  darkroom  or  the  use  of  special  fluoro- 
scopic equipment.  The  patient  remained  in  the  inten- 
sive care  unit,  where  emergency  cardiopulmonary 
resuscitative  equipment  was  available  if  needed. 

METHOD 

A  vein  in  the  arm  opposite  the  one  used  for  the 
pacing  catheter  was  kept  open  with  a  5  percent  so- 
lution of  dextrose  and  water,  with  a  Y  tube  arrange- 
ment for  isoproterenol  (Isuprel)  and  lidocaine  (Xy- 
locaine)  drips.  Routine  emergency  syringes  were 
prepared  and  labeled,  including  1:10,000  epine- 
phrine, atropine,  and  2  percent  lidocaine. 

The  patient's  heart  was  monitored  throughout  the 
procedure,  either  by  periodic  ECG  strips  or  by  the 
regular  monitor,  but  not  by  both  at  the  same  time. 
At  first  ECG  monitoring  was  used,  with  limb  leads 
in  place  and  the  chest  lead  attached  (by  means  of 
double-ended  alligator  clips)  to  the  proximal  terminal 
of  the  wire  leading  to  the  tip  of  the  bipolar  catheter. 
The  pacing  catheter  used  was  the  standard  105-cm 
No.  5  bipolar  catheter,  manufactured  by  the  United 
States  Catheter  Corporation.  Later  we  began  using 
the  patient's  bedside  monitor,  attaching  the  positive 
terminal,  by  alligator  clips,  to  the  proximal  end  of 
the  catheter  and  transferring  the  negative  (right 
chest)  monitor  electrode  to  the  part  of  the  chest 
overlying  the  apex  region  of  the  heart.  This  exchange 
of  the  usual  positions  of  the  electrodes  allowed  the 
development  of  almost  identical  patterns,  previously 
learned  by  using  the  chest  (exploring)  lead  of  the 
ECG  machine.  All  equipment  was  thoroughly 
grounded. 

The  right  median  antecubital  vein  of  either  arm 
was  used  for  introducing  the  pacing  catheter,  through 
a  cutdown  incision.  The  catheter  was  guided  into  the 


superior  vena  cava,  through  the  right  atrium  and  right 
ventricle,  and  finally  to  the  point  of  endocardial 
contact,  at  or  near  the  apex.  The  advancement  of 
the  catheter  was  deliberate,  not  haphazard,  each 
centimeter  of  advancement  being  checked  by  the 
physician,  who  observed  the  monitor  patterns  that 
are  typical  of  the  intracardiac  electrocardiogram. 

The  type  of  catheter  we  used  with  ECG  and/or 
monitor  guidance  techniques  (to  be  described  later) 
was  the  so-called  floating  type,  but  rather  em- 
bodied the  characteristics  of  the  stiffer,  yet  quite 
pliable,  No.  5  French  catheter,  manufactured  by  the 
United  States  Catheter  and  Instrument  Corporation. 
This  allowed  more  accurate  control  and  orientation 
of  the  catheter  as  it  was  advanced  while  the  physician 
watched  the  characteristic  monitor  patterns  which 
will  be  described. 

Basic  Patterns 

The  characteristic  electrocardiographic  patterns 
displayed  when  the  catheter  tip  is  in  various  positions 
within  the  vena  cava,  the  right  atrium,  and  the  right 
ventricle  have  been  well  described  by  numerous 
cardiologists  and  cardiac  physiologists.  One  study 
in  particular  was  undertaken  to  define  the  normal 
intracardiac  configurations  and  potentials,  and  to  as- 
sess the  practical  value  of  the  intracardiac  electro- 
cardiogram in  localizing  the  catheter  tip  during  cathe- 
terization.4 

The  operator  is  guided  by  six  basic  patterns.  Three 
of  these  (prcatrial,  atrial,  and  ventricular)  indicate 
the  correct  advancement  of  the  pacing  catheter  to  the 
point  of  endocardial  contact.  The  other  patterns  must 
be  recognized,  since  their  appearance  is  an  indication 
to  withdraw  the  catheter  an  appropriate  distance  and 
reorient  its  advancement.  Initially,  as  the  catheter 
tip  progresses  toward  the  superior  vena  cava,  the 
pattern  resembles  that  seen  in  unipolar  lead  AVR 
(pre-atrial  pattern).  The  P  wave  is  inverted  and  be- 
comes more  deeply  inverted  as  the  tip  of  the  catheter 
approaches  the  upper  right  atrium.  The  QRS  com- 
plex at  this  point  typically  consists  of  an  rS  or  QS 
wave,  except  when  altered  by  acute  myocardial  in- 
farction or  bundle  branch  block.  With  advancement 
of  the  catheter  tip  to  the  mid-atrial  position,  the  P 
wave  becomes  quite  prominent,  with  a  sharp  negative 
to  biphasic  contour.  There  is  a  slight  increase  in  the 
intra-atrial  rS  amplitude.  This  is  the  atrial  pattern  re- 
ferred to  (see  Fig.  1).  In  the  lower  atrium  a  tall 
upright  P  wave  may  be  seen,  but  this  wave  rather 
suddenly  becomes  quite  small  and  upright  as  the 
catheter  tip  advances  into  the  right  ventricle.  At  this 
point  ORST  changes  dominate  the  picture,  with  a 
marked  increase  in  amplitude  of  the  QRS,  elevation 
of  the  ST  segment,  and  increased  inversion  of  the 
T  wave  (ventricular  pattern).  As  the  catheter  tip 
touches  the  right  ventricular  endocardium,  the  S  wave  i 
becomes  quite  deep  (35  to  50  mm),  the  ST  segment 
quite  elevated,  and  the  T  wave  possibly  deeply  in- 
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verted.  The  characteristic  changes  of  the  pre-atrial, 
atrial,  and  ventricular  patterns  are  illustrated  in  Fig- 
ure 1. 

Figure  2  documents  the  passage  of  an  endocardial 
pacing  catheter  into  the  right  ventricle  of  a  patient 
with  acute  myocardial  infarction,  complicated  by 
complete  heart  block.  Failure  of  the  atrial  pattern 
to  appear  after  adequate  advancement  of  the  catheter 
indicates  an  upward  turn  into  a  neck  vein  (Fig.  2, 
strip  2).  This  does  not  occur  often,  but  it  is  easily 
recognized  as  the  catheter  is  advanced,  because  all 
components  of  the  tracing  decrease  in  magnitude. 
Withdrawal,  then  readvancement,  rotating  the  cathe- 
ter 1 80  degrees  (or  elevating  the  arm),  results  in  cor- 
rect reorientation  into  the  right  atrium  and  ventricle 
(last  two  strips  of  Fig.  2).  Failure  of  the  highly 
characteristic  intraventricular  pattern  to  appear 
within  a  few  centimeters  after  the  appearance  of  in- 
tra-atrial  P  waves  may  mean  entry  into  the  inferior 
vena  cava.  The  resulting  pattern  resembles  the  intra- 
atrial  tracing,  but  with  decreasing  amplitudes  with 
increasing  distance  from  the  atrium  (Fig.  3).  With- 
drawal of  the  tip  into  the  atrium  will  allow  reorienta- 
tion toward  the  atrioventricular  opening,  a  manuever 
that  is  facilitated  by  turning  the  patient  on  his  left 
side.  Occasionally,  as  the  catheter  tip  is  advanced 
toward  what  is  presumed  to  be  the  ventricular  open- 
ing, the  ventricular  pattern  does  not  appear.  Instead 
the  polarity  of  all  components  of  the  intra-cardiac 
tracing  become  more  positive  and  may  increase  in 
amplitude.  This  is  characteristic  of  entry  into  the 
coronary  sinus,  and  advancement  another  1  or  2  cm 
results  in  increasing  positivity  of  the  entire  pattern. 
Again,  withdrawal  of  the  catheter  tip  into  the  atrium 
and  advancement  with  the  patient  in  the  left  oblique 
or  lateral  decubitus  will  result  in  the  appearance  of 
the  desired  intraventricular  pattern  ( Fig.  4 ) . 

Once  endocardial  contact  is  established,  intracar- 
diac recording  is  discontinued  and  precordial  leads 


are  again  monitored.  The  proximal  terminals  of  the 
catheter  are  attached  to  a  battery-powered  pacemaker 
and  pacing  is  instituted.  Current  amplitude  adjust- 
ments are  then  made,  with  further  minor  manipula- 
tions of  the  catheter  to  provide  pacing  at  the  lowest 
possible  current. 

Failure  to  establish  pacing,  once  the  typical  endo- 
cardial contact  has  been  made,  has  not  occurred  in 
our  small  series  of  cases.  A  chest  roentgenogram  is 
always  obtained  as  soon  as  pacing  is  established  to 
verify  the  position  of  the  catheter  and  occasionally 
to  indicate  the  need  for  better  positioning  to  reduce 
or  modify  tension  at  the  point  of  endocardial  contact. 
No  major  complications  such  as  cardiac  perforation 
have  arisen.  The  need  to  reposition  the  catheter  after 
its  first  positioning  has  occurred  in  about  10  percent 
of  our  cases.  This  is  somewhat  less  than  the  usual 
percentage  in  previously  reported  series  of  cases. 

Figure  5  demonstrates  the  position  of  a  temporary 
pacing  catheter  after  the  appearance  of  the  typical 
endocardial  contact  pattern.  Figure  6  demonstrates 
the  presence  of  both  temporary  and  permanent  cathe- 
ters in  a  case  necessitating  the  use  of  a  permanent 
pacemaker. 

DISCUSSION 

The  indications  for  and  the  techniques  of  trans- 
venous  cardiac  pacing  have  been  thoroughly  de- 
scribed.7-" The  need  for  temporary  cardiac  pacing 
may  arise  in  a  number  of  clinical  situations.  Syncopal 
episodes  due  to  heart  block  represent  an  emergency  in 
which  drugs  or  external  pacing  by  electrodes  on  the 
chest  wall  offer  only  limited  help.  An  effective  course 
of  action  becomes  even  more  urgently  indicated  if  the 
cause  of  the  heart  block  is  acute  myocardial  infarc- 
tion. Heart  failure,  renal  insufficiency,  coronary  in- 
sufficiency and  mental  confusion  may  at  times  domi- 
nate the  clinical  picture  of  heart  block  and  are  a  result 
of  reduced  cardiac  output.  While  drugs  such  as  iso- 


Fig.   5.   Temporary   pacing  catheter  after  appearance   of 
endocardial   contact   pattern   (monitor   guidance   technique). 


Fig.  6.  Temporary  and  permanent  pacing  catheters  in 
place.  The  temporary  catheter  is  not  removed  until  24  hours 
after  permanent  one  has  demonstrated  efficacy. 
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proterenol  and  corticosteroids  may  be  used  with  ad- 
vantage, transvenous  pacing  is  far  more  effective  and 
is  usually  a  necessary  step  in  those  cases  in  which  per- 
manent implantation  of  a  pacemaker  is  anticipated. 
More  recently,  various  tachy-arrhythmias  have  been 
effectively  treated  with  temporary  intracardiac  pacing 
when  other  measures  have  failed.'1' 21 

The  institution  of  transvenous  intracardiac  pacing 
at  the  bedside,  using  the  ECG  monitor  to  guide  the 
placement  of  the  catheter  electrode,  appears  to  be  a 
practical  answer  to  the  problems  just  described.  It 
represents  a  course  of  action  readily  adaptable  to  the 
community  hospital  intensive  care  unit.  It  does  not  re- 
quire the  use  of  sophisticated  fluoroscopic  equipment, 
or  the  movement  of  the  patient  from  the  unit  where 
the  need  for  action  arises.  A  knowledge  of  the  intra- 
cardiac electrocardiogram  allows  the  accurate  guid- 
ance of  the  bipolar  catheter  as  it  is  advanced  from  the 
point  of  cut-down,  the  median  antecubital  vein  of  the 
right  or  left  arm,  into  and  through  the  superior  vena 
cava,  the  right  atrium,  and  into  the  right  ventricle. 

When  the  vein  is  easily  cannulated,  a  cut-down 
may  not  even  be  necessary.  In  one  instance,  a  very 
small  (size  0)  Teflon  -  coated  monopolar  steel  wire 
was  introduced  through  an  18-gauge  needle  and 
literally  floated  through  the  tributary  venous  return  to 
the  right  auricle  and  then  into  the  right  ventricle, 
whereupon  successful  pacing  was  established  with  a 
battery  pacemaker  and  an  indifferent  electrode.1  We 
have  had  no  experience  with  floating  catheterization 
in  our  hospital.  Recently  the  Elecath  Corporation  in- 
troduced a  flexible  bipolar  catheter  that  can  be 
threaded  through  a  size  14  needle  and  introduced  into 
the  median  antecubital  vein  or  right  external  jugular 
vein. 

We  have  preferred  to  use  a  No.  5F  bipolar  catheter 
(we  have  used  those  made  by  U.S. C.I.  and  by  the 
Medronic  Corporation)  because  it  is  quite  flexible 
and  yet  can  be  manipulated.  A  cut-down  has  been 
done  in  each  instance,  because  this  approach  allows 
an  easier  cannulation  of  the  vein,  with  positive  control 
of  any  bleeding  that  may  occur.  Occasionally  a  mild 
superficial  phlebitis,  with  slight  swelling  and  tender- 
ness of  the  arm,  occurs  five  or  six  days  after  the  intro- 
duction of  the  pacing  catheter.  This  complication  has 
responded  in  each  instance  to  elevation  of  the  arm; 
warm,  moist  applications;  and  occasionally  a  short 
course  of  tetracycline  (Achromycin)  and  phenylbuta- 
zone (Butazolidin).  Removal  of  the  emergency  pac- 
ing catheter  before  the  anticipated  time  has  not  been 
necessary. 

During  the  passage  of  the  bipolar  catheter  to  the 
point  of  right  ventricular  endocardial  contact,  pre- 
mature ventricular  contractions  often  (usually)  oc- 
cur. At  this  point  a  lidocaine  infusion  (100  cc  of  2 
percent  lidocaine  in  1,000  cc  of  D/W  is  begun.  (Or  a 
bolus  of  2  to  4  cc  of  2  percent  lidocaine 
may  be  given.)  One  episode  of  ventricular  fibrilla- 


tion was  quickly  terminated  with  400  joules  direct 
current  counter  shock,  after  which  no  further  compli- 
cations occurred. 

It  is  felt  that  keeping  the  patient  in  the  intensive 
care  unit  during  the  installation  of  temporary  trans- 
venous pacing  has  been  a  critical  factor  in  making 
possible  the  immediate  and  effective  treatment  of 
complications  that  may  arise  during  the  procedure. 
Nursing  personnel  familiar  with  the  patient  and  with 
the  application  of  all  phases  of  cardiopulmonary  re- 
suscitation are  present  in  their  own  environment, 
where  everything  is  plainly  labeled  and  kept  in  its 
proper  place. 

Much  has  been  written  concerning  the  electrical 
hazards  to  patients  with  intracardiac  pacing  catheters. 
With  full  recognition  of  these  hazards,  every  precau- 
tion was  taken  to  eliminate  them  through  proper 
grounding  and  thorough  inspections  for  stray  currents 
in  the  framework  of  the  monitors,  carts,  beds,  and 
ECG  chassis.  It  is  my  conviction  that  reasonable  pre- 
caution and  proper  care  must  be  exercised  in  any 
guidance  system  used  to  place  an  intracardiac  cathe- 
ter. This  is  no  less  true  for  monitor  guidance  tech- 
niques, which,  by  their  very  nature,  must  include  ad- 
ditional safeguards  and  counter-checks  with  micro- 
voltameters,  polarity  devices,  and  so  forth.  Such 
checks  form  an  integral  part  of  our  technique. 

Although  the  ECG  monitor  guidance  method  of 
pacing  -  catheter  placement  was  originally  developed 
for  bedside  emergency  use,  this  method  has  now  been 
extended  to  the  elective  placement  of  permanent 
transvenous  pacing  catheters  attached  to  an  im- 
planted pulse  generator.  This  has  now  been  accom- 
plished in  our  hospital  in  75  cases,  all  with  successful 
pacing.  They  will  be  reported  in  a  later  paper,  to- 
gether with  a  description  of  how  the  method  was 
modified  by  the  integrated  work  of  both  surgeon  and 
cardiologist.  It  is  obvious  that  what  was  once  consi- 
dered an  emergency  bedside  procedure  may  be  a  pro- 
cedure of  choice  in  many  instances  of  permanent  pac- 
ing. 

With  repeated  experiences  in  monitor  guidance,  the 
accuracy  of  intracardiac  patterns  has  been  striking 
enough  to  cause  me  to  feel  that  roentgen  systems, 
utilizing  image  intensification,  cannot  reveal  certain 
information  concerning  the  location  of  the  pacing 
catheter  tip,  which  is  easily  recognizable  with  monitor 
guidance.  This  is  certainly  a  fertile  field  for  close 
cooperation  between  the  cardiac  physiologist,  the 
cardiologist,  the  surgeon,  and  the  roentgenologist. 
The  application  of  intracardiac  patterns  to  the  study 
of  scalar  electrocardiograms  has  long  been  recog- 
nized. That  there  are  further  possibilities  for  the  ap- 
plication of  direct  intracardiac  electrocardiograms  to 
clinical  problems  is  abundantly  clear.  The  present  re- 
port exemplifies  the  application  of  such  knowledge  in 
the  organization  of  a  reliable  and  safe  technique  for 
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country,  and  one  for  which  the  medical  profession  has 
special  responsibility. 

CRISIS  INTERVENTION  CENTER 

At  one  time  drug  abuse  was  viewed  as  a  problem  of 
the  big  cities  of  the  North  —  New  York,  Washington, 
San  Francisco,  etc.  It  is  true  that  increases  in  drug 
use  occurred  earlier  in  these  cities  than  in  other  parts 
of  the  country.3'5  In  the  past  two  or  three  years,  how- 
ever, drug  abuse  phenomena  have  been  encountered 
increasingly  in  communities  of  all  sizes.  Winston- 
Salem  became  alerted  to  its  drug  problems  through 
the  reports  of  two  groups  which  had  been  having  first- 
hand contact  with  it:  the  police  and  concerned  young 
people. 

The  first  attempt  to  provide  a  service  for  drug 
abusers  in  this  city  took  the  form  of  a  crisis  interven- 
tion center  organized  in  1970  by  two  young  men  of 
college  age.  The  staff  consisted  of  nonprofessional 
counselors  who  had  been  trained  briefly.  Protective 
care  and  short-term  counseling  were  provided  to 
young  people  with  acute  drug-related  problems. 

A  number  of  physicians  served  on  a  medical  ad- 
visory committee  for  the  center.  This  committee  de- 
veloped policies  for  handling  clients  with  medical 
complications  and  helped  the  staff  to  establish  work- 
ing relations  with  local  hospital  emergency  rooms.  In- 
dividual physicians  advised  the  staff  on  handling  par- 
ticular clients.  In  some  cases  physicians  saw  patients 
at  the  center  or  at  their  offices.  No  charges  were 
made. 

Acting  on  behalf  of  the  Forsyth  County  Medical 
Society,  the  advisory  committee  also  organized  a  sym- 
posium on  drug  abuse  for  local  physicians,  advised 
the  local  school  board  on  policies  for  handling  cases 
of  suspected  drug  abuse  among  students,  testified  be- 
fore the  1971  North  Carolina  General  Assembly  on 
proposed  legislation  dealing  with  the  problem,  and 
explored  with  local  pharmacists  ways  to  control  ex- 
cessive and  illicit  drug  use. 

The  crisis  intervention  center  remained  in  opera- 
tion for  about  one  year.  It  was  regarded  with  suspi- 
cion by  some  segments  of  the  community  because  of 
the  "counter  -  culture"  life  style  of  some  of  its  staff. 
After  some  time  the  staff  became  unable  to  exclude 
the  exchange  of  drugs  from  the  center  itself.  On  the 
advice  of  the  police,  the  board  of  directors  decided 
that  the  center  should  be  closed. 

The  physicians  who  had  been  involved  with  its 
work  felt  that  the  center  had  certain  liabilities  because 
of  its  free  -  standing  character.  They  felt  that  a  future 
drug  abuse  program  ought  to  be  offered  under  the 
auspices  of  a  recognized,  reputable  agency  or  institu- 
tion with  suitable  expertise.  This  would  protect  the 
program  from  pressures  and  accusations  on  the  part 
of  groups  in  the  community  which  were  unsympathe- 
tic with  therapeutic  approaches  to  drug  abusers  and 
preferred  a  purely  "law-and-order"  approach.  It 
would  also  enable  medical  and  other  professional 
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skills  to  be  brought  to  bear  on  persons  needing  them, 
and  in  a  more  continuous  and  effective  fashion  than 
had  been  possible  with  the  original  center.  On  the 
other  hand,  care  would  have  to  be  taken  to  ensure 
that  potential  clients  were  not  discouraged  from  seek- 
ing treatment  by  a  punitive,  unsympathetic,  or  imper- 
sonal approach  on  the  part  of  an  overly  "profes- 
sional" staff.5 

The  physicians  felt  also  that  a  multifaceted  ap- 
proach was  needed.  Our  initial  experience  with  drug 
abusers  led  us  to  feel  that  the  medical  aspects  were 
only  one  part  of  the  picture,  and  not  necessarily  the 
main  part.  The  people  who  got  into  trouble  with  drugs 
usually  seemed  to  have  significant  social  and  psy- 
chological problems.  The  physician  might  offer  cer- 
tain medical  services  — -  short-term  sedation  during  a 
"bad  trip"  from  LSD,  or  detoxification  of  the  heroin 
user  —  but  this  would  be  of  little  benefit  to  the  pa- 
tient unless  he  were  assisted  with  the  deeper  problems 
connected  with  his  drug  habit.  The  needed  assistance 
might  be  individual  or  group  counseling  or  psycho- 
therapy, help  in  getting  back  to  school  or  finding  a 
job,  financial  aid,  or  the  like.  This  point  has  been 
stressed  elsewhere.'1'  7  Furthermore,  drug  abuse  is  an 
extremely  variable  "disease."  The  nature  of  the  prob- 
lem varies  from  person  to  person,  and  therefore  so 
does  the  management.  For  these  reasons  we  felt  that  a 
variety  of  resources  besides  the  medical  ought  to  be 
included  in  a  drug  program. 

MENTAL  HEALTH  DEPARTMENT  PROGRAM 

The  Forsyth  County  Mental  Health  Department 
has  been  accepted  as  the  agency  with  the  prime  re- 
sponsibility for  providing  therapeutic  service  to  vic- 
tims of  drug  abuse  in  our  community.  This  arrange- 
ment reflects  our  recognition  that  in  many  cases  drug 
abuse  in  fact  represents  a  mental  health  problem.  The 
staff  of  the  Department  represents  the  important  skills 
of  the  social  worker,  nurse,  psychologist,  and  psychia- 
trist. It  is  appropriate  also  that  an  official  agency  have 
the  prime  role,  in  recognition  of  the  obligation  of  gov- 
ernment to  provide  needed  financial  aid  and  other 
support. 

The  Mental  Health  Department  established  a  drug 
abuse  unit  in  mid- 1971.  At  present  the  staff  is  di- 
rected by  a  social  worker  with  training  and  experi- 
ence in  this  field.  The  five  other  staff  members, 
though  lacking  professional  degrees,  are  equipped 
with  various  kinds  of  experience  and  skills  appro- 
priate to  the  work.  The  unit  works  closely  with 
Reynolds  Memorial  Hospital,  the  local  Vocational 
Rehabilitation  Administration  office,  the  Welfare 
Department,  and  the  schools,  various  churches,  and 
other  groups  who  can  help  in  one  way  or  another. 
Citizen  interest  is  expressed  through  the  non-profit 
Council  on  Drug  Abuse.  The  police  and  the  courts, 
which  were  suspicious  of  the  original  crisis  interven- 
tion center,  have  recognized  the  value  of  the  Mental 
Health  program  and  cooperate  with  it.  Such  coopera- 
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tion  can  lead  to  important  gains,  especially  for  the 
clients.8 

Financial  support  thus  far  has  come  from  the 
Council  on  Drug  Abuse  (funds  derived  from  contri- 
butions by  churches,  individuals,  and  a  local  foun- 
dation), the  Model  City  Program,  and  the  Mental 
Health  Department  itself.  All  funds  are  channeled 
through  the  Department.  Financial  support  is  also  be- 
ing sought  from  the  National  Institute  of  Mental 
Health,  the  North  Carolina  State  Office  of  Drug 
Abuse,  and  private  foundations.  These  arrangements 
are  a  good  example  of  constructive  public-private  sec- 
tor cooperation. 

Within  the  drug  abuse  unit  itself,  a  multimodal  ap- 
proach is  favored.  This  approach  has  been  widely 
used  elsewhere. "■  10  The  philosophy  is  one  of  "differ- 
ent strokes  for  different  folks."  Although  the  staff 
members  are  enthusiastic  about  their  work,  they  are 
not  "true  believers"  in  one  particular  therapeutic 
mode.  A  multimodal  program  allows  the  staff  to  offer 
a  new  client  the  type  of  treatment  that  seems  to  hold 
most  promise  for  him  individually,  depending  on  age, 
educational  background,  psychological  factors,  type 
of  drug  abuse,  and  the  like.  It  also  allows  the  client  to 
make  changes  within  the  program  in  case  of  initial 
failure,  instead  of  leaving  it  entirely.  Other  advan- 
tages have  been  pointed  out:  different  modalities  may 
contribute  to  and  strengthen  each  other  in  the  overall 
program;  innovation  and  development  of  new  strate- 
gies is  easier;  competition  for  public  support  is  elimi- 
nated.2 (M  236-238) 

The  program  components  presently  available  or 
contemplated  are  crisis  intervention  services;  outpa- 
tient detoxification  and  abstinence;  a  day  treatment 
center;  a  residential  therapeutic  community.  Crisis  in- 
tervention is  available  through  the  outpatient  clinic  of 
the  Mental  Health  Department,  which  remains  open 
during  the  evening  as  well  as  daytime  hours. 

The  day  treatment  center  is  housed  in  a  former  sin- 
gle-family dwelling  in  which  clients  are  expected  to 
spend  up  to  14  hours  a  day,  including  meals.  (It  is 
open  daily  until  10:00  p.m.)  It  provides  a  positive, 
structured  environment  with  counseling,  educational, 
and  recreational  activities.  This  is  a  more  sheltered 
and  more  intensive  treatment  setting  than  a  conven- 
tional outpatient  service.  Clients  are  expected  to 
spend  several  months  in  this  unit. 

The  residential  therapeutic  community  is  in  the 
planning  stage.  It  will  provide  a  totally  separate  en- 
vironment for  one  to  five  years  for  clients  who  need 
intensive  rehabilitation  and  separation  from  their  pre- 
vious environment.  A  farm  setting  may  be  chosen,  as 
was  done  for  the  Genesis  House  program  at  Chapel 
Hill.  Elsewhere  in  the  country  therapeutic  communi- 
ties like  Synanon  in  California  and  Phoenix  House  in 
New  York  have  attracted  enthusiastic  support.  They 
select  their  clients  carefully,  and  are  thought  to  be 
most  suitable  for  alienated  young  people  who  are 
heavily  involved  in  the  drug  culture.  The  expense  and 


limited  applicability  of  these  programs  are  disadvan- 
tages.- "Ip  1:I1-UIC> 

From  Sept.  20,  1971  through  April  30,  1972  the 
Forsyth  County  drug  program  provided  service  for  91 
persons.  Some  of  their  characteristics  are  shown  in 
Table  1.  Heroin  was  the  drug  involved  in  the  majority 
of  cases.  This  reflects  the  Mental  Health  Depart- 
ment's decision  to  concentrate  on  reaching  heroin 
users  as  the  program's  first  priority.  Encountered  next 
most  frequently  were  hallucinogens  other  than  mari- 
juana, chiefly  LSD.  Blacks  outnumbered  whites  and 
males  outnumbered  females  among  the  clients.  This 


Table  1 

Characteristics  of  Clients  at  Time  of  First  Entry  Into 
Drug  Abuse  Program 


Sept. 

20 

1971-April  30, 

1972 

(91  Persons) 

Sex 

No. 

Percent 

Male 

60 

65.9 

Female 

31 

34.1 

Race 

White 

37 

40.7 

Black 

54 

59.4 

Age 

Less  than   15  yr. 

3 

3.3 

15-19 

25 

27.5 

20-24 

45 

49.5 

25-29 

13 

14.3 

30-34 

4 

4.4 

35  and   over 

1 

1.1 

Main  drug  of  abuse 

Heroin 

62 

68.1 

Amphetamine 

4 

4,4 

Marijuana 

3 

3.3 

Hallucinogen  other  th 

an 

marijuana 

16 

17.6 

Barbiturate 

3 

3.3 

Others 

3 

3.3 

Marital  Status 

Married 

31 

34.1 

Single 

57 

62.6 

Separate 

2 

2.2 

Not  determined 

1 

1.1 

Children 

None 

50 

54.9 

One  or  two 

31 

34.1 

Three  or  four 

6 

6.6 

Five  or  more 

3 

3.3 

Not  determined 

1 

1.1 

Educational  background 

Less  than  high  school 

graduate 

43 

47.3 

High  school  graduate 

29 

31.9 

Some  college  or  vocational   school 

16 

17.6 

College  graduate 

0 

0.0 

Not  determined 

3 

3.3 

Employment  status 

Employed 

22 

24.2 

Homemaker 

2 

2.2 

In  school 

17 

18.7 

Unoccupied  (none  of 

he 

above) 

SO 

54.9 

Source  of  Referral  to  program 

Self  or  "street" 

6S 

74.7 

School  system 

6 

6.6 

Courts 

5 

5.5 

Parents 

4 

4.4 

Crisis  telephone 

line 

2 

2.2 

Other 

6 

6.6 

June    1973,  NCMJ 


439 


was  a  young  population,  the  majority  ranging  in  age 
from  15  to  24  years.  Many  were  high  school  drop- 
outs, and  about  half,  by  their  own  admission,  had  a 
record  of  previous  police  arrest  (possibly  an  under- 
estimate). These  figures  are  comparable  to  those  ob- 
served elsewhere  in  programs  for  heroin  addiction;4'  6 
however,  we  have  not  seen  the  numbers  of  older 
heroin  addicts  found  in  the  larger  cities  of  the  United 
States  and  abroad. :!-  u-  ]-  A  striking  finding  in  our 
group  is  the  large  number  of  persons  considered  to  be 
"unoccupied" — neither  employed  nor  in  school  nor 
taking  care  of  a  household. 

OUTPATIENT  TREATMENT  OF 
HEROIN  USERS 

The  component  of  the  drug  program  with  which 
physicians  have  had  the  most  contact  is  the  outpatient 
detoxification  and  abstinence  service.  This  was  de- 
signed particularly  to  assist  heroin  users  seeking  to 
end  their  dependency.  Intake  and  overall  supervision 
are  provided  by  the  staff  of  the  Mental  Health  De- 
partment; the  medical  arm  is  the  medical  service  and 
outpatient  clinic  of  Reynolds  Memorial  Hospital.  Cli- 
ents are  required  to  participate  in  group  therapy  and 
other  rehabilitative  efforts  of  the  Mental  Health  staff 
in  addition  to  receiving  detoxification.  These  services 
are  of  crucial  importance  in  helping  clients  to  main- 
tain a  drug  -  free  status.  Physicians  alone  cannot  meet 
the  full  needs  of  these  patients.  With  detoxification 
alone,  the  relapse  rate  would  be  close  to  100  percent, 
and  the  net  gain  for  the  addicts  and  the  community 
would  be  no  more  than  a  brief  reduction  in  the  use  of 
heroin  and  possibly  in  related  crime.  Such  gains, 
though  real,  would  not  justify  ongoing  staff  commit- 
ment and  community  support. 

Outpatient  abstinence  programs  elsewhere  have  in- 
cluded, in  addition  to  detoxification,  some  or  all  of 
the  following  services:  "community  outreach  to  find 
possible  people  who  need  help;  group  and  individual 
therapy  of  various  types;  vocational  and  social  coun- 
seling; intervention  with  authorities,  employers,  or 
schools  on  behalf  of  the  patient;  vocational  training 
and  education;  and  family  counseling."2  '"  197) 

All  of  our  patients  were  detoxified  on  an  outpatient 
basis.  Hospitalization  was  not  judged  necessary  for 
management  of  withdrawal  symptoms.  Hospitaliza- 
tion as  a  means  of  separating  an  addict  from  his  drug 
during  detoxification  is,  in  our  judgment,  a  costly  and 
short-lived  expedient.  Until  recent  years  medical  au- 
thorities were  of  the  opinion  that  heroin  detoxifica- 
tion should  be  carried  out  only  in  a  hospital;13  this 
view  has  been  modified,  however.14 

The  outpatient  treatment  of  heroin  dependence  of- 
fers advantages  over  institutional  and  residential 
treatment,  as  has  been  noted  elsewhere."1'  u  They  in- 
clude the  following: 

1.  The  operating  cost  per  client  is  relatively  low 
and  no  capital  is  involved. 

2.  Clients  may  continue  to  hold  jobs,  go  to  school. 


or  attend  to  family  responsibilities. 

3.  Other  community  resources  can  conveniently  be 
brought  to  bear  on  particular  cases:  vocational  re- 
habilitation, educational  programs,  etc. 

4.  Drug  users  may  gain  strength  from  coping  with 
their  usual  environmental  pressures  and  problems 
while  undergoing  rehabilitation. 

5.  There  is  more  self-regulation  by  addicts  of  their 
own  behavior  than  is  usually  possible  in  an  institu- 
tional setting. 

6.  There  is  opportunity  for  establishing  less  stero- 
typed,  more  genuine  personal  relationships  between 
addict  and  therapist,  with  important  therapeutic  po- 
tential from  this  rapport. 

The  heroin  users  we  see  typically  require  less  than 
five  "bags"  per  day.  The  street  unit  of  heroin — the 
"bag"  —  contains  approximately  10  mg  of  the  drug, 
considerably  diluted  with  other  materials.  The 
average  daily  use  of  heroin  by  addicts  nationwide  has 
been  estimated  at  55  mg,  or  five  or  six  bags.15  For 
many  users  the  extent  of  their  habit,  without  medical 
intervention,  varies  considerably  depending  on  such 
factors  as  the  availability  of  funds,  psychological 
stress,  and  the  like.  Some  are  quite  sporadic.  In  this 
context  we  have  not  found  detoxification  to  be  diffi- 
cult in  the  medico-pharmacological  sense.  The  use 
of  heroin  was  not  confirmed  in  our  patients  by  test- 
ing the  urine,  as  is  required  in  methadone  main- 
tenance programs. ie  However,  there  was  adequate 
confirmation  through  the  staff's  personal  familiarity 
with  the  addict  community  in  this  relatively  small 
city. 

Withdrawal  symptoms  have  not  been  severe.  Most 
frequently  reported  have  been  general  discomfort, 
tremulousness,  insomnia,  headache,  abdominal 
cramps,  musculoskeletal  pains,  sweating,  chilliness, 
nausea  and  vomiting,  rhinorrhea,  and  lacrimation. 
Peak  severity  occurred  in  the  first  two  or  three  days. 
These  observations  correspond  with  experience  else- 
where. ■"••  17  In  general,  more  troublesome  than  the 
physical  symptoms  were  the  psychological  problems 
associated  with  withdrawal:  anxiety  over  somatic 
symptoms  and  persistent  desire  for  the  heroin  ex- 
perience. 

We  have  used  oral  doses  of  methadone  (Dolophine 
Hydrochloride  as  syrup,  10  mg  per  30  ml)  over  short 
periods  to  assist  in  detoxification.  Presumably  metha- 
done reduces  the  "hunger"  for  heroin  and  other 
symptoms  of  withdrawal. 1S-  10  Usually  we  follow  a 
five  to  seven  day  course,  with  higher  doses  during  the 
first  two  or  three  days  and  rapid  tapering  thereafter. 
We  have  prescribed  dosages  as  high  as  40  mg  per  day 
for  patients  with  relatively  heavy  habits  (for  our 
population).  We  first  prescribed  methadone  in  four 
divided  doses  per  day,  later  changing  to  two  divided 
doses  daily.  Sedatives,  antiemetics,  and  other  anal- 
gesics were  also  prescribed  when  indicated. 

From  September,  1971  through  April,  1972,  sixty- 
two  heroin  users  were  seen  at  the  Reynolds  Memo- 
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-ial  Hospital  medical  clinic  for  detoxification,  some 
or  more  than  one  course.  The  majority  of  the  other 
drug  program  clients  were  also  seen  at  the  clinic, 
services  to  these  patients  included  a  complete  his- 
ory  and  physical  examination,  and  additional  tests 
jr  treatments  as  indicated.  In  fact,  few  ancillary  ser- 
vices were  needed  apart  from  those  connected  directly 
with  heroin  detoxification.  Nine  laboratory  tests  and 
ane  x-ray  study  were  done.  The  hospital  pharmacy  is- 
ued  243  prescriptions,  the  great  majority  for  metha- 
lone  (a  new  prescription  for  methadone  had  to  be 
written  for  each  day  of  treatment ) . 

The  physicians  contributed  their  services  at  no 
barge.  The  use  of  the  clinic  and  the  ancillary  services 
were  contributed  by  the  Forsyth  County  Hospital  Au- 
hority  (the  governing  board  of  Reynolds  Memo- 
■ial  Hospital). 

PROBLEMS  AND  RESULTS 

The  goals  of  the  heroin  user  in  coming  to  a  treat- 
nent  center  may  not  be  the  same  as  the  goals  of  the 
staff.  The  user  may  wish  to  obtain  methadone  to  help 
lim  abstain  from  the  drug  only  temporarily,  or  even 
o  reduce  his  habit  without  eliminating  it.  The  staff 
jsually  places  more  emphasis  on  prolonged  absti- 
lence.  This  was  true  in  our  case,  partly  a  reflection 
5f  the  general  community  views  toward  drug  abuse. 
The  goal  of  abstinence  was  presented  to  persons  seek- 
ng  to  enter  the  program.  Although  urine  test  to  detect 
;overt  heroin  use  has  not  been  a  part  of  the  program, 
(it  was  not  readily  available  in  the  community  until 
-ecently),  clients  who  did  in  fact  continue  to  use  the 
Irug  or  relapse  soon  after  detoxification  usually 
became  known  to  the  staff  or  other  clients  or  both. 
\s  an  incentive,  the  staff  and  clients  together  es- 
ablished  the  rule  that  non-abstinence  would  result  in 
dismissal  from  program  without  privilege  of  readmis- 
on  (including  detoxification)  in  less  than  60  days. 

In  spite  of  these  measures  we  found  that  the  pro- 
gram was  being  abused.  In  particular,  methadone 
was  appearing  "on  the  streets"  for  illicit  distribution, 
it  least  some  of  it  coming  from  the  drug  program. 
Persons  undergoing  detoxification  were  coming  once 
daily  to  receive  their  24-hour  supply  of  methadone, 
ind  clearly  some  of  the  supply  was  being  improperly 
diverted,  a  practice  that  has  been  reported  else- 
where. "• 2"  As  a  consequence,  we  changed  our  dis- 
pensing procedure  to  require  clients  to  come  in  twice 
i  day  during  detoxification  and  ingest  their  dose  of 
nethadone  on  the  premises  under  the  observation  of 
a  staff  member.  At  present  no  methadone  is  taken 
Dut  of  the  hospital  by  the  clients.  This  arrangement 
las  the  further  advantage  of  eliminating  the  possi- 
bility of  accidental  overdosage  in  persons  deliberately 
ibusing  this  drug,  and  of  accidental  ingestion  by  chil- 
dren. (The  latter  is  a  growing  problem.-1 ) 

Thus  far  we  have  felt  that  it  would  be  unwise  to 
undertake  long-term  methadone  maintenance  in 
leroin  cases  (in  contrast  to  short-term  methadone  use 
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in  detoxification).  There  are  several  reasons: 

1.  Community  attitudes  are  fairly  conservative  and 
do  not  favor  the  apparent  substitution  of  one  addic- 
tion for  another. 

2.  Facilities  and  staff  have  not  been  sufficient  for 
proper  operation  of  a  maintenance  program.  Physi- 
cian involvement  has  been  essentially  on  a  "spare- 
time"  basis.  Urine  -  testing  for  covert  heroin  use  was 
not  available  until  recently. 

3.  Methadone  maintenance  is  more  suitable  for  an 
older,  hard-core  population  of  heroin  addicts,2  'p204' 
in  contrast  to  the  clientele  here,  where  we  would  run 
the  risk  of  creating  methadone  addiction  in  people 
who  had  not  been  truly  addicted  to  opiates  before.12 

4.  The  potential  for  diversion  of  methadone  to  illi- 
cit channels  would  be  greatly  increased. 

Despite  these  considerations,  it  is  clear  that  metha- 
done maintenance  is  a  technique  of  demonstrated 
usefulness  and  has  a  place  in  multimodal  treatments, 
particularly  for  mature  heroin  addicts.2224 

Data  characterizing  the  drug  program  for 
the  period  September,  1971  through  April,  1972  are 
shown  in  Table  2.  During  this  period  91  persons  en- 
tered the  program  a  total  of  118  times  (there  were 
some  repeaters).  Out  of  118  entrants,  81  have  left 
the  program,  69  as  dropouts.  Many  of  these  clients 
made  only  one  or  two  visits  and  (in  the  case  of  the 
heroin  users)  did  not  even  complete  the  initial  de- 
toxification phase.  Thirty-seven  entrants  were  still 
undergoing  treatment  at  the  end  of  the  period. 

The  staff  tried  to  follow  the  appointment  -  keep- 
ing behavior  of  the  clients.  Out  of  a  total  of  540 
scheduled  appointments  of  all  sorts  (physician  visits, 
social  worker  interviews,  group  therapy  meetings, 
etc.)  71  percent  were  kept  and  20  percent  were 
missed.  We  felt  that  this  percentage  represented  a 
good  level  of  participation. 


Table  2 


Outcomes  of  Drug  Program 
Sept.  20, 1971-April  30,  1972 


Status  at  End  of  Period 

Dropped  out 

Kicked  out 

Referred   to  residential  facilities 

Moved  away 

Under  treatment  in  program 

Total  entrants 
Appointments 
Kept 

Missed 

Total  scheduled 

Status  at  time  of  leaving  program 

Improved  job  or  school   situation 

Improved   interpersonal  relations 

Drug-free 

Reduced   drug  dependence 


Number 
of  cases 

69 

1 

9 

2 
37 

118 


381 
159 


Number 
of  Cases* 

17 
20 
21 
59 


Refers  only  to  persons  who  had  left  the  program  as  of  April  30. 
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Little  rigorous  work  has  been  done  in  evaluating 
drug  abuse  treatment  and  control  efforts.25  Indeed 
there  is  not  even  agreement  on  what  should  be  the  ap- 
propriate goals  of  such  efforts.-  ,pp  17M81>  Our  Men- 
tal Health  Department  staff  has  attempted  in  the  pres- 
ent program  to  evaluate  the  status  of  all  clients  at 
termination  of  treatment.  Limitations  of  time  and  of 
staff  size  prevented  this  from  being  done  in  a  fully 
systematic  and  well  controlled  way.  However,  as  Ta- 
ble 2  indicates,  there  do  appear  to  be  some  gains, 
even  among  clients  who  left  the  program  prema- 
turely. A  number  have  improved  their  job  or  school 
situation;  others  have  shown  improvement  in  inter- 
personal functioning.  We  have  the  impression  that 
criminal  behavior  has  been  reduced  somewhat,  but  we 
have  not  reviewed  police  records  for  the  clients  both 
before  and  during  the  program  in  order  to  validate 
this  impression.  There  has  been  a  reduction  in  the 
drug  requirements  of  a  substantial  number  of  clients, 
though  only  21  were  thought  to  be  completely  ab- 
stinent at  termination.  This  should  be  regarded  as  at 
least  a  partial  gain  for  the  community,  since  a  re- 
duction in  the  extent  of  a  habit  means  a  reduction 
in  its  costs  and  conceivably  in  the  amount  of  crime 
required  to  support  it. 

Thus  far,  no  long-term  follow-up  of  clients  has 
been  attempted.  Consequently  we  do  not  know  how 
permanent  their  gains  will  prove  to  be. 

Interpretation  of  these  results  should  take  into  ac- 
count the  fact  that  social  and  psychological  services 
were  not  available  to  supplement  detoxification  dur- 
ing the  early  part  of  the  program.  These  services  have 
had  to  be  established  as  the  program  proceeded. 
Better  results  may  be  expected  as  the  services  are 
further  developed. 

Our  figures  do  not  indicate  a  high  cure  rate;  how- 
ever, they  are  comparable  to  the  results  of  similar 
programs  elsewhere.  For  instance,  a  heroin  detoxi- 
fication program  in  San  Francisco  employing  no 
methadone  found,  after  dVi  months  of  operation  that 
56  percent  of  the  program  entrants  had  dropped  out 
(two  thirds  after  just  one  visit),  22  percent  were 
currently  in  treatment,  12  percent  had  decreased  their 
use  of  heroin,  5  percent  had  been  heroin-free  for  at 
least  one  month  following  completion  of  treatment, 
and  5  percent  had  resumed  heroin  use."'  A  program 
in  Philadelphia  that  employs  gradually  decreasing 
doses  of  methadone  leading  to  abstinence  over  a 
period  varying  from  one  week  to  one  year  (aver- 
age, six  months)  reported  these  results:  of  422 
program  entrants  no  longer  in  treatment,  101  had 
dropped  out  after  one  or  two  visits;  of  the  remaining 
321  persons,  25  percent  were  abstinent  at  the  time  of 
termination,  24  percent  had  transferred  to  long-term 
methadone  maintenance,  and  51  percent  were 
probably  not  abstaining  (26  had  dropped  out,  4  per- 
cent were  suspended,  and  21  percent  had  moved 
away,  were  in  jail,  or  were  otherwise  unavailable). 

A  majority  of  studies  describing  treatment  pro- 
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grams  do  not  provide  properly  controlled  impact 
measurements.  One  example  is  the  Narcotics  Treat- 
ment Administration  multimodality  program  in 
Washington,  D.  C,  which  was  able  to  demonstrate 
a  drop  in  arrest  rates  and  a  rise  in  employment  rates 
for  its  clients.10 

SUMMARY 

1.  Physician  involvement  in  drug  abuse  service  in 
Forsyth  County  is  decribed. 

2.  A  community  drug  abuse  program  should  in- 
volve a  broad  array  of  helping  resources,  offering  psy- 
chosocial rehabilitative  services  to  drug  users  in  addi- 
tion to  medical  services. 

3.  Physician  involvement  can  be  most  effective  in 
the  setting  of  such  a  broad-gauged  program. 

4.  A  multimodal  approach  has  the  most  to  offer 
the  largest  number  of  drug-dependent  persons. 

5.  Some  heroin  -  dependent  people  can  be  helped 
through  outpatient  services  to  abstain  from  the  drug 
and  improve  their  psychological  and  social  function- 
ing. 
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Monoamniotic  Twin  Pregnancy 


A  CASE  REPORT 


W.  Claude  Hollingsworth,  M.D. 


"jV/T ONOAMNIOTIC  twin  pregnancy  refers  to  the 
condition  in  which  two  fetuses  are  contained 
within  one  amniotic  sac.  Single  ovum  twins  are  ordi- 
narily each  contained  within  its  individual  amnion, 
which  is  enveloped  by  a  single  chorion,  whereas 
double  ovum  twins  have  each  a  double  sac  composed 
of  an  inner  amnion  and  an  outer  chorion.1 

It  was  not  until  1935  that  Quigley2  summarized 
the  world  literature  on  monoamniotic  twins  and  cited 
109  cases.  Charleton  and  Winston1  compiled  148 
cases  in  1953,  including  those  of  Quigley.  The  first 
case  of  double  survival  reported  in  the  American 
literature  was  that  of  McCormick,  in  1929.  In  1940 
Parks  and  Epstein3  reported  the  second  case.  By 
1960  a  total  of  169  cases  had  been  reported  in  the 
world  literature,  including  42  double  survivals.  Only 
one  case  of  monoamniotic  triplets  who  survived  has 
been  reported  in  the  American  literature.4  Monoam- 
niotic twin  pregnancy  is  probably  not  that  rare.  Ac- 
cording to  Raphael,5  the  ratio  of  cases  to  the  num- 
ber of  deliveries  in  reported  series  ranges  from  1  in 
1,000  to  1  in  93,000.  During  the  years  of  his  study 
at  the  Providence  Lying-in  Hospital,  there  was  one 
set  of  monoamniotic  twins  for  every  16,000  deliveries 
and  one  set  of  monoamniotic  twins  to  every  165  twin 
deliveries. 

The  following  report  represents  a  case  from  our 
practice. 

CASE  REPORT 

The  patient  was  a  26-year-old  primigravidous 
woman  who  was  first  seen  in  this  office  on  Dec.  12, 
1967.  The  date  of  her  last  menstrual  period  was 
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Dec.  12,  1967.  Her  past  history  was  essentially  nor- 
mal. The  menses  had  begun  when  she  was  11  years 
of  age  and  had  occurred  regularly  every  28  days, 
lasting  five  days.  On  her  initial  physical  examination 
here  her  weight  was  120  pounds  and  blood  pressure 
110  systolic,  80  diastolic.  The  size  of  the  uterus  was 
consistent  with  a  2Vi  to  3  months'  gestation. 

The  patient  was  observed  regularly  throughout  her 
pregnancy.  On  March  6,  1968,  the  uterus  was  noted 
to  be  larger  than  expected  for  the  estimated  stage  of 
gestation,  and  a  twin  pregnancy  was  thought  proba- 
ble. On  March  26  a  roentgenogram  confirmed  the 
presence  of  twin  fetuses,  each  in  a  vertex  position. 
The  patient  continued  to  do  well,  remaining  normo- 
tensive  with  normal  growth.  Her  last  visit  to  the  of- 
fice was  on  June  14,  1968,  when  her  weight  was  140 
pounds  and  blood  pressure  110/80.  The  cervix  was 
dilated  approximately  2  cm,  and  was  90  percent 
effaced.  Her  expected  date  of  confinement  was  June 
17. 

On  June  23  the  patient  was  admitted  to  Mercy 
Hospital  because  of  marked  discomfort  and  overdis- 
tention  of  the  uterus.  She  was  given  meperidine  and 
a  sleeping  pill  during  the  night.  At  approximately 
3:00  p.m.  on  June  24  she  began  to  have  regular 
uterine  contractions,  widely  spaced.  At  8:30  p.m. 
the  membranes  ruptured  and  the  cervix  began  to  di- 
late. Dilation  progressed  throughout  the  night  and 
was  complete  by  4  o'clock  the  following  morning. 
The  presenting  infant  was  in  a  vertex  ROT  position, 
but  it  failed  to  descend  and  remained  at  minus  2  to 
minus  3  station.  When  the  contractions  became  quite 
widely  spaced,  oxytocin  (Pitocin)  was  administered 
in  an  attempt  at  stimulation,  but  the  presenting  part 
did  not  become  engaged.  At  6  a.m.  the  patient  was 
taken  to  the   operating  room.   At   6:24  anesthesia 
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was  induced  by  the  intravenous  administration  of 
sodium  thiopental  (Pentothal  sodium)  and  suc- 
cinylcholine  chloride  (Anectine)  supplemented  by 
nitrous  oxide,  oxygen,  and  cyclopropane.  At  6:28  the 
first  twin  was  delivered  through  a  low,  transverse 
cesarean-section  incision.  It  was  found  that  the  pre- 
senting twin  had  one  arm  wrapped  around  the  neck 
of  the  second  twin,  thereby  preventing  its  descent. 
At  this  point  the  twins  were  noted  to  be  in  one  sac. 
The  first  infant  was  a  6  pound  2Vz  ounce  girl, 
Apgar  9;  the  second,  a  6  pound  13  ounce  girl, 
Apgar  8.  The  mother  had  a  benign  postpartum,  post- 
operative course  and  was  discharged,  afebrile,  on  the 
sixth  postpartum  day  with  instructions  to  return  to 
the  office  in  four  weeks  for  a  follow-up  examination. 
The  pathologic  examination  of  the  placenta  re- 
vealed a  single  amnion,  a  single  chorion,  with  two 
umbilical  cords  compatible  with  monoamniotic, 
monochorial  twins.  The  cords  had  a  common  trunk 
measuring  2Vi  cm  from  the  placenta.  From  the  point 
of  division,  one  cord  measured  42  cm  and  the  other 
48  cm  in  length.  At  the  time  of  the  patient's  follow-up 
examination  on  Aug.  6,  1968,  healing  was  complete 
and  she  was  free  of  symptoms. 

DISCUSSION 

There  are  two  theories  concerning  the  origin  of 
monoamniotic  twins.  One,  known  as  the  primitive 
duality  theory,  is  that  the  amniotic  partition  separat- 
ing diamniotic  twins  disappears."'7  According  to 
Coulton  and  associates, 8  monoamniotic  twins  are 
more  likely  to  originate  from  one  ovule,  and  the 
anatomy  of  their  membranes  depends  on  the  stage 
of  embryonic  development  at  which  cleavage  of  the 
embryo  occurred.  This  is  known  as  the  primitive 
unity  theory.  According  to  the  latter  concept,9  fis- 
sion of  the  blastomere  in  the  first  three  days  after 
fertilization  produces  diamniotic,  dichorial  twins, 
while  fission  between  the  third  and  the  eighth  day 
results  in  diamniotic,  monochorial  twins.8"11  Because 
the  amniotic  sac  begins  to  form  on  the  eighth  day, 
cleavage  at  this  time  would  result  in  twin  fetuses  and 
a  common  amnion — that  is,  monoamniotic  twins. 
Beyond  the  thirteenth  day,  cleavage  of  the  germ  disc 
would  be  incomplete,  and  conjoined  twins  would  re- 
sult. If  cleavage  occurs  immediately  before  the  thir- 
teenth day,  twin  fetuses  with  a  common  cord  might 
result. 12 

The  diagnosis  of  monoamniotic  twinning  before 
delivery  was  not  achieved  prior  to  the  use  of  amnio- 
graphy.13  Dunniho  and  Harris  13  suggest  that  if  am- 
niocentesis and  injection  of  radiopaque  material  were 
done  more  routinely  in  the  case  of  twins,  fetal  mor- 
tality could  be  decreased.  However,  the  routine  use 
of  this  procedure  in  search  of  such  a  rare  entity  as 
monoamniotic  twinning  is  probably  not  warranted. 
Other  than  the  use  of  amniography,  there  is  no 
known  way  to  make  the  diagnosis  prior  to  delivery, 
although  the  possibility  should  be  considered  when 
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there  is  an  unexplained  intrauterine  death  of  one  or 
both  twins.  At  delivery,  the  absence  of  separate  fetal 
membranes  around  the  second  twin,  the  stillbirth  of 
one  or  both  infants,  the  presence  of  a  twisted  or 
knotted  cord,  or  the  presence  of  the  umbilical  cord 
of  the  second  twin  following  delivery  of  the  first 
should  alert  the  obstetrician  to  the  possibility  of 
monoamniotic  twins.14 

Fetal  anomalies  occur  more  frequently  in  twin  ges- 
tation than  in  simple  pregnancy.1"'  Pedlow10  found 
that  9.2  percent  of  reported  monoamniotic  twins  had 
congenital  malformations.  Survival  of  both  twins  is 
unusual.  Quigley  found  only  17  in  his  review  of  109 
reported  monoamniotic  twin  pregnancies.  The  survi- 
val rate  has  probably  increased  since  then.  Raphael 
found  it  to  be  46  percent  from  1935  to  1961,  and 
Wensinger  and  Daly17  reported  it  as  72.9  percent 
from  1959  to  1962.  Wharten  and  associates18  re- 
ported 18  sets  of  monamniotic  twins,  with  both  sur- 
viving  in  10  cases,  and  4  surviving  in  the  remaining 
8  sets. 

The  potential  hazards  to  both  fetuses  are  great  in 
this  condition,  although  it  has  been  stated  that  cord 
entanglement  is  not  a  great  problem.  Knots,  entangle- 
ments, and  intertwining  have  caused  fetal  deaths  in 
many  instances.  The  factors  contributing  to  the  high 
mortality  include  increased  fetal  and  neonatal  death 
rates,  increased  incidence  of  congenital  malforma- 
tions, cord  prolapse,  vascular  anastomosis  in  the 
placenta,  and  collision  or  interlocking  of  twins  as  il 
lustrated  in  the  present  case. 

SUMMARY 

A  case  of  monoamniotic  twin  pregnancy  with  dou 
ble  survival  is  presented,  together  with  a  brief  review 
of  the  literature. 
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Conformity  of  Audiometric  Systems 
With  Federal  Noise  Regulations 


Mack  J.  Preslar 


'T'HE  accuracy  of  a  hearing  test  is  directly  related 
to  a  number  of  factors,  such  as  the  training  and 
experience  of  the  operator,  environmental  noise  in  the 
test  area,  and  the  cooperation  and  attention  of  the 
subject.  Of  equal  importance  is  the  state  of  calibra- 
tion of  the  audiometer.  The  physician,  the  audiologist, 
and  other  responsible  individuals  and  agencies 
charged  with  the  conduct  of  testing  programs  have 
pondered  upon  the  question  of  audiometer  reliability. 
In  view  of  recent  federal  noise  regulations  and  the  at- 
tending legal  implications,  the  question  of  the  relia- 
bility of  testing  has  attained  a  new  level  of  serious- 
ness. 

Federal  Legislation 

The  Surgeon  General  declared  noise  a  pollutant  in 
the  summer  of  1968;  the  Walsh-Healey  Noise  Regu- 
lation Act  was  enacted  in  May,  1969,  to  be  super- 
seded by  the  Occupational  Safety  and  Health  Act  of 
1970,  Public  Law  No.  91-596,  which  became  effec- 
tive on  April  29,  1971.  To  summarize,  the  Act  as  it 
relates  to  noise  will  require  that  industry  reduce  its 
noise  to  a  safe  level  for  the  worker  (90  dBA  or 
lower)  or  institute  and  conduct  an  effective  hearing 
conservation  program.1  In  many  industries,  particu- 
larly textiles,  engineering  design  and  control  over 
noise  is  either  impractical  or  lies  in  the  distant  fu- 
ture, leaving  as  the  only  recourse  the  implementation 
of  an  effective  hearing  conservation  program.  Larger 
industries  have  begun  such  programs  in  conjunction 
with  their  medical  and/or  safety  departments. 

Even  though  it  is  relatively  early  to  standardize, 
most  good  programs  have  followed  a  format  entail- 
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ing  noise  analysis,  continuous  efforts  at  noise  reduc- 
tion, educational  programs  for  all  employees,  the  pro- 
vision of  ear  protectors,  and  an  audiometric  testing 
and  calibration  program  with  detailed  record  keeping. 
It  is  unlikely  that  the  physician  will  become  involved 
with  the  first  four  aspects  of  the  program,  although  it 
is  possible  that  he  may  participate  in  the  audiometric 
testing  phase  either  as  a  participant  in  a  prearranged 
program  with  industry  or  on  an  individual  referral 
basis,  in  which  case  he  may  become  unwittingly  in- 
volved in  the  program.  Glorig2  states  that  medical 
supervision  of  a  hearing  conservation  program  is 
highly  desirable,  with  the  physician  responsible  for 
the  organization  and  administration  of  the  testing  pro- 
gram as  well  as  checking  and  evaluating  audiometric 
records.  Physicians  and  others  participating  in  these 
programs  may  be  required  to  verify  equipment  per- 
formance, at  any  given  time,  in  cases  involving  com- 
mon law  suits  and  compensation  settlements.  It  is  not 
the  intent  of  this  discussion  to  hypothesize  legal  vul- 
nerability, but  to  outline  the  various  standards  and 
calibration  requirements  considered  important  in  con- 
forming with  better  programs. 

The  need  for  periodic  audiometer  calibration  has 
been  established  through  study,  the  most  recent  hav- 
ing been  conducted  at  the  University  of  North  Caro- 
lina at  Chapel  Hill  in  1966. :i  One  hundred  instru- 
ments were  collected  at  random  from  various 
sources  in  North  Carolina.  The  sample  consisted  of 
30  models  manufactured  by  eight  companies,  owned 
by  1 1  agencies  or  persons,  such  as  health  depart- 
ments, public  school  systems,  hearing  and  speech  cen- 
ters and  physicians,  and  then  in  current  use.  Of  the 
100  audiometers,  only  two  were  found  to  be  in  a  state 
of  calibration.  The  most  frequent  defect  encountered 
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Table  1 

Comparison  of  Reference  Threshold  Levels 

Using  the  TDH-39  Earphone 

SPL  re  .0002  dynes/cm" 


Frequency 

ASA-1951 

ISO-1964 

ANSI-1969 

125 

Hz 

51.8 

dB 

42.8 

dB 

45.0  dB 

250 

39.5 

24.5 

25.5 

500 

24.1 

10.1 

11.5 

1000 

17.2 

7.2 

7.0 

1500 

18.0 

8.0 

6.5 

2000 

18.0 

9.5 

9.0 

3000 

15.6 

7.1 

10.0 

4000 

14.3 

8.3 

9.5 

6000 

19.5 

10.0 

15.5 

8000 

26.8 

15.3 

13.0 

was  incorrect  sound  pressure  output,  the  second  was 
excessive  tone  rise  time,  and  the  third  was  frequency 
outside  the  tolerance  level.  The  100  audiometers 
failed  to  meet  standards  a  total  of  206  times,  with 
162  deviations  involving  parameters  affecting  thresh- 
old measurements.  The  investigators'  assumption 
that  audiometers  in  general  use  are  in  a  state  of  dis- 
calibration,  resulting  in  inaccurate  test  results,  was 
supported  by  the  study  data. 

Since  51  per  cent  of  the  study  audiometers  had 
been  calibrated  at  least  once  (50  percent  by  the 
manufacturer,  41  percent  by  a  local  hearing  aid 
dealer,  2  percent  by  a  local  electrician,  7  percent 
by  an  owner),  accuracy  of  calibration  was  deemed 
wholly  inadequate.  There  is  some  doubt  as  to  the  ac- 
tual disposition  of  the  units  calibrated  by  the  local 
hearing  aid  dealers.  In  some  instances  the  audio- 
meters may  have  been  returned  to  the  manufacturer 
through  the  local  dealer,  but  many  were  calibrated 
locally  by  agreement  between  several  dealers  and  a 
general  electronic  repair  service  using  a  commercially 
available  portable  unit.  Ninety-one  percent  of  all 
audiometers  having  a  history  of  calibration  were 
either  handled  by  the  manufacturer  or  his  representa- 
tive. In  view  of  this,  a  major  recommendation  of  the 
investigators  was  for  the  establishment  of  regional 
calibration  centers.  It  was  hoped  that  this  would  lead 
to  better  quality  control,  elimination  of  common  car- 
rier shipments,  and  separation  from  the  sales-oriented 
manufacturers. 

To  date  there  are  a  half  dozen  commercial  cali- 
bration agencies  located  in  eastern  and  southeastern 
United  States,  including  two  in  North  Carolina.  All 
these  firms  are  franchised  for  equipment  sales  by  the 
manufacturers,  and  exist  mainly  as  sales  agencies; 
however,  it  is  felt  that  precision  calibration  can  be 
obtained  if  requested.  Firms  supplying  an  initialed 
calibration  decal  only  should  be  avoided  unless  the 
sticker  is  accompanied  by  a  data  sheet  containing  the 
detailed  information. 

The  form  should  be  signed  and  filed  as  a  perma- 
nent record.  Calibrations  should  be  performed  at  least 
each  six  months  until  the  records  show  that  the  in- 
terval can  be  lengthened.  Two  important  parameters. 


frequency  and  sound  pressure  level,  can  be  monitored 
by  the  owner  through  the  purchase  of  a  sound  level 
meter,  artificial  ear,  and  electronic  frequency  count- 
er.4' 5  The  cost  will  range  from  approximately  $1,000 
to  $2,000,  depending  upon  the  manufacturer  and 
type  chosen.  Outside  calibration  services  should  still 
be  employed  periodically  to  check  other  parameters 
as  well  as  to  corroborate  office  measurements.  The 
importance  of  record-keeping  cannot  be  overempha- 
sized. 

Sound  pressure  output  is  measured  by  placing  the 
earphone  on  an  artificial  ear  employing  the  National 
Bureau  of  Standards  Type  9-A  coupler.  This  coupler 
will  accommodate  only  the  supra-aurally  mounted 
earphone  with  the  standard  MX-41/AR  rubber  cush- 
ion. When  properly  seated  with  this  cushion,  the  en- 
closed coupler-earphone  volume  is  6  cc.  Earphones 
circumaurally  mounted  in  noise  reduction  ear  cups 
cannot  be  calibrated  properly  because  of  the  change 
in  enclosed  volume  and  the  poor  seal  between  the 
earphone  and  the  coupler.  At  least  one  manufacturer 
is  marketing  circumaural  earphones  utilizing  the  MX- 
41 /AR  cushions  in  such  a  way  that  they  rest  on  the 
pinnae  and  the  noise  reduction  shell  rims  rest  on  the 
head  around  the  pinnae.  If  the  earphones  are  removed 
from  the  circumaural  cups  during  calibration  and 
carefully  placed  over  the  ears  during  use,  no  dis- 
calibration  will  be  experienced.  Other  types  of  cir- 
cumaural earphones  should  not  be  used  until  standard 
specifications  and  couplers  have  been  developed  and 
approved. 

Audiometry-  Standards 

There  has  been  a  great  deal  of  confusion  con- 
cerning standards.  One  organization  has  undergone 
several  name  changes  lately,  adding  to  the  confusion. 
The  American  Standards  Association  (ASA)  existed 
under  this  name  until  1968,  at  which  time  it  was 
changed  to  The  United  States  of  America  Standards 
Institute  (USASI).  In  1969  the  Association  changed 
its  name  again  to  the  American  National  Standards 
Institute  (ANSI)  and  remains  as  such  today. 

The  first  audiometer  standards  were  developed  un- 
der the  American  Standards  Association  in  the  early 
1950s,';s  along  with  the  American  Medical  Associa- 
tion (AMA)  standards.  The  two  sets  of  specifications 
did  not  differ  appreciably  except  that  those  of  the 
ASA  were  slightly  more  detailed.  In  December,  1963, 
the  Committee  on  Conservation  of  Hearing  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology adopted  the  International  Organization  of 
Standardization  (ISO)  specifications  to  become  ef- 
fective January  1,  1965.'-'  This  pertained  only  to  the 
establishment  of  a  new  Standard  Reference  Thresh- 
old Level,  and  was  designated  ISO-1964.  The  old 
ASA-1951  technical  specifications  were  retained  and 
use  of  the  ISO  reference  level  was  optional.  As  of 
Sept.  1,  1970,  American  National  Standards  Insti- 
tute (ANSI)  replaced  all  of  the  older  ASA-1951  and 
ASA-1953  standards  with  the  current  ANSI  S3. 6- 
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1969.1"  The  Standard  Reference  Threshold  Sound 
Pressure  Levels  of  the  new  ANSI  S3. 6-1969  are  the 
ASA-1951  levels  modified  to  ISO-1964  levels,  then 
again  to  conform  to  the  standard  TDH-39  earphone 
on  the  basis  of  newer  data  published  by  Whittle  and 
Delany11  in  1966.  Table  1  shows  a  comparison  of  the 
various  levels  as  they  evolved. 

Since  conversion  is  accomplished  easily  from  one 
standard  threshold  level  to  the  other,  it  is  only  neces- 
sary to  identify  the  standard  employed  in  audiometer 
calibration,  and  this  designation  should  appear  on 
each  audiogram.  However,  most  hearing  and  speech 
centers  have  employed  the  ISO-1964  levels  and  are 
in  the  process  of  changing  to  the  new  ANSI  S3. 6- 
1969  levels. 

Aside  from  the  level  changes,  the  new  ANSI  stand- 
ard has  greatly  improved  technical  specifications.12 
Briefly,  error  in  the  sound  pressure  level  output  has 
been  tightened  by  1  dB  for  all  frequencies  except 
6,000  and  8,000  Hertz,  variance  in  frequency  re- 
duced from  5  percent  to  3  percent,  second  harmonic 
reduction  from  25  dB  to  30  dB  below  the  fundamen- 
tal, noise  and  cross-talk  specifications  have  been 
changed  to  a  more  meaningful  and  stricter  language 
as  has  tone  rise  and  fall  times,  and  temperature  tol- 
erances have  been  specified  for  the  first  time.  The 
threshold  level  formerly  called  "hearing  loss"  (HL) 
is  now  referred  to  as  "hearing  threshold  level"  (HTL), 
and  frequency  is  measured  in  Hertz  instead  of  cycles 
per  second.  Masking  noise  has  been  specified  for  the 
first  time,  and  specifications  for  speech  audiometer 
reference  levels  have  been  changed  slightly.  The  phy- 
sician is  advised  to  request  that  the  ANSI  S3. 6-1969 
technical  specifications  be  used  in  audiometer  cali- 
bration. 


Summary 

It  should  be  pointed  out  that  the  aura  of  mysticism 
that  has  been  associated  with  the  calibration  of  audio- 
meters and  audiological  equipment  is  rapidly  vanish- 
ing. The  inadequacy  of  this  equipment  is  known  by 
the  researcher,  infrequently  thought  of  by  the  owner, 
and  increasingly  scrutinized  by  the  alert  trial  lawyer. 
The  Environmental  Protection  Agency  will  spend  30 
million  dollars  on  noise,  the  pollutant,  this  year.  In- 
dustry is  mindful  of  its  noise  problem  and  will  be 
looking  for  additional  testing  facilities  and  physicians 
to  supervise  their  programs  and  to  accommodate  re- 
ferrals. The  importance  of  close  adherence  to  stan- 
dard by  frequent  calibration,  record  keeping,  and  pro- 
gram review  cannot  be  overemphasized. 
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As  example  teaches  better  than  precept,  I  shall  relate  the  treatment  of  the  most  dreadful 
case  of  this  kind  (burns)  that  has  occurred  in  my  practice.  A  middle-aged  man.  of  a  good 
constitution,  fell  into  a  large  vessel  full  of  boiling  water,  and  scalded  about  one-half  of 
his  body.  As  his  clothes  were  on,  the  burning  in  some  parts  were  very  deep  before  they 
could  be  got  off.  For  the  first  two  days,  the  scalded  parts  had  been  frequently  anointed 
with  a  mixture  of  lime-water  and  oil,  which  is  a  very  proper  application  for  recent  burnings. 
On  the  third  day,  when  I  first  saw  him,  his  fever  was  high,  and  his  body  costive,  for  which 
he  was  bled,  and  had  an  emollient  clyster  administered.  Poultices  of  bread  and  milk,  softened 
with  fresh  butter,  were  likewise  applied  to  the  affected  parts,  to  abate  the  heat  and  inflamma- 
tion. His  fever  still  continuing  high,  he  was  bled  a  second  time,  was  kept  strictly  on  the 
cooling  regimen,  took  the  saline  mixture,  with  small  doses  of  nitre,  and  had  an  emollient 
clyster  administered  once  a-day.  When  the  inflammation  began  to  abate,  the  parts  were 
dressed  with  a  digestive,  composed  of  brown  cerate  and  yellow  basilicum.  Where  any  black 
spots  appeared,  they  were  slightly  scarified,  and  touched  with  the  tincture  of  myrrh:  and,  to 
prevent  their  spreading,  the  bark  was  administered.  By  this  course,  the  man  was  so  well 
in  three  weeks,  as  to  be  able  to  attend  his  business. — William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines, 
etc.,  Richard  Folwell,  1799,  p.  394. 
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THE  MAY  EXECUTIVE  COUNCIL  MEETING 

Following  the  pattern  first  established  a  year  ago, 
the  Executive  Council  met  in  Raleigh  two  weeks  be- 
fore the  House  of  Delegates  was  convened,  to  allow 
time  for  the  staff  work  needed.  All  of  the  matters  to 
be  brought  before  the  House,  and  to  the  reference 
committees,  were  reviewed;  almost  all  of  them  had 
been  taken  up  at  interim  meetings  of  the  Council. 
Much  of  the  discussion  which  took  place  will  be  re- 
flected in  the  report  of  the  actions  of  the  House  of 
Delegates,  the  subject  of  a  later  editorial  by  Dr. 
James  E.  Davis,  Speaker  of  the  House. 

With  the  legislative  session  drawing  to  a  close, 
the  report  by  Dr.  Bruton  for  his  Committee  on  Legis- 
lation received  close  attention  and  ample  discussion. 
Of  the  2,000  bills  introduced  in  the  current  session, 
165  dealt  with  matters  of  interest  to  those  in  the 
practice  of  medicine.  Chiropractors  were  successful 
in  achieving  some  of  their  objectives,  and  are  now 
permitted  to  certify  the  degree  of  disability  to  various 
agencies  using  such  information.  It  was  pointed  out 
that  the  agencies  which  are  offered  such  information 
are  not  obliged  to  use  it,  however.  Chiropractors 
are  already  authorized  to  be  paid  from  the  medical 
coverage  of  state  employees,  and  to  this  has  been 
added  Blue  Cross  and  Blue  Shield.  The  abortion  law 
revision,  made  necessary  by  the  recent  Supreme 
Court  decision  concerning  that  procedure,  is  one 
which  was  judged  acceptable  to  the  medical  profes- 
sion. The  Emergency  Medical  Services  bill  backed 
by  the  Society  passed.  At  the  time  of  the  meeting 
several  other  bills  of  interest  were  of  uncertain  status. 
A  bill  to  require  labeling  of  the  drugs  contained  in  a 
prescription,  unless  specifically  forbidden  by  the 
physician,  seems  likely  to  pass.  Although  a  bill  to 
permit  nurses  to  act  in  an  expanded  role  has  passed, 
another  bill  to  allow  third  parties  to  pay  for  these 
services  was  still  under  debate.  A  bill  which  would 
have  required  physicians  to  report  all  gunshot 
wounds  was  withdrawn,  and  another  to  require  hospi- 
tal administrators  to  do  so  was  in  the  works.  An 
item  of  considerable  controversy  was  a  bill  allowing 
people  trained  as  medical  aid  personnel  in  the  armed 
forces  to  qualify  for  licensure  as  nurses  and  licensed 
practical  nurses  under  certain  conditions;  the  RNs 
and  LPNs  have  serious  doubts  about  the  measure. 
A  bill  to  allow  hospitals  to  garnishee  the  wages  of 
individuals  who  owe  them  money  is  being  con- 
sidered. 


There  was  a  lengthy  discussion  of  Wake  County 
Health  Services,  Inc.,  an  HMO-type  organization 
which  has  gotten  a  $390,000  federal  grant  to  enroll 
indigents  in  its  program,  designed  to  cover  the 
health  needs  of  16,000  people.  Currently  two  physi- 
cians are  associated  with  the  effort,  which  will  em- 
ploy a  variety  of  allied  health  personnel  in  attempt- 
ing to  meet  this  commitment.  Enrollment  will  not  be 
restricted  to  indigents.  This  material  was  received  as 
information  by  the  Council. 

The  Society  will  join  with  the  North  Carolina 
Hospital  Association  in  an  attempt  to  stimulate  in- 
terest in  donations  under  the  Uniform  Anatomical 
Gift  Act.  There  is  a  great  need  for  the  various  tissues 
and  organs  of  the  body  in  patient  care,  research, 
and  teaching.  The  joint  statement  will  try  to  inform 
the  public  on  what  is  needed,  how  it  is  used,  and  how 
one  goes  about  giving  oneself  to  these  purposes. 

The  Society's  list  of  abbreviations  denoting  medi- 
cal specialties  does  not  correspond  exactly  to  the 
AMA's,  a  matter  of  inquiry  by  members  at  times.  It 
was  decided  to  merge  the  two  lists,  adding  to  ours 
those  from  the  AMA  list  which  it  lacks. 

A  number  of  miscellaneous  items  were  discussed, 
including  those  which  follow.  The  Governor  will  be 
asked  to  sponsor  a  meeting  to  discuss  means  of  pro- 
viding education  in  health  matters  to  the  people  of 
the  state.  The  annual  medical  leadership  conference 
(formerly  the  conference  of  county  and  state  society 
officers)  will  be  held  in  Raleigh  on  February  1-2, 
1974,  rather  than  Pinehurst.  This  will  be  a  trial  for 
the  Raleigh  location,  occasioned  by  a  request  from 
the  hotel  that  we  switch  dates  to  allow  them  to  meet 
another  request  from  a  larger  group.  A  good  side 
effect  will  be  to  allow  some  of  the  newer  society 
leaders  to  see  the  headquarters  facility.  The  Depart- 
ment of  Human  Resources  will  be  asked  to  submit 
a  request  for  a  supplemental  appropriation  to  raise 
payments  for  medical  services  to  Medicaid  levels. 

LEVODOPA  AND  MELANOMA 

Within  the  space  of  less  than  a  year  there  have 
been  two  reports  of  malignant  melanoma  occurring 
in  patients  receiving  levodopa.  Both  were  in  the  Ar- 
chives of  Pathology,1- 2  where  they  may  have  escaped 
the  attention  of  clinicians  using  the  drug.  In  the  first 
case,  a  man  who  had  had  a  malignant  melanoma 
removed  four  years  previously  developed  three  more 
apparently     primary     malignant     melanomas     four 
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months  after  he  had  started  taking  levodopa  for 
Parkinson's  disease.  The  second  patient  was  a  man 
who  also  had  clinical  evidence  of  a  malignant  mela- 
noma before  receiving  levodopa  for  Parkinson's  dis- 
ease; the  melanoma  was  diagnosed  while  he  was  in 
the  hospital  being  started  on  the  drug.  A  year  later 
he  was  dead  of  metastatic  melanoma.  In  the  first  case 
the  suggestion  is  that  a  patient  who  had  formed  one 
malignant  melanoma  developed  three  additional  tu- 
mors, possibly  under  levodopa  stimulation.  In  the 
second  case  the  question  is  one  of  aggravation  of  an 
existing  melanoma.  Behind  it  all  is  the  involvement 
of  levodopa  in  the  tyrosine-tyrosinase  system,  a  nor- 
mal constituent  of  skin  which  is  active  as  well  as  in 
some  cases  of  malignant  melanoma. 


There  is  no  evidence  to  date  that  levodopa  is  in- 
volved in  the  genesis  of  melanoma  in  human  beings 
or  animals,  or  in  that  of  other  tumors.  Malignant 
melanoma  is  a  common  human  affliction  and  there 
are  bound  to  be  instances  of  coincidental  levodopa 
administration  and  malignant  melanoma.  But  it 
would  be  proper  for  physicians  to  at  least  keep  in  the 
back  of  their  mind  some  individual  abnormal  sus- 
ceptibility of  melanocytes  to  levodopa;  most  of  us 
have  given  up  the  search  for  unmixed  blessings, 
therapeutic  or  otherwise. 
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DOES  EMS  NEED  A  COMMUNICATIONS 
SYSTEM? 

Fred  B.  Vogt,  M.D.,  and  Carl  A.  Braun,  M.S.E.E. 

The  effectiveness  of  an  emergency  medical  service 
(EMS)  necessarily  depends  on  the  coordination  of 
response,  transportation,  paramedical  patient  care, 
and  preparedness  of  the  receiving  physician  or  in- 
stitution. An  effective  communication  system  is  one 
which  reduces  the  critical  time  in  delivering  EMS 
care  to  a  patient,  optimizes  the  care  given  the  patient, 
and  allows  active  participation  by  a  physician  from  a 
remote  base  through  emergency  medical  technicians. 
Some  extremely  sophisticated  communication  devices 
are  currently  available;  however,  their  presence  does 
not  assure  an  effective  EMS.  To  communicate  effec- 
tively requires  careful  planning  and  understanding 
of  the  problem.  First,  there  should  be  a  clear  need 
and  reason  to  communicate,  for  without  this  a  com- 
munication system  is  not  required  and  cannot  be 
planned.  After  the  need  to  communicate  is  estab- 
lished, then  the  components  must  be  confined.  The 
interaction  of  the  communication  system  with  other 
components  must  be  specified,  and  the  need  for  and 
types  of  communication  equipment  clearly  identified. 
Finally,  extreme  circumstances  such  as  disasters  must 
be  considered. 

The  effectiveness  of  an  EMS  communications  sys- 
tem is  determined  by  its  design  and  is  best  achieved 


through  community  councils.  Here  the  goals  and  ob- 
jectives of  the  system  are  defined  and  the  mechanism 
of  operation  is  established.  The  goals  of  effective 
communication  are  that  the  system  be  set  up  so  that 
the  patient  can  easily  enter  the  service  and  all  re- 
sources which  go  into  his  care  can  be  quickly 
mobilized.  This  requires  careful  planning  of  a  central 
dispatching  or  management  center  which  coordinates 
all  the  responses.  In  addition  to  medical  communica- 
tion, this  usually  means  that  fire  and  police  depart- 
ments can  be  reached  through  such  a  communication 
system  for  assistance. 

Since  an  EMS  is  a  public  service,  it  is  essential  that 
public  education  of  the  EMS  and  its  communication 
system  be  carefully  planned.  Public  education  should 
include  what  constitutes  an  emergency  medical  situa- 
tion, what  is  the  emergency  medical  care  system, 
how  do  you  enter  this  system,  and  what  can  be  ex- 
pected once  the  patient  enters  it.  Public  education 
must  extend  to  all  of  the  public,  including  physicians, 
potential  patients,  politicians,  and  all  providers  and 
payers  of  the  services. 

Abstrated  by  O.  Drew  Grice,  M.D. 

From  "Emergency  Medicine  Today,"  the  AMA 
Commission  on  Emergency  Medical  Services,  Vol.  2, 
No.  3.  Copies  of  the  original  article  may  be  obtained 
from  the  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  III.  60610. 
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Professional  Standards  Review  Organizations 

To  the  Editor: 

Public  Law  92-603  provides  the  Department  of 
Health,  Education  and  Welfare  (HEW)  with  the 
mandate  to  administer  those  portions  of  the  law  that 
pertain  to  Professional  Standards  Review  Organiza- 
tions (PSRO). 

The  Office  of  Professional  Standards  Review  has 
been  established  in  the  Office  of  the  Assistant  Secre- 
tary for  Health  to  direct  and  coordinate  all  De- 
partmental PSRO-related  activities.  Its  Director  is 
William  I.  Bauer,  M.D.  In  carrying  out  these  respon- 
sibilities, Dr.  Bauer  and  his  staff  will  be  working  with 
the  National  Professional  Standards  Review  Council 
and  with  State  and  local  organizations  which  are  in- 
volved in  establishing  and  implementing  professional 
standards  review  mechanisms.  In  addition,  many 
other  HEW  personnel  will  be  assisting  in  this  work, 


including  staff  of  the  Medicare  and  Medicaid  pro- 
grams. 

During  the  coming  months,  the  Office  of  Profes- 
sional Standards  Review,  in  collaboration  with  the 
HEW  Regional  Offices  and  involved  agencies,  will 
develop  a  variety  of  informational  and  technical  ma- 
terial which  will  guide  and  facilitate  the  eventual  se- 
lection, designation,  and  operation  of  PSROs 
throughout  the  Nation.  As  a  part  of  the  process,  in- 
terested individuals  and  organizations  will  be  asked  to 
contribute  to  the  development  of  material  regarding 
PSRO  regulations,  norms,  criteria,  and  related  items. 
This  material  will  be  made  widely  available  to  organi- 
zations which  may  elect  to  apply  for  PSRO  designa- 
tion, as  well  as  to  other  groups  and  individuals  whose 
interests  and  activities  relate  to  current  and  future 
PSRO  concerns. 

Requests  for  further  information  and  other  com- 
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munications  regarding  PSRO  and  related  peer  review 
issues  should  be  addressed  to: 

William  I.  Bauer,  M.D.,  Director,  Office  of  Profes- 
sional Standards  Review,  Department  of  Health, 
Education,  and  Welfare,  Washington,  D.  C.  20201. 

I  invite  your  assistance  and  participation  in  this  im- 
portant new,  nationwide  effort. 

Charles   C.   Edwards,   M.D. 
Assistant  Secretary  for  Health 
U.S.  Department  of  Health, 
Education,  and  Welfare 

Allergic  Reactions  to  Insect  Bites 

To  the  Editor: 

Again,  this  year  I  am  compiling  case  reports  of  al- 
lergic reactions  to  biting  insects,  i.e.,  mosquitos,  fleas, 


gnats,  kissing  bugs,  bedbugs,  chiggers,  black  flies, 
horseflies,  sandflies,  deerflies,  etc.  I  am  also  interested 
in  reactions  to  the  Imported  and  Southern  fire  ants. 

I  would  like  physicians  to  supply  me  with  case  re- 
ports of  those  patients  who  have  had  reactions  to  such 
insects.  Include  in  your  reports  the  type  of  reaction 
and  the  complications,  if  any,  the  age,  sex,  and  race  of 
the  patient,  the  site  of  the  bites,  the  season  of  the 
year,  the  immediate  symptoms,  the  skin  test  results, 
desensitization  results,  if  any,  and  any  associated 
other  allergies.  Send  this  information  to  the  following 
address: 

Claude  A.  Frazier,  M.D. 
4-C  Doctor's  Park 
Asheville,  N.  C.  28801 


WHAT?  WHEN?  WHERE? 


June,  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "For 
information.") 


August  2-4 

Troika  Summer  Workshop  in  Patient  Management 

Place:  Holiday  Inn  Downtown,  Myrtle  Beach,  South  Caro- 
lina 

Fee:  $75.00 

Sponsors:  Bowman  Gray  School  of  Medicine,  Duke  Univer- 
sity School  of  Medicine.  UNC  School  of  Medicine 

For  information:  Emery  C.  Miller,  M.D..  Associate  Dean  for 
Continuing  Education,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  27103 


I.  Current  Events  in  North  Carolina 
June  26,  July  10-31 

Ophthalmology  for  the  Community  Physician 

Designed  to  help  keep  physicians  up-to-date  on  the  most 
recent  development  in  ophthalmology,  the  programs  con- 
centrate on  emergency  eye  care,  adult  glaucoma,  adverse 
ocular  effects  of  certain  drugs  and  chemicals,  ocular  ef- 
fects of  systemic  diseases,  retinopathy  of  prematurity, 
corneal  transplantation,  squint  and  glaucoma  detection  in 
children,  and  neuro-ophthalmology.  A  lecture,  1:30-2:30 
p.m..  is  planned  on  each  topic  area  for  each  program  and 
will  be  followed  by  consultation  rounds,  2:30-3:30  p.m. 
Relevant  films  and  reading  materials  will  be  available 
for  each  program.  The  last  three  programs  in  a  series  of 
eight. 

Acceptable  for  credit  by  the  AAFP  and  the  CME. 

Allied  health  professionals  also  are  welcome. 

For  information:  Department  of  Medical  Education,  The 
Edgecombe  General  Hospital,  P.O.  Box  45,  Tarboro. 
27886 

July  4-6 

Third  Annual  Sports  Medicine  Symposium 

Place:    Blockade   Runner  Motor  Hotel,  Wrightsville  Beach 

Sponsor:    Committee    on    the    Medical    Aspects    of   Sports, 

N.  C.  Medical  Society 
Approved  for  7  elective  hours,  AAFP  credit. 
For    information:     Frank    C.    Wilson,    M.D.,    Division    of 

Orthopaedic   Surgery,  N.   C.   Memorial   Hospital,   Chapel 

Hill,  27514 


II.  Coming  Events  in  North  Carolina 
September  7-8 

The  Annual  Meeting  of  the  North  Carolina  Chapter  of  the 
American  Academy  of  Pediatrics  and  The  North  Carolina 
Pediatric  Society 

Place:  The  Carolina,  Pinehurst 

For  information:  Mrs.  John  McLain,  Executive  Secretary. 
3209  Rugby  Road,  Durham  27707 

September  21-22 

1973  Walter  L.  Thomas  Symposium  on  Gynecological 
Malignancy  and  Surgery 

Place:  Duke  University  Medical  Center,  Durham 

Sponsor:  Department  of  Obstetrics  and  Gynecology,  Duke 
University  Medical  Center 

For  information:  W.  T.  Creasman,  M.D.,  Director  of  Gyne- 
cologic Oncology,  P.O.  Box  3079,  Duke  University  Medi- 
cal Center,  Durham,  27710 

September  26-29 

N.  C.  Medical  Society  Committee  Conclave 
Place:  Midpines  Club,  Southern  Pines 

For  information:  Mr.  William  N.  Hilliard,  Executive  Direc- 
tor, P.O.  Box  27167,  Raleigh,  27611 

Oct.  31-Nov.  2 

North  Carolina  Academy  of  Family  Physicians.  25th  Annual 

Meeting 
Place:  Four  Seasons  Holiday  Inn,  Greensboro 
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Approved  for  12  hours  elective  AAFP  credit 
For    information:    Jack   C.    Knowles,    Executive    Secretary, 
1002  Wake  Forest  Road,  Raleigh,  27604 

III.  Out  of  State  (through  October,  1973) 

June  21-22 

Nursing  Workshop  on  Occupational  Health 

Place:  Greenville,  South  Carolina 

Sponsor:   College  of  Nursing,  Medical  University  of  South 

Carolina 
For   information:    Helen  O'Toole,   Division   of  Continuing 

Education,  MUSC,  Charleston,  S.  C.  29401 

October  11-13 

Twelfth  Annual  Cardiovascular  Symposium 

Place:  Williamsburg  Colony  Inn,  Williamsburg,  Va. 

Sponsors:  Council  on  Clinical  Cardiology,  American  Heart 
Association 

For  information:  Mr.  Herbert  M.  Brewer,  Chairman,  Profes- 
sional Education  Committee,  Tidewater  Heart  Associa- 
tion, Inc.,  891  Norfolk  Square,  Norfolk,  Va.  23502 


NEW  MEMBERS 

of  the  State  Society 


Askins,    James    Holloway,    MD    (Or),    1665    Owen   Drive, 
Fayetteville  28304 

Boehm,  Timothy  Michael,  MD   (Intern-Resident),  Apt.  23 
1801  Greenwich  Wood  Drive,  Silver  Springs,  Md.  20903 

Cole,  Byron  Kenneth,  MD  (I),  237  Knollwood  Dr.,  Chapel 
Hill  27514 

Dickson,    Robert    Lee,    MD    (ALR),    Ashe    Mem.    Hosp., 
Jefferson  28640 

Gilbert,    Donald    Roscoe,    MD    (U),    224    N.    Trade    St., 
Tryon  28787 

Harrison.   Lloyd   Herritage,    MD    (U),    301    S.   Hawthorne 
Rd.,  Winston-Salem  27103 

Jackson,  Donald  Charles,  MD   (R),  Rt.  8,  Box  398,  Dur- 
ham 27704 

Lawrence,   Robert  Livingston,  MD    (ALR),    1311   N.   Elm 
St.,  Greensboro  27401 

Lore,  Ralph  Eli,  MD  (Renewal),  224  S.  Mulberry  St.,  SW, 

Lenoir  28645 
Mazur,    Stephen    Henry,    MD    (Anes),   241    Hillcrest   Dr., 

Goldsboro  27530 

McRae,  James  Thomas.  MD,  Apt.  327,  Hanover  Arms  Ct., 

Winston-Salem  27104 

Okuyade,  Adetunji   (Student),   1813   Broadell  Dr.,  Fayette- 
ville 28301 

Oliver,    Joseph    Andrew,    MD    (GP),    Box    458,    Rockwell 
28138 

Parrish,   Glenn   Cade,   MD   (Anes),   Rt.    1,   MacLeod   Rd., 
Lumberton  28358 

Parsley,  Betsy  Allen,  MD  (Pd),   1036  Miller  St.,  Winston- 
Salem  27103 

Riddick,  David  Haydon,  MD,  1800  W.  5th  St.,  Greenville 
27834 

Rovere,  George  Davitto,  MD  (Or),  300  S.  Hawthorne  Rd., 
Winston-Salem  27103 

Schultz,    John    Loesch,    MD     (R),    700    Nokomis    Court, 
Winston-Salem  27106 

Thurman,  Roger  Zalon,  MD  (S),   1312  Lakeside  Dr.,  Wil- 
son 27893 

Turner.    Robert    Alexander,   Jr.,    MD    (I),    Bowman   Gray 
School  of  Medicine,  Winston-Salem  27103 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  hall  ot  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown).  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxtcity 
has  also  been  noted  in  animals  treated  early  tn  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development } 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue.  A  decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug  The  antianabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a  problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  lor  at  least  lour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A  beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ot  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon)   Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 
Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophils. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections,  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycm'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d  for  a  total  of  5  4grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a  total  of  18  to  24  grams 
of  'Rondomycm'  (methacycline  HCI)  in  equally  divided  doses  over  a  period  ot  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  -  3  to  6  mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  lorms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

Inpatients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  for  at  least  10  days, 
SUPPLIED:  Rondomycm'  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI 


Before  prescribing,  consult  package  circular  or  latest  PDR  information 
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News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Urban  dwellers  choking  on  smog  and  auto  exhaust 
fumes  may  have  found  an  ally  to  help  fortify  their 
lungs  —  vitamin  E. 

A  Duke  researcher  has  turned  up  evidence  that  a 
vitamin  E-rich  diet  can  help  protect  the  lungs  from 
the  effects  of  noxious  air  pollutants  such  as  ozone 
and  nitrogen  dioxide. 

The  findings  offer  a  possible  answer  to  the  pre- 
vention of  emphysema  and  other  chronic  lung  di- 
seases which  are  environmentally  triggered. 

Dr.  Daniel  B.  Menzel  found  that  rats  deprived  of 
vitamin  E  in  their  diets  for  four  weeks  survived  for 
only  eight  days  when  placed  in  an  atmosphere  with  a 
concentration  of  one  part  per  million  of  ozone  or  ni- 
trogen dioxide.  Rats  given  a  vitamin  E-supplemented 
diet  for  four  weeks  lived  twice  as  long,  18  days,  in 
the  same  concentration  of  pollutants. 

Menzel  is  an  associate  professor  of  pharmacology 
and  an  associate  professor  in  the  Division  of  Environ- 
mental Medicine.  He  discussed  his  findings  at  a  sym- 
posium for  Continuing  Medical  Education  for 
Pharmacists  and  Pharmacologists  at  Ohio  State  Uni- 
versity. 

Dr.  David  C.  Sabiston,  Jr.,  James  B.  Duke  profes- 
sor and  chairman  of  the  Department  of  Surgery, 
served  as  a  member  of  the  editorial  board  of  the 
Annual  Review  of  Medicine  in  Yosemite,  Calif. 

He  also  served  as  the  James  D.  Rives  visiting  pro- 
fessor at  Louisiana  State  University  Medical  Center  in 
New  Orleans. 

*  *  * 

Dr.  Melvyn  Lieberman,  assistant  professor  of  phy- 
siology, and  Dr.  Madison  Spach,  professor  of  pedia- 
trics, were  guest  faculty  members  for  a  course  called 
"Controversial  Issues  in  Pediatric  Cardiology"  at  Key 
Biscayne,  Fla.,  sponsored  by  the  University  of  Miami 
School  of  Medicine. 

Lieberman  spoke  on  "Cardiac  Electrophysiology  in 
the  Embryo,*'  and  Spach's  paper  was  "Interatrial  and 
Ventricular  Conduction." 

*  *  * 

Dr.  Redford  B.  Williams  Jr.,  assistant  professor  of 
psychiatry  and  medicine,  attended  the  American  Psy- 
chosomatic Society  annual  meeting  in  Denver,  where 
he  presented  a  paper  on  "Location  of  C.N.S.  Neurons 
Mediating  the  Blood  Pressure  Response  of  the  Rat  to 
Footshock." 

Duke  researchers  have  turned  up  new  evidence  that 
the  cells  that  make  up  higher  forms  of  life  on  earth 
evolved  from  a  primordial  partnership  between  bac- 
teria and  the  progenitors  of  modern  animal  cells. 
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The  discovery,  presented  at  the  58th  annual  meet- 
ing of  the  Federation  of  Societies  for  Experimental 
Biology  in  Atlantic  City,  N.  J.,  strongly  supports  the 
theory  that  the  mitochondria  of  modern  cells  origi- 
nated as  free-living  bacteria. 

The  research  was  conducted  by  Richard  A.  Weisi- 
ger,  a  medical  science  trainee,  under  the  direction  of 
Dr.  Irwin  Fridovich,  professor  of  biochemistry. 

Promotions  and  appointments: 

Dr.  Herbert  F.  Crovitz,  promoted  to  professor  of 
medical  psychology  in  the  Department  of  Psychiatry. 

Dr.  James  R.  Urbanial,  promoted  to  associate  pro- 
fessor of  orthopaedic  surgery. 

Dr.  John  D.  Hamilton,  promoted  to  assistant  pro- 
fessor of  medicine. 

Dr.  LuVern  H.  Kunze,  formerly  associate  profes- 
sor at  the  University  of  Washington,  appointed  pro- 
fessor of  hearing  and  speech  pathology. 

Dr.  Page  A.  W.  Anderson,  who  joined  Duke  in 
1970  as  a  fellow  in  pediatric  cardiology,  appointed 
assistant  professor  of  pediatrics  and  associate  in  phy- 
siology. 

Dr.  Lillian  R.  Blackmon,  formerly  assistant  pro- 
fessor of  pediatrics  at  the  Medical  College  of  Georgia, 
appointed  assistant  professor  of  pediatrics. 

Fourteen  graduates  of  the  Physicians'  Associates 
Program  have  received  the  first  Bachelor  of  Health 
Science  degrees  ever  awarded  by  Duke. 

The  14  were  among  39  students  in  the  two-year  PA 
program  who  were  working  toward  the  BHS  degree. 
There  are  80  students  in  the  program. 

Starting  next  fall,  students  in  the  Medical  Tech- 
nology Program  and  the  Pathology  Assistants  Pro- 
gram also  will  be  eligible  for  the  BHS. 

Dr.  Jay  M.  Arena,  professor  of  pediatrics  and  com- 
munity health  sciences  and  director  of  Duke's  Poison 
Control  Center,  was  featured  as  the  cover  story  sub- 
ject in  the  April  12  issue  of  Modern  Medicine. 
*  *  * 

The  Frederick  J.  Kennedy  Memorial  Foundation, 
Inc.,  has  given  the  medical  center  a  grant  of  $300,000 
toward  the  new  medical  library,  the  Seeley  G.  Mudd 
Building,  now  under  construction. 

The  Boston-based  foundation  was  established  by 
Mrs.  Audrey  K.  Kennedy  in  memory  of  her  father, 
Frederick  J.  Kennedy  of  Brookline,  Mass.,  who 
founded  Kennedy's,  a  New  England  clothing  chain. 

The  Surdna  Foundation,  Inc.,  has  awarded  a 
$50,000  grant  to  the  medical  center  for  support  of  its 
cancer  research  program. 

The  funds  will  be  used  over  a  five-year  period  to 
provide  research  fellowships  in  the  cancer  research 
program. 

The  Surdna  Foundation,  of  Yonkers,  N.  Y.  was 
created  in  1917  by  John  Andrus. 
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News  Notes  from  the— 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


A  new  Regional  Health  Careers  Recruitment  and 
Counseling  Center  is  developing  at  Elizabeth  City 
State  University  (ECSU )  in  Elizabeth  City,  N.  C. 

Designed  to  aid  minority  and  disadvantaged  stu- 
dents prepare  for  entrance  to  health  professional 
training  programs,  the  new  center  is  jointly  sponsored 
by  Elizabeth  City  State  University  and  the  N.  C. 
Health  Manpower  Development  Program,  with  head- 
quarters in  Chapel  Hill. 

According  to  Dr.  Jimmy  R.  Jenkins,  assistant  aca- 
demic dean  at  ECSU,  the  recruitment  and  counseling 
center  at  Elizabeth  City  is  part  of  a  statewide  effort 
to  increase  the  numbers  of  minority  and  disadvan- 
taged persons  trained  and  employed  in  health  careers 
in  North  Carolina,  especially  in  rural  and  disadvan- 
taged communities. 

The  center  plans  to  provide  counseling  and  recruit- 
ment services  both  to  Elizabeth  City  State  students 
and  to  prospective  college  students  in  the  general 
area  of  northeastern  North  Carolina. 

The  new  regional  center  represents  a  major  expan- 
sion of  the  work  of  the  N.  C.  Health  Manpower  De- 
velopment Program  which  now  operates  summer  pro- 
grams in  Health  Sciences  at  University  of  North 
Carolina  -  Chapel  Hill  and  Western  Carolina  Univer- 
sity, and  a  regional  recruitment  and  counseling  center 
for  Piedmont  North  Carolina  at  North  Carolina  Cen- 
tral University.  Pembroke  University  plans  to  estab- 
lish a  new  regional  center  for  southeastern  North 
Carolina  in  the  near  future. 

*  :|;  :{: 

A  program  on  core  curriculum  was  held  at  UNCin 
April. 

Featured  speaker  at  the  workshop  was  Caro- 
lyn N.  Burnett  who  recently  completed  a  year's 
study  on  core  curriculum  for  the  Association  of 
Schools  of  Allied  Health.  She  is  associate  professor  of 
physical  therapy  in  the  School  of  Allied  Medical  Pro- 
fessions and  assistant  professor  in  the  Department  of 
Physical  Medicine  at  the  Ohio  State  University  Col- 
lege of  Medicine. 

Through  a  new  medical  student  exchange  program, 
announced  by  the  three  four-year  medical  schools  in 
North  Carolina,  students  of  each  medical  school  may 
study  for  as  much  as  20  weeks  in  the  other  two 
schools. 

The  cooperative  program,  designed  to  expand  edu- 
cational opportunities  for  medical  students  at  Duke, 
Bowman  Gray  and  the  University  of  North  Carolina, 
becomes  effective  in  July. 

The  program  provides  for  third-year  and  fourth- 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/(g/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  C/n7- 
dren  and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1  mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5  mg./lb.); 
maximum  total  dose  1  gram.  This 
corresponds  to  a  simplified  dosage 
regimen  of  1  cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
=  5  cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day:  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec-  1 
ommendations  can  be  made. 
How  Supplied.  Antiminth  is  avail- 
able as  a  pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROeRIG<^ 

A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


or 


with  a  single  dose  of  Antiminfh 

0  (pyrantel  pamoate)  ORAL  SUSPENSI0N 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1  cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.; 
maximum  dose,  4  tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 
family  ROeRIG  «g©> 


A  division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 

ORAL  SUSPENSION 

While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
*Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page 


year  students  at  each  of  the  three  medical  schools  to 
take  elective  courses  at  the  other  two  medical  schools. 
The  student  may  spend  as  much  as  10  weeks  (one 
quarter)  at  each  of  the  other  schools,  where  he  would 
participate  in  a  course  of  clinical  study  of  particular 
interest  to  him. 

Details  of  the  program  were  developed  by  Dr. 
William  D.  Huffines,  associate  dean  for  basic  sciences 
at  the  University  of  North  Carolina  School  of  Medi- 
cine; Dr.  Johnnie  L.  Gallemore  Jr.,  assistant  director 
of  undergraduate  medical  education  at  Duke  Univer- 
sity School  of  Medicine;  and  Dr.  C.  Douglas  May- 
nard,  associate  dean  for  student  affairs  at  the  Bow- 
man Gray  School  of  Medicine. 

*  *  * 

Environmental  engineer  Daniel  A.  Okun  was 
named  winner  of  the  12th  annual  Thomas  Jefferson 
Award  at  the  University  of  North  Carolina  in  Chapel 
Hill  April  20. 

The  cash  award  is  presented  each  year  to  the  mem- 
ber of  the  "academic  community"  who  most  closely 
approximates  in  his  teaching  and  personal  life  the 
qualities  of  integrity  and  character  that  marked  the 
life  of  Thomas  Jefferson. 

Dr.  Okun  is  professor  of  environmental  engineer- 
ing and  head  of  the  School  of  Public  Health's  Depart- 
ment of  Environmental  Sciences  and  Engineering.  He 
is  a  former  chairman  of  the  UNC  faculty. 

Evelyn  Marion  Bargmann  of  Athens,  Ga.,  Francis 
Collins  of  Staunton,  Va.,  and  Michael  Wheeler  of 
Blacksburg,  Va.,  are  winners  of  1973  Morehead  Fel- 
lowships in  Medicine  at  the  University  of  North 
Carolina  here. 

The  three  will  enroll  in  the  UNC  School  of  Medi- 
cine in  the  fall. 

The  Morehead  Medical  Fellowships  are  valued  at 
$2,500  per  year  plus  tuition  and  fees  to  cover  ex- 
penses during  four  years  of  study  here.  The  awards 
were  established  in  1966  by  the  John  Motley  More- 
head  Foundation,  directed  by  Hugh  G.  Chatham  of 
Elkin,  chairman  of  the  Board  of  Trustees. 

*  *  * 

Dr.  Ronald  C.  Reitz,  associate  professor  of  bio- 
chemistry, and  Dr.  Hilton  C.  Coulson,  professor  of 
paracytology,  have  been  elected  treasurer  and  secre- 
tary respectively  of  the  UNC  Chapter  of  the  Society 
of  Sigma  Xi. 

Sigma  Xi  is  a  major  national  society  dedicated  to 
the  encouragement  of  research  in  the  various  fields  of 
pure  and  applied  science.  The  UNC  Chapter,  one  of 
the  oldest  in  existence  in  the  country,  now  numbers 
494  members. 

*  *  ■■;■■ 

Dr.  Daniel  A.  Okun  of  the  University  of 
North  Carolina  School  of  Public  Health  faculty  has 
been  elected  a  member  of  the  prestigious  National 
Academy  of  Engineering. 

Dr.  Okun  was  the  only  engineer  from  North  Caro- 


lina accepted  into  the  429-member  body.  Member- 
ship into  the  Academy  is  conferred  upon  those  who 
have  made  important  contributions  to  engineering 
theory  or  who  have  pioneered  in  new  and  developing 
fields  of  technology. 

Dr.  Okun  was  cited  for  his  "innovative  contribu- 
tions to  sanitary  engineering  and  to  teaching  and  re- 
search." He  is  professor  of  environmental  engineering 
and  head  of  the  School  of  Public  Health's  Department 
of  Environmental  Sciences  and  Engineering  here  in 
Chapel  Hill. 

Dr.  Joseph  S.  Pagano,  UNC  infectious  disease 
specialist,  has  been  named  a  member  of  the  National 
Cancer  Institute's  ad  hoc  subcommittee  to  review  re- 
search programs  conducted  under  the  National  Can- 
cer Program. 

Pagano  and  1 1  other  scientists  will  review  the  pro- 
gram conducted  by  Litton  Bionetics,  Inc.,  at  the 
Frederick  Cancer  Research  Center,  Ft.  Detrick, 
Frederick,  Md.  Litton's  performance  will  be  ex- 
amined and  recommendations  made  for  further  de- 
velopment of  an  advanced  systems  laboratory  at 
Frederick.  This  will  serve  as  a  sophisticated  resource 
for  experiments  by  visiting  U.  S.  and  foreign  scien- 
tists. 

Dr.  Pagano  is  director  of  the  Division  of  Infec- 
tious Diseases  in  the  Departments  of  Medicine  and 
Bacteriology,  UNC  School  of  Medicine. 

The  following  additions  to  the  faculty  of  the  Uni- 
versity of  North  Carolina  School  of  Medicine  have 
been  announced: 

Dr.  Enid  R.  Kafer,  associate  professor  in  the  De- 
partment of  Anesthesia:  Dr.  Sidney  J.  Pion,  assistant 
professor  in  the  Department  of  Radiology;  Dr.  Noel 
B.  McDevitt,  assistant  professor  in  the  Department 
of  Surgery;  Dr.  H.  A.  Matthews,  Jr.,  instructor  in  the 
Department  of  Radiology. 

Dr.  Kafer  comes  to  UNC  from  the  University  of 
California  where  she  was  an  assistant  professor  in 
residence  in  the  Department  of  Anesthesiology.  Born 
in  Australia,  she  received  medical  degrees  at  the  Uni- 
versity of  Sydney,  the  Royal  Australian  College  of 
Physicians,  and  the  Faculty  of  Anaesthetists,  Royal 
College  of  Surgeons. 

Dr.  Pion  comes  to  the  University  from  the  Naval 
Hospital  in  Beaufort,  S.  C,  where  he  was  chief  of  the 
Department  of  Radiology.  He  received  his  M.D.  de- 
gree from  the  Albert  Einstein  College  of  Medicine. 

Dr.  McDevitt  received  his  M.D.  degree  from  the 
UNC  School  of  Medicine.  He  is  currently  completing 
a  chief  residency  in  trauma  and  vascular  surgery  at 
North  Carolina  Memorial  Hospital. 

Dr.  Matthews  holds  the  A.B.  and  M.D.  degrees 
from  Emory  University.  For  the  past  three  years  he 
has  been  a  resident  in  radiology  at  North  Carolina 
Memorial  Hospital. 

The  following  promotions  were  also  announced: 
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To  professor  in  the  Department  of  Medicine — Drs. 
James  A.  Bryan,  Janet  J.  Fischer,  Hillel  J.  Gitelman, 
Joseph  Pagano,  and  John  C.  Parker. 

To  professor  in  the  Department  of  Biochemistry — 
Michael  Caplow  and  Richard  V.  Wolfendcn. 

To  professor  in  the  Department  of  Anatomy — 
Federic  G.  Dalldorf  and  William  S.  Pollitzer. 

To  professor  in  the  Department  of  Psychiatry — 
Eric  Schoplcr  and  Charles  E.  Smith. 

To  associate  professor  in  the  Center  for  Research 
in  Pharmacology  and  Toxicology — Kenneth  H.  Dud- 
ley. 

To  assistant  professor  in  the  Department  of  Patho- 
logy— Gerald  K.  Linber  and  James  J.  Murphy. 

James  R.  White,  professor  in  the  Department  of 
Biochemistry,  will  be  on  leave  of  absence  from  June 
1  to  May  31,  1974,  to  do  study  and  writing  prepara- 
tory to  commencing  research  in  a  new  field  of  bio- 
chemistry. 

*  *  * 

Mack  J.  Preslar,  research  associate  in  the  Depart- 
ment of  Surgery,  is  on  an  extension  of  leave  from  Feb. 
1,  1973  to  July  30,  1973  to  do  further  study,  pursue 
research  and  development  interests,  and  attend  short 
courses. 

New  faculty  in  the  School  of  Public  Health  are  as 
follows : 

Richmond  K.  Anderson,  professor  in  the  Depart- 
ment of  Public  Health  Nutrition  effective  April  1, 
is  director  of  the  International  Programs  Office  in  the 
Carolina  Population  Center.  He  received  his  B.A. 
from  Cornell  College;  his  M.S.,  Ph.D.  and  M.D.  from 
Northwestern  University,  and  a  M.P.H.  from  the 
Johns  Hopkins  University. 

Howard  C.  Barnhill,  associate  professor  in  the  De- 
partment of  Health  Education  effective  June  1,  has 
also  been  appointed  coordinator  of  the  School  of 
Public  Health  Area  Health  Education  Center.  He 
holds  the  B.S.  from  A  &  T  State  University  and 
the  M.S. P. A.  from  North  Carolina  Central  Uni- 
versity. He  has  been  an  administrator  with  the  Meck- 
lenburg County  Health  Department  since  1969. 

Charles  O'Melia,  professor  in  the  Department  of 
Environmental  Sciences  and  Engineering,  will  be  on 
a  Kenan  leave  of  absence  from  July  1  to  June  30, 
1974,  to  engage  in  research  on  lake  modeling  at  Cali- 
fornia Institute  of  Technology. 

James  R.  Abernathy,  associate  professor  in  the  De- 
partment of  Biostatistics,  will  be  gone  from  Aug.  1  to 
July  31,  1974,  to  spend  a  year  of  education  leave  at 
the  Institute  of  Biometry  and  Community  Medicine, 
University  of  Exeter,  England.  He  will  be  studying 
the  organization  framework  of  the  Institute  in  blend- 
ing biometry  and  community  medicine  into  an  effec- 
tive instrument  in  evaluation  of  health  services,  sta- 
tistical  methodological   advances  in  health  services 

June   1973,  NCMJ 


evaluation   and   the   relationship   of  computer  tech- 
nology to  evaluation  procedures. 

James  R.  Hendricks,  associate  professor  in  the  De- 
partment of  Parasitology  and  Lab  Practice,  will  be  on 
leave  from  Sept.  1  to  Jan.  1,  1974,  to  organize  a 
parasitology  curriculum  in  the  Saigon  Medical  School 
at  the  request  of  the  American  Medical  Association. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Three  persons  have  been  added  to  the  full-time 
faculty  of  the  Bowman  Gray  School  of  Medicine.  An- 
nouncement of  the  appointments  was  made  recently 
by  Dr.  Richard  Janeway,  dean. 

They  are  Dr.  Paul  D.  Comer,  assistant  professor  of 
anesthesia;  Dr.  Frederick  W.  Glass,  assistant  profes- 
sor of  surgery  (section  of  Emergency  Medical  Ser- 
vices); and  Dr.  Charles  P.  McGraw,  research  assis- 
tant professor  of  neurology. 

Dr.  Comer  holds  the  B.A.  degree  from  the  Uni- 
versity of  Arizona  and  the  M.D.  degree  from  Baylor 
University  College  of  Medicine.  He  interned  at  the 
University  of  California  at  Los  Angeles  Affiliated 
Hospitals,  and  took  residency  training  in  internal 
medicine  at  Wadsworth  Hospital  in  Los  Angeles,  and 
in  anesthesia  at  both  White  Memorial  Medical  Cen- 
ter and  the  University  of  Southern  California  Medical 
Center,  both  in  Los  Angeles. 

He  will  be  involved  in  teaching  and  patient  care, 
with  a  primary  responsibility  for  the  Intensive  Care 
Unit  of  Baptist  Hospital. 

Dr.  Glass  is  now  one  of  the  full-time  emergency 
room  doctors  at  Baptist  Hospital.  He  holds  the  B.S. 
degree  from  Wake  Forest  College  and  the  M.D.  de- 
gree from  the  Bowman  Gray  School  of  Medicine.  He 
interned  at  Duke  University  Medical  Center  and  took 
residency  training  in  surgery  at  Baptist  Hospital.  For 
the  past  14  years  he  has  been  in  the  private  practice  of 
surgery  in  Lake  Worth,  Fla. 

Dr.  McGraw  holds  the  B.S.  degree  from  Belmont 
Abbey  College,  the  M.S.  degree  from  East  Texas 
State  University  and  the  Ph.D.  degree  from  Texas  A 
and  M  University.  Before  coming  to  Bowman  Gray, 
he  was  an  assistant  professor  of  physiology  and  an 
instructor  in  neurosurgery  at  the  University  of  Texas 
Medical  Branch  at  Galveston. 

*  *  * 

The  Bowman  Gray  School  of  Medicine  has  re- 
ceived a  $10,000  grant  from  the  Eli  Lilly  and  Com- 
pany Foundation  to  support  summer  research  by 
medical  students. 

The  medical  school  has  established  the  Eli  Lilly 
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Foundation  Student  Research  Fund.  Income  from  the 
grant  will  support  the  research. 

Daniel  C.  Hall,  a  first-year  medical  student,  is  the 
first  recipient  of  research  support  from  the  grant. 
There  were  27  applicants  for  the  first  summer  re- 
search funds.  Competition  is  open  to  all  students  and 
is  based  solely  on  the  research  project  proposed  by 
the  applicants. 

*  *  ^ 

Fourteen  full-time  faculty  members  at  the  Bowman 
Gray  School  of  Medicine  have  received  promotions. 
The  promotions  are  effective  July  1. 

Promoted  to  full  professorship  were  Dr. 
C.  Douglas  Maynard  and  Dr.  Richard  L.  Witcofski, 
both  of  the  department  of  radiology. 

New  associate  professors  are:  Dr.  Stephen  G.  An- 
derson, obstetrics  and  gynecology;  Dr.  Lawrence  R. 
DeChatelet,  biochemistry;  Dr.  Marcus  M.  Gulley, 
psychiatry;  Dr.  Eva  S.  Leake,  microbiology;  Dr. 
James  G.  McCormick,  otolaryngology;  Dr.  Timo- 
thy C.  Pennell,  surgery;  and  Dr.  William  J.  Spencer, 
medicine. 

New  assistant  professors  are:  Dr.  Ralph  W. 
Barnes,  neurology;  Dr.  William  D.  Wagner,  compara- 
tive medicine;  Dr.  Patrick  M.  Cunningham,  psychia- 
try; Dr.  Lloyd  H.  Harrison,  urology;  and  Dr.  Fred- 
erick Richards  III,  medicine. 

*  *  * 

Baptist  Hospital,  the  major  teaching  hospital  of  the 
Bowman  Gray  School  of  Medicine,  has  received  a 
$262,000  grant  from  the  National  Cancer  Institute  to 
provide  more  space  for  the  hospital's  oncology  pro- 
gram. 

Dr.  Charles  L.  Spurr,  professor  of  medicine,  is  di- 
rector of  the  comprehensive  cancer  research  center  at 
the  medical  center. 

The  additional  space  for  the  center  will  be  located 
on  the  basement  and  ground  floors  of  the  hospital's 
ambulatory  care  building,  which  is  now  under  con- 
struction. 

;|c  if  $ 

Dr.  Frank  C.  Greiss,  Jr.,  professor  and  chairman  of 
the  Department  of  Obstetrics  and  Gynecology  at  the 
Bowman  Gray  School  of  Medicine,  presented  a  paper 
entitled  "Uterine  Vascular  Bed:  Effect  of  Hyperoxia" 
during  a  meeting  of  the  Society  of  Obstetrical  Anes- 
thesia and  Perinatology,  held  March  3 1  in  Lexington, 
Ky. 

^  =5=  * 

Dr.  Courtland  H.  Davis,  Jr.,  professor  of  neuro- 
surgery at  the  Bowman  Gray  School  of  Medicine,  was 


appointed  chairman  of  the  Scientific  Program  Com- 
mittee for  1973  during  the  annual  meeting  of  the 
American  Academy  of  Neurological  Surgeons  held 
November,  1972,  in  London. 


AMERICAN  MEDICAL  ASSOCIATION 
JUDICIAL  COUNCIL 

Use  of  Physician's  Name  in  Commercial  Advertising 

At  its  recent  meeting  in  Washington,  D.  C.  the  Ju- 
dicial Council  of  the  American  Medical  Association 
adopted  the  following  reaffirmation  of  an  existing 
opinion  and  asked  that  the  reaffirmation  be  widely 
publicized: 

From  time  to  time  in  the  past  physicians  have  per- 
mitted the  use  of  their  names  in  commercial  advertise- 
ments. It  was  not  a  widespread,  frequent,  or  accepted 
practice. 

At  this  time  the  Council  sees  definite  evidence  of  a 
break  with  ethical  tradition.  Commercial  advertise- 
ments carrying  the  name,  photograph,  and  profes- 
sional appointments  of  physicians  are  conspicuous  in 
both  public  and  professional  periodicals. 

Regardless  of  disclaimers  and  alleged  educational 
claims  for  the  ad,  the  intent  of  using  a  physician's 
name  and  photograph  in  an  advertisement  is  simply 
to  draw  attention  to  the  ad.  The  physician  who  per- 
mits his  name  and  photograph  to  be  so  used  is  per- 
mitting himself  and  his  profession  to  be  exploited. 

The  Judicial  Council  has  previously  stated  that  it 
is  demeaning  to  the  medical  profession  for  the  physi- 
cian to  permit  the  use  of  his  name  and  profes- 
sional status  in  the  promotion  of  commercial  enter- 
prises. Out  of  respect  for  his  profession,  a  physician 
should  not  allow  his  name  or  the  prestige  of  his  pro- 
fessional status  as  a  physician  to  be  used  in  the  pro- 
motion of  commercial  enterprises. 

To  the  extent  that  the  facts  of  a  particular  case  in- 
dicate that  the  honor  and  dignity  of  the  profession  are 
denigrated  then  charges  of  conduct  contrary  to  Sec- 
tion 4  of  the  Principles  of  Medical  Ethics  should  be 
brought  before  and  fully  reviewed  by  the  ethics  com- 
mittee of  the  physician's  component  medical  society. 

Circumstances  will  suggest  and  facts  disclose 
whether  some  consideration  of  value  was  given  the 
physician  for  the  use  of  his  name  and  photograph  by 
the  advertiser.  Circumstances  will  indicate  the  pur- 
pose of  the  advertisement. 

In  view  of  the  proliferation  of  advertising  of  this 
nature,  the  Judicial  Council  reaffirms  its  opinion. 


Children,  about  the  time  of  cutting  their  teeth,  slaver  much,  and  have  generally  a  looseness. 
When  the  teething  is  difficult,  especially  when  the  dog-teeth  begin  to  make  their  way 
through  the  gums,  the  child  has  startings  in  his  sleep,  tumours  of  the  gums,  watchings,  gripes, 
green  stools,  the  thrush,  fever,  difficult  breathing,  and  convulsions. — William  Buchan:  Domestic 
Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple 
Medicim  ;,  etc.,  Richard  Folwell,  1799,  p.  381. 
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Federal  health  expenditures  in  the  current  fiscal 
year  will  exceed  $42  billion — an  increase  of  $2  bil- 
lion over  the  previous  fiscal  year. 

The  report  on  Federal  Medical-Health  Appropria- 
tions, prepared  by  the  American  Medical  Associa- 
tion's department  of  governmental  relations,  offers  a 
unique  view  of  the  federal  government's  overall  in- 
volvement in  health  and  health  related  activities. 

In  most  cases,  supplemental  appropriations  for 
specific  programs  are  not  included,  meaning  that  ac- 
tual figures  are  higher  than  presented.  The  bulk  of 
the  report  deals  with  appropriations,  but  a  table  also 
shows  estimated  spending  this  fiscal  year  on  trust 
fund  and  other  expenditures  for  disability  in  various 
programs,  including  Social  Security,  Veterans  Ad- 
ministration, military  disability  retirement,  and  rail- 
road retirement. 

Considering  appropriations  alone,  the  total  for  the 
present  fiscal  year  is  $28.3  billion,  compared  with 
$26.5  billion  the  previous  year.  Federal  Medicare 
expenditures  of  $9.5  billion  are  included,  although 
$6.6  billion  came  from  the  Social  Security  Medicare 
trust  fund  for  Part  A  or  hospital  benefits.  The  Medi- 
care law  requires  these  funds  to  be  treated  as  ap- 
propriations by  Congress. 

The  Health,  Education,  and  Welfare  Department, 
of  course,  leads  the  list  in  appropriations — $18.1 
billion  compared  with  $17.6  billion  the  year  before. 
In  order  come  the  Veterans  Administration,  $2.9 
billion;  Defense,  $2.8  billion;  Environmental  Protec- 
tion, $2.3  billion;  Federal  Employes  Health  Insur- 
ance, $604  million;  Agriculture,  $362  million  (ani- 
mal and  plant  health  inspection,  etc.);  State,  $258 
million;  and  OEO,  $150  million. 

In  the  nonappropriations  area,  Social  Security  pay- 
ments to  disabled  workers  were  $4.2  billion,  service- 
connected  VA  disability  payments  were  $3  billion, 
non-service-connected,  $1.5  billion. 

*  *  ^ 

The  president  of  the  American  Medical  Associa- 
tion filed  a  vigorous  dissent  to  a  federal  Commission 
on  Medical  Malpractice  report  which  blamed  physi- 
cians and  hospitals  for  much  of  the  problem. 

A  central  finding  of  the  special  commission  was 
that  injuries  to  patients,  and  not  greedy,  avaricious 
contingency-fee  lawyers,  are  the  reason  for  the  in- 
creased number  of  malpractice  claims.  The  report 
included  about   100  findings  and  recommendations. 

In  his  dissent,  C.  A.  Hoffman,  M.D.,  AMA  presi- 


dent and  one  of  the  21  members  on  the  commission, 
said  that  the  panel  had  failed  in  its  primary  purpose 
to  come  up  with  a  program  "calculated  to  amelior- 
ate" the  nation's  malpractice  problems.  He  said: 

"The  report  does  not  appear  to  be  calculated  to 
ameliorate  such  problems  to  any  significant  degree. 
Some  of  its  recommendations,  if  implemented,  would 
be  likely  to  stimulate  an  increased  frequency  of 
claims.  The  increasing  frequency  and  cost  of  claims 
has  an  unavoidable  adverse  effect  on  health  care.  .  .  . 

"The  report  fails  entirely  to  identify  the  problems 
of  medical  malpractice  claims  as  what  they  really  are 
— a  part  of  the  much  larger  and  more  general  prob- 
lems of  liability  claims  litigation.  In  the  United  States, 
people  have  always  been  quick  to  file  lawsuits  for 
any  injury,  real  or  imagined.  The  legal  system  en- 
courages litigation.  There  is  a  definite  trend  in  court 
decisions  to  make  it  continually  easier  for  claimants 
to  recover  substantial  damages,  with  less  and  less 
proof  of  fault. 

"This  trend  is  well  established  in  all  fields  of  ac- 
tivity including  automobile  liability,  product  liability, 
airline  and  rail  liability,  homeowners'  liability,  and 
all  others.  Malpractice  liability  is  the  most  visible 
and  harmful  part  of  this  trend,  because  it  affects  the 
vital  area  of  health  care. 

"As  a  part  of  this  trend  certain  legal  doctrines 
have  been  established  which  apply  only  in  lawsuits 
against  health  care  providers  and  which  make  it 
easier  for  claimants  to  recover  damages  with  little 
proof  of  fault.  These  doctrines  include:  (a)  the 
'discovery'  rule  under  the  statute  of  limitations;  (b) 
the  application  of  the  doctrine  of  res  ipsa  loquitur 
to  injuries  arising  out  of  the  performance  of  profes- 
sional services;  (c)  the  doctrine  of  'informed  consent' 
and  (d)  a  rule  allowing  liability  based  on  an  alleged 
oral  guarantee  of  good  results.  If  this  trend  continues 
unchecked,  the  logical  results  will  be  that  health 
care  providers  will  be  held  liable  for  any  unfortunate 
result  arising  from  health  care,  even  if  there  was  no 
fault  on  the  part  of  anyone  and  the  result  was  en- 
tirely unavoidable. 

"These  legal  doctrines  are  one  of  the  most  impor- 
tant causative  factors  for  the  problems  of  the  increas- 
ing cost  and  frequency  of  malpractice  claims.  In- 
stead of  making  a  strong  recommendation  for 
appropriate  and  equitable  remedial  legislation,  the  re- 
port merely  recommends  referral  of  the  legal  doc- 
trines problems,  which  it  reluctantly  admits  exist,  to 
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form  follows 
function 

Only  Candeptin  (candicidin) 
gives  you  this  unique  form . . . 
a  soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN54  (candicidin)  VAGELETTES 
Vaginal  Capsules... a  unique  dosage  form... 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 

the  specific  high  potency  antimonilial  agent, 

candicidin,  in  a  soft  gelatin  capsule  — the  shape 

designed  with  your  patient  in  mind.  It  permits  easy 

manual  insertion  without  the  need  for  an  applicator 

or  inserter. .  .of  particular  value  for  the  pregnant 

patient.,  .for  intravaginal  use.  By  cutting  off  the  tip 

of  the  narrow  soft  end,  the  contents  can  be  extruded 

through  an  intact  hymen  for  intravaginal  use.  And 

it  is  readily  adaptable  to  topical  application  for 

labial  involvement,  and/or  intravaginal  use  to  treat 

mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief —  itching,  burning, 

and  discharge  subside  in  48-72  hours.' 

Soothing,  miscible  ointment  permits  complete 

contact  with  affected  tissue. 

Usually  cures  in  a  single  14-day  course  of  therapy.2,3'4 


Safe 

Exact  dosage  assured23 

No  side  effects,  clinical  reports  of  irritation  or 

sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointment 
and  Tablets  have  a  clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!-4-6 In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a  100%  culture-confirmed 
cure  rate  was  achieved  with  a  single  14-day 
course  of  therapy23 

Unique 

CANDEPTINT(candicidin) 
VAGELETTES  Vaginal  Capsules 
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Description:  Candeptin  (candicidin) 
Vaginal  Ointment  contains  a  dispersion  of 
candicidin  powder  equivalent  to  0.6  mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U.S. P.  petrolatum.  3  mg.  of  Candicidin  is 
contained  in  5  gm.  of  ointment  or  one 
applicatorful.  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3  mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3  mg.  of  Candicidin  activity 
dispersed  in  5  gm  U.S.  P.  petrolatum 
Action:  Candeptin  Vaginal  Ointment, 
Vaginal  Tablets,  and  Vagelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection 
Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary-  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vagelettes  Vaginal  Capsules 
have  been  extremely  rare. 
Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a  day.  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear 
Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm  tubes 
with  applicator  ( 14-day  regimen  requires 
2  tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28,  in  foil  with 
inserter  — enough  for  a  full  course  of  treat- 
ment CandeptinVagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( [4-day 
regimen  requires  2  boxes.) 
Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen.  JR.    Journal-Lancet 
85 .287  (July)  1965.  2.  Giorlando,  S.W.: 
Ob/GynDig.  73:32  (Sept.)  1971.3.  Decker, 
A.:  Case  Reports  on  File,  Medical  Department, 
Julius  Schmid.  4.  Giorlando,  S.W., Torres,  J.F., 
and  Muscillo.  G.:  Am.  J.  Obst.  &  Gynec. 
90:370   (Oct.  1)   1964  5.  Lechevalier,  H.: 
Antibiotics  Annual  1959-1960.  New  York. 
Antibiotica  Inc.,  1960.  pp.  614-618.  6.  Friedel, 
H.J  :  Maryland  M  J  ,  /.5:36(Feb.)  1966. 

Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 

New  York,  New  York  10019 


CANDEPTIN 

(candicidin) 

Vaginal  Tablets 
Vaginal  Ointment 

and  VAGELETTES 

Vaginal  Capsules 


some  vaguely  defined  and  presently  non-existent 
group  which  is  supposed  to  develop  recommenda- 
tions for  uniform  rules  of  law,  'in  the  nature  of  a  Re- 
statement of  the  Law  of  Medical-Legal  Principles.' 
This  is  inadequate  as  a  remedy  for  this  major 
problem. 

"I,  like  other  physicians,  affirm  that  any  patient 
who  is  injured  in  the  course  of  his  health  care  as  a 
direct  result  of  negligence  on  the  part  of  any  provider 
is  entitled  to  just  and  reasonable  compensation. 
Where  an  injury  occurs  despite  the  best  of  care,  how- 
ever, health  care  providers  should  not  be  unjustly 
burdened  with  the  cost  of  compensation.  If  they  are, 
this  inevitably  adds  to  the  cost  of  health  care. 

"The  report  gives  the  false  impression  that  the 
rapid  increase  in  the  frequency  and  cost  of  claims 
has  arisen  from  a  deterioration  in  the  general  quality 
of  health  care.  The  reality  is  the  frightening  paradox 
that  the  general  quality  of  health  care  has  been  im- 
proving dramatically  at  the  same  time  that  the  fre- 
quency and  cost  of  claims  have  been  skyrocketing. 

"The  report  stresses  the  obvious  fact  that  there 
would  be  no  claims  if  there  were  no  injuries.  Where 
surgery  or  potent  drugs  are  required,  the  risk  of  in- 
jury is  unavoidable.  Only  a  small  percentage  of  the 
injuries,  however,  are  caused  by  the  negligence  of 
anyone. 

"The  report  does  contain  some  constructive  rec- 
ommendations. These  include:  (a)  development  of 
injury  prevention  programs,  (b)  study  of  alternative 
compensation  systems,  and  (c)  data  collection,  if 
limited  by  careful  cost  justification." 
*  *  * 

Malcolm  Todd,  M.D.,  chairman  of  the  AMA 
Council  on  Health  Manpower,  has  been  appointed  to 
the  board  of  regents  of  the  military  medical  school 
which  was  authorized  by  the  last  Congress. 

Others  named  were:  Durward  Hall,  M.D.,  former 
GOP  Congressman  from  Missouri;  Lt.  Gen.  Leonard 
Heaton,  M.D.,  U.S.  Army  Retired;  Anthony  Cur- 
reri,  M.D.,  Wisconsin;  H.  Ashton  Thomas,  M.D., 
Secretary  of  the  Louisiana  State  Medical  Society; 
and  former  defense  official  David  Packard.  Three 
more  regents  remain  to  be  selected. 

A  sweeping  study  has  allayed  the  fear  that  this  na- 
tion would  become  flooded  with  ex-GI  drug  addicts 
by  finding  that  very  few  young  soldiers  who  took  nar- 
cotics in  Vietnam  have  continued  their  addiction  in 
civilian  life. 

The  study  also  presented  information  indicating 
that  the  physical  grip  of  heroin  addiction  may  not 
be  as  strong  as  heretofore  believed — "one  half  of  all 
those  who  reported  heroin  dependency  in  Vietnam 
had  withdrawn  on  their  own." 

Commenting  on  the  $400,000  study,  Richard  S. 
Wilbur,  M.D.,  assistant  secretary  of  defense  for 
health  and  environment,  declared: 

"We  now  know  that  recovery  from  heroin  depen- 
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dency  is  not  impossible;  and  that  in  the  case  of  young, 
healthy,  well-disciplined  men  in  the  armed  services, 
rehabilitation  will  be  successful  in  the  majority  of 
cases." 

Dr.  Wilbur  compared  the  narcotic  dependence  rate 
of  1.3  percent  among  Vietnam  returnees  with  the 
1.2  percent  rate  of  drug  abusers  identified  in  the 
civilian  population  of  young  draftees  and  recruits.  He 
estimated  the  number  of  addicts  of  all  Vietnam  vet- 
erans at  about  2,000  to  3,000  of  the  313,000  enlisted 
men  who  served  in  Vietnam  during  the  high  use 
period  in  the  last  several  years  of  the  war.  Little 
heroin  was  used  prior  to  this  by  U.S.  troops. 

The  study,  prepared  under  the  direction  of  Lee 
Robins,  Ph.D.,  professor  of  sociology  in  psychiatry 
at  Washington  University,  was  originated  by  the  spe- 
cial White  House  action  office  on  drug  abuse  and 
funded  by  the  Defense  Department,  the  Veterans  Ad- 
ministration, the  National  Institute  of  Mental  Health 
and  the  Labor  Department.  Some  900  enlisted  men 
were  interviewed. 

Dr.  Wilbur  told  a  Pentagon  news  conference  that 
there  are  many  myths  surrounding  addiction.  "I  was 
taught  that  anyone  who  ever  tried  heroin  was  in- 
stantly, totally  and  perpetually  hooked,"  he  said. 

"Treatment  success  rates  were  reported  to  be  less 
than  5  percent.  Therefore  the  use  of  methadone 
maintenance  for  all  heroin  addicts  and  even  legaliza- 
tion of  heroin  seemed  desirable  to  some  advocates 
because  it  seemed  impossible  to  get  off  heroin." 

But  the  accumulating  data  being  gathered  by  De- 
fense in  the  wake  of  the  Vietnam  drug  crises,  includ- 
ing the  latest  report  entitled  "A  Followup  of  Viet- 
nam Drug  Users,"  has  caused  "us  to  reexamine  the 
old  beliefs  more  critically,"  said  Dr.  Wilbur. 

The  followup  study  said  that  only  7.2  percent  of 


the  men  who  had  been  detected  as  narcotic  users 
in  Vietnam  had  felt  narcotic  dependent  at  any  time 
since  their  return.  Dr.  Wilbur  pointed  out  that  93 
percent  of  the  men  who  had  been  identified  in  the 
service  as  drug  users  had  not  returned  to  their  drug 
dependence  upon  return  from  Vietnam.  This  closely 
parallels  estimates  of  success  in  Defense  rehabilita- 
tion programs. 

Dr.  Wilbur,  in  referring  to  in-service  treatment 
programs,  reported  more  than  70,000  men  had  been 
treated  for  drug  abuse  with  more  than  59,000  either 
restored  to  duty  or  released  from  active  service  fol- 
lowing successful  rehabilitation,  more  than  6,000 
men  remained  in  short-term  rehabilitation,  and  4,- 
000  more  had  been  referred  to  the  Veterans  Admin- 
istration for  lengthier  treatment  at  the  end  of  their 
service  tour. 

*  *  * 

Chairman  Russell  B.  Long  (D.,  La.)  has  reorgan- 
ized the  Senate  Finance  Committee  into  six  subcom- 
mittees, including  one  on  health  which  will  hold 
hearings  and  do  the  other  spade  work  on  legislation 
dealing  with  Medicare,  Medicaid,  and  national  health 
insurance.  The  full  committee  will  continue  to  make 
the  final  decisions. 

Sen.  Herman  Talmadge  (D.,  Ga.)  is  chairman  of 
the  health  subcommittee.  Other  members  are:  Demo- 
crats— J.  W.  Fulbright  (Ark.),  Vance  Hartke 
(Ind.),  Walter  F.  Mondale  (Minn.),  and  Abraham 
Ribicoff  (Conn.);  Republicans — Robert  J.  Dole 
(Kans.),  Clifford  P.  Hansen  (Wyo.),  Bob  Packwood 
(Ore.)  and  William  V.  Roth,  Jr.  (Del.) 

Hansen  and  Hartke  are  two  of  the  four  chief 
sponsors  of  the  American  Medical  Association  na- 
tional health  insurance  legislation,  Medicredit.  Pack- 
wood  is  a  co-sponsor. 


Dr.  Arbuthnot  observes,  that  above  a  tenth  part  of  infants  die  in  teething,  by  symptoms 
proceeding  from  the  irritation  of  the  tender  nervous  parts  of  the  jaws,  occasioning  inflamma- 
tion, fevers,  convulsions,  gangrenes,  etc.  These  symptoms  are  in  a  great  measure  owing  to  the 
great  delicacy  and  exquisite  sensibility  of  the  nervous  system  at  this  time  of  life,  which  is 
too  often  increased  by  an  effeminate  education.  Hence,  children  delicately  brought  up,  always 
suffer  most  in  teething,  and  often  fall  by  convulsive  disorders. — William  Buchan:  Domestic 
Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple 
Medicines,  etc.,  Richard  Folwell,  1799,  p.  380. 
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The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■  Provides  rapid  relief  of 
constipation,  usually  within  2  to 
5  minutes 

■  Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■  Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■  Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■  Anatomically  correct,  pre- 
lubricated  rectal  tip  helps 
avoid  injury  to  bowel  wall 

■  Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a  physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a  physician. 
FREE  BOOKLET.  A  supply  of  the  patient 
booklet,  The  Professional  Treatment  ol 
Constipation,  is  available,  free  of  charge, 
on  request  to  C  B.  FLEET  CO.,  INC. 
P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet9  Enema 

The  professional  aid 
to  constipation  relief 


I  ptanMffllials  I  C.  B.  FLEET  CO  .INC 
[  )  Lynchburg,  Va.  24505 


Synopsis  of  Surgery.  By  R.  D.  Liechty  and  R.  T. 
Soper.  Edition  2.  1108  pages.  Price,  $15.50.  St. 
Louis,  Missouri:  The  C.  V.  Mosby  Company, 
1972. 

The  authors  clearly  state  that  "this  synopsis  is  for 
the  beginning  student,  whether  a  junior  ward  clerk  or 
seasoned  physician,  who  wants  only  a  brief  updating 
(and  references)  in  some  surgical  field  unfamiliar  to 
him."  They  have  succeeded  admirably  in  accomplish- 
ing this  purpose.  For  those  training  and  practicing 
physicians  who  intermittently  need  to  refresh  them- 
selves briefly  concerning  surgical  diseases  and  disor- 
ders, this  synopsis  should  also  serve  admirably.  It  is 
written  in  a  clear  and  concise  manner,  and  the  illus- 
trations are  acceptable.  The  addition  of  the  chapters 
on  transplantation  and  hyperalimentation  are  es- 
pecially noteworthy.  As  should  be  true  of  any  text- 


book designed  for  the  learning  physician,  the  list  of 
references  is  most  worthwhile,  including  most  of  the 
classical  articles  pertaining  to  each  particular  chapter 
and  topic.  As  a  synopsis,  this  is  a  useful  book,  falling 
somewhere  between  the  usual  handbook  and  the  more 
complete  textbook. 

Timothy  C.  Pennell,  M.D. 


Orthopedic  Surgery  in  the  Zone  of  the  Interior. 
Surgery  in  World  War  II,  Medical  Department, 
United  States  Army.  Prepared  and  published  under 
the  direction  of  Lieut.  General  Hal  B.  Jennings,  Jr., 
Surgeon  General.  United  States  Army.  1099  pages. 
Price,  $12.50.  Washington,  D.  C.:  U.S.  Govern- 
ment Printing  Office,  1972. 

This  book  is  a  first-class  presentation  of  the  history 
of  orthopedic  surgery  in  the  Zone  of  the  Interior  in 
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World  War  II.  It  concludes  three  previous  volumes 
dealing  with  orthopedic  surgery  in  World  War  II.  The 
volume  is  of  great  value  to  the  historian  and  prac- 
ticing physician,  because  as  well  as  documenting  or- 
ganization, procedures,  and  personnel  involved  in 
chronological  fashion,  it  contains  an  excellent  sum- 
many  of  clinical  experiences.  Topics  covered  include 


returned   casualties,   fracture  management,   amputa- 
tions, and  osteomyelitis. 

The  volume  is  well  illustrated,  well  written,  and 
easily  read  because  of  its  narrative  form.  It  should  be 
included  in  every  orthopedist's  library  and  made 
available  to  residency  training  programs. 

Anthony  G.  Gristina,  M.D. 


Sidney  Silas  Smith,  M.D. 

Dr.  Sidney  Silas  Smith  was  born  in  Pikeville,  N.  C., 
Feb.  19,  1903.  Pikeville  remained  his  home  until  he 
became  a  doctor  and  moved  to  Raleigh  to  practice 
in  his  chosen  field  of  urology.  He  attended  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill  where  he  se- 
cured his  premedical  training  and  two  years  of  medi- 
cal school.  He  was  graduated  from  Tulane  University 
in  1926.  He  served  an  internship  at  the  Charity  Hos- 
pital in  Shreveport,  La.  This  was  followed  by  resi- 
dencies in  urology  at  Johns  Hopkins  University-Balti- 
more City  Hospital  and  the  Archer  Hospital  in  St. 
Paul,  Minn.  He  was  licensed  to  practice  medicine 
in  North  Carolina  in  1926  and  opened  his  office  in 
the  Professional  Building  in  Raleigh  after  completion 
of  his  residency  at  Archer  Hospital. 

Dr.  Smith  was  very  active  in  organized  medicine. 
In  1930  he  helped  organize  the  North  Carolina  Uro- 
logical  Association,  of  which  he  was  a  charter 
member  and  later  became  president.  He  joined  the 
Southeastern  Section  of  the  American  Urological  As- 
sociation in  1933;  he  became  the  secretary  of  this 
group  and  served  during  the  years  1953  and  1954. 
He  was  elected  president-elect  of  the  Southeastern 
Section  of  the  American  Urological  Association  in 
1955  and  served  as  president  in  1956. 

Dr.  Smith  was  a  member  of  the  Wake  County 
Medical  Society,  the  District  Medical  Society,  the 
North  Carolina  State  Medical  Society,  the  Southern 
Medical  Association,  and  the  American  Medical 
Association.  He  was  a  member  of  the  Rex  Hospital 
staff  and  a  charter  member  of  the  local  medical 
writers  society,  in  which  he  took  a  very  active  interest. 
He  assisted  in  medical  services  for  the  military  draft 
board  and  in  the  medical  services  for  the  State  De- 
partment of  Welfare. 

Dr.  Smith's  final  fatal  illness  was  first  noted  in 
April,  1970,  and  he  retired  from  the  practice  of  uro- 
logy in  November,  1970.  He  lived  in  retirement,  but 
attended  the  annual  meetings  of  the  Southeastern  Sec- 
tion of  the  Urological  Association  in  New  Orleans  in 


1972.  Shortly  afterwards  he  attended  a  meeting  of 
the  Carolinas  Urological  Association  in  Charleston, 
S.  C.  In  October,  1972,  his  condition  showed  marked 
deterioration,  and  he  was  admitted  to  Rex  Hospital 
on  Dec.  29,  1972  where  he  remained  until  his  death, 
March  24,  1973. 

Dr.  Smith  was  married  Feb.  6,  1932,  to  Melissa 
Brown  of  Raleigh.  From  this  union  there  was  one 
child,  Ann  Hoover  Smith,  who  survives. 

Dr.  Smith  was  a  very  competent  urologist,  inter- 
ested in  many  facets  of  medicine  and  public  welfare. 
He  was  well  liked  by  his  intimate  friends,  who  mourn 
his  passing.  Interment  was  in  Oakwood  Cemetery 
here  in  Raleigh. 

During  his  later  years  Sidney  did  a  moderate 
amount  of  writing  of  both  free  verse  and  poetry. 
The  poem  "New  Orleans"  was  written  in  anticipa- 
tion of  his  final  trip  to  a  meeting  of  the  Southeastern 
Urological  Association. 

Now,  therefore  be  it 

Resolved  that  the  staff  of  Rex  Hospital  goes  on 
record  as  lamenting  the  loss  of  a  very  active  and  dili- 
gent member  of  our  staff. 

Rex  Hospital  Staff 

James  Brownlee  Hall,  M.D. 

James  Brownlee  Hall  was  born  in  Belmont,  N.  C. 
on  June  30,  1908,  and  died  at  Myrtle  Beach,  S.  C. 
on  April  10,  1973. 

Dr.  Hall  graduated  from  the  University  of  North 
Carolina  with  a  B.S.  degree.  He  received  his  M.D.  de- 
gree from  the  University  of  Pennsylvania  in  1937. 

He  served  his  internship  and  residency  at  the 
Abingdon  Memorial  Hospital.  He  was  a  diplomat  of 
the  American  Board  of  Radiology  and  a  fellow  of  the 
American  College  of  Radiology. 

Dr.  Hall  served  as  a  medical  officer  with  the  armed 
forces  in  Europe  in  1941-1945.  After  the  war  he 
practiced  radiology  in  Johnstown,  Pa.  until  1948. 
From  there  he  came  to  Charlotte,  where  he  was  chief 
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radiologist  at  Presbyterian  Hospital  until  his  retire- 
ment in  late  1971. 

Dr.  Hall  was  married  to  the  former  Virginia 
Cooper. 

Dr.  Hall  was  a  gentleman  always  —  reserved, 
scholarly,  and  dedicated  to  his  profession.  His  quiet 
way  and  unassuming  dignity  will  long  be  remembered 
by  his  friends  and  associates. 

It  is  requested  that  a  copy  of  this  tribute  be  for- 
warded to  Mrs.  Hall,  and  that  a  copy  be  retained  in 
the  files  of  the  Mecklenburg  County  Medical  Society. 
Mecklenburg  County  Medical  Society 

Herman  Richard  Parker,  Sr. 

Dr.  Herman  Richard  Parker,  Sr.,  was  born  March 
21,  1896  in  Halifax  County  and  died  Feb.  26, 
1973  at  the  age  of  76.  Dr.  Parker  had  practiced 
medicine  for  almost  half  a  century,  having  opened  his 
office  in  1925.  He  attended  Trinity  College  (now 
Duke  University)  for  two  years,  received  a  B.S.  de- 
gree at  Wake  Forest  and  an  M.D.  degree  from  Syra- 
cuse University,  New  York,  in  1923.  He  was  an  out- 
standing student  and  a  member  of  Alpha  Omega 
Alpha  Fraternity.  He  subsequently  served  his  intern- 
ship at  Harrisburg  General  Hospital,  Harrisburg,  Pa. 

Dr.  Parker  was  a  diplomate  of  the  American  Board 


of  Internal  Medicine  and  was  elected  a  Fellow  of  the 
American  College  of  Physicians,  later  becoming  a  life 
member.  He  was  a  member  of  the  American  Medical 
Association,  a  life  member  of  the  North  Carolina 
Medical  Society,  and  a  member  of  the  Southern 
Medical  Association.  He  was  also  a  charter  member 
of  the  Greensboro  Exchange  Club  and  a  member  of 
the  First  Baptist  Church. 

Dr.  Parker  was  recently  honored  by  the  Masonic 
and  Eastern  Star  Home  for  more  than  30  years 
of  medical  service  there.  For  several  years  he  served 
as  physician  to  Evergreens,  Inc.,  and  the  new  rehabili- 
tation care  unit  is  to  be  named  in  his  honor.  Dr. 
Parker  remained  alert  and  active  and  kept  himself 
abreast  of  current  medical  literature.  He  supported 
this  society  and  could  be  counted  on  to  attend  the 
State  Medical  Society  meetings. 

Survivors  are  his  widow,  Mrs.  Mary  Towe  Parker; 
a  son,  Dr.  Herman  R.  Parker,  Jr.,  of  Greens- 
boro; four  sisters,  all  of  Enfield;  one  sister  in  Rocky 
Mount;  two  brothers  in  Virginia;  and,  one  brother  in 
Wilson,  North  Carolina. 

The  death  of  Dr.  Parker  makes  for  a  great  loss  to 
our  society  and  this  region  of  North  Carolina. 

Guilford  County  Medical  Society 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

Visiting  hours  2:00  P.M.  -  8:00  P.M.  daily. 

Accredited  by  the  Joint  Commission  on  Accreditation  and 
Certified  for  Medicare 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 
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Announcing . . . 
U-100  Iletin 


(Insulin,  Lilly) 


(100  units  of  Insulin  per  cc.) 

This  is  a  concentration  suitable  for  most 
Insulin-dependent  diabetics. 
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U-100  Iletin  promises  significant  patient  Jt 
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and  convenient  Insulin  therapy.  It  is 
available  in  six  formulations 
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Leadership  in  Diabetes  Research 
for  Half  a  Century 


Additional  information 
available  to  the  profession  on  request. 


1974  LEADERSHIP  CONFERENCE 
February  1-2— Raleigh 


1974  ANNUAL  SESSIONS 
May  18-22— Pinehurst 


1973  COMMITTEE  CONCLAVE 
September  26-29— Southern  Pines 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessiv  e  psychic  tension  and  need  your  counseling, 


i 


a 


K 

and  a  few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


The  Rx  that  says 

"Relax" 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3  dosage  forms 
and  4  strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. ..yet. 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a    roller-coaster''  nor  a    hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a  30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a  little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 
"Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

*    (SODIUM  BUTABARBITAL) 


SODIUM 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease: 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a  long 
period,  to  avoid  withdrawal  symptoms,  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover    and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation. 
15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets.  15  mg.,  30  mg..  50  mg.,  100  mg.;  Elixir,  30  mg  per5cc.  (alcohol  7%). 
BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg 
50  mg.,  100  mg. 
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I  deem  it  my  responsibility  to  you  the  physicians  of  North  Carolina,  to  help 
pou  in  every  conceivable  way  so  that  you  may  continue  the  privilege  of  practicing 
the  highest  quality  medical  care.   There  would  be  no  point  in  realizing  that 
esponsibility  if  we  did  not  know  that  our  privilege  does  indeed  lead  to  the  bet- 
ter health  of  our  patients.   We  are  their  servants. 

To  paraphrase  an  oft  repeated  remark  by  Watergate  witnesses  "at  this  point  in 
time,"  it  behooves  me  to  reflect  the  highlights  of  the  recent  American  Medical 
Association  meeting  in  New  York  City.   What  you  see  or  have  seen  reflected  in  the 
press  and  AMA  publications  may  well  differ  from  mine  —  1  am  simply  trying  to 
reflect  the  impact  of  this  meeting  as  it  applies  to  your  practice  and  your  future 
in  North  Carolina. 

It  was  my  privilege  to  attend  and  participate  in  two  groups  —  sort  of 
"splinter"  organizations  that  meet  regularly  before  the  business  of  the  AMA  House 
of  Delegates  gets  started.   First  of  these  is  OSMAP  —  the  Organization  of  State 
Medical  Association  Presidents.   Their  membership  is  made  up  past  presidents, 
current  presidents,  and  president-elects  of  state  medical  societies.   This  year 
the  whole  formal  meeting  focused  on  PSRO.   If  by  now,  you  don't  know  what  these 
initials  stand  for,  you  had  better  find  out.   If  you  have  many  more  years  in  your 
private  practice,  this  "PSRO"  is  going  to  catch  up  with  you  and  may  even  throttle 
your  independence. 

Two  most  valuable  spin  offs  of  our  meeting  were  first:  up-to-date  thoughts 
of  Dr.  William  I.  Bauer,  HEW  Director  of  PSRO.   He  has  a  monumental  task  and  is 
working  in  logical  fashion.   In  his  goal  of  choosing  the  geographic  boundaries, 
his  main  goal  is  to  collect  first  of  all  all  available  data  that  would  apply  to 
these  decisions.   He  said  he  would  give  each  state  a  summary  of  the  collected 
data  as  it  appears.   He  will  send  us  a  "newsletter".   PSRO  will  not  cross  state 
lines.   Current  professional  review  organizations  will  be  maintained  where 
possible.   PSRO's  will  coincide  with  "service  areas".   Each  PSRO  will  probably 
include  groups  of  300  to  2,500  M.D.s.   He  plans  that  all  of  the  above  will  have 
an  "interface"  with  insurance  carriers.   He  expressed  hope  that  the  boundary 
designations  will  be  modifiable. 

We  also  had  the  privilege  of  hearing  Mr.  Harry  Schwartz  describe  his 
reaction  as  a  "consumer"  to  PSRO.   Everyone  of  you  should  read  his  book  "The  Case 
For  American  Medicine".   He  pointed  out  that  nowhere  in  the  detail  PSRO  law  is 
there  a  provision  for  "kindness".   In  other  words  your  PSRO  is  mandated  to  require 
that  you  discharge  your  patient  by  criteria  from  a  computer  printout  when  your 
patient  has  no  place  to  go  when  leaving  the  acute  care  hospital. 

The  second  valuable  spin  off  meeting  came  from  a  wonderful  interchange  of 
lutual  problems  relating  to  activities  necessary  to  get  much  better  relations  with 
ur  individual  state  legislators. 


These  valuable  suggestions  from  my  state  medical  society  peers  will  hopefully 
be  activated  in  the  months  to  come  and  you'll  be  informed  of  several  projects  coming 
from  this  meeting. 

The  other  pre-convention  group  also  had  extremely  important  panelists.   This 
is  called  the  "Forum  For  Medical  Affairs".   The  President  of  the  American  Hospital 
Association,  Mr.  Alex  McMahon,  one  of  our  own  from  North  Carolina  and  formerly 
President  of  North  Carolina  Blue  Cross  &  Blue  Shield,  Inc.,  sounded  what  I  felt  to 
be  a  keynote  which  expressed  a  plea  illustrating  a  glimmer  of  hope  which  surfaced 
here  and  there  during  the  many  hours  of  consideration  by  the  AMA  House  of  Delegates 
of  over  160  resolutions  and  reports. 

First  let  me  name  the  alphabetical  organizations  which  have  been  in  different 
ways  at  each  other's  throats  one  way  or  another  in  recent  years.   These  are  AMA 
(American  Medical  Association) ,  AHA  (American  Hospital  Association) ,  NMA  (National 
Medical  Association),  AAMC  (American  Association  of  Medical  Colleges),  HIC  (Health 
Insurance  Council) ,  BCBS  (Blue  Cross-Blue  Shield) ,  and  two  groups  within  the  Federal 
Government  HEW  (Health,  Education,  and  Welfare)  and  SSA  (Social  Security  Administratioi 
Mr.  McMahon' s  plea,  speaking  in  behalf  of  the  AHA,  was  basic  and  fundamental  and  as 
the  convention's  actions  unfolded  the  "gut  issue"  surfaced,  that  everyone  of  the 
above  sometime  warring  bodies  will  all  sink  unless  they  geniunely  cooperate  with  each 
other  and  swim  together.   To  detail  the  many  speeches,  actions,  and  meetings  that 
left  me  with  the  above  glimmer  of  hope  is  beyond  the  scope  of  this  newsletter. 
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Continued  pride  and  admiration  for  your  North  Carolina  delegation  was  abundantly 
realized  again.   The  three  resolutions  formally  presented  from  our  House  of  Delegates 
to  the  AMA  House  of  Delegates  all  met  with  success  both  in  Reference  Committees  and 
adoption  of  their  enumerated  goals  by  the  American  Medical  Association  House  of 
Delegates.   Our  Delegate,  Dr.  Donald  Koonce,  read  before  the  House  of  Delegates  of 
the  AMA  a  Memorial  Resolution  honoring  one  of  our  previous  delegates,  the  late 
Dr.  Frank  W.  Jones  of  Newton.   Your  delegation  in  our  efforts  to  serve  you  met  every 
morning  at  7:30  to  caucus  on  all  the  vital  issues  so  that  all  eight  of  the  different 
Reference  Committees  were  attended  by  one  or  more  of  your  delegates,  alternate  dele- 
gates, officers,  or  members  of  our  office  staff.  ||m 

and 

We  were  further  honored  by  attendance  at  our  breakfast  of  loyal,  past,  and     |]iit. 
present  North  Carolinians  whose  talents  are  felt  on  many  national  scenes.   I  speak 
of  John  Robert  Kernodle,  Chairman  of  the  American  Medical  Association  Board  of 
Trustees;  Dr.  Marc  J.  Musser,  Jr.,  former  head  of  our  Regional  Medical  Program  and 
now  Medical  Director  for  the  Veterans  Administration;  Doug  Lloyd  of  Duke  House  Staff 
who  is  Chairman  of  the  AMA  Interns  and  Residents  Business  Session  spearheading  the 
official  representation  of  their  group;  Dr.  Eben  Alexander,  Jr.,  Chairman  of  the 
Department  of  Neurosurgery  at  the  Bowman  Gray  School  of  Medicine  and  Chairman  of  the 
AMA  Scientific  Section  on  Neurological  Surgery. 
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If  every  practicing  physician  in  North  Carolina  could  go  through  such  an 
experience  as  I  have  detailed  above,  we  would  have  100  percent  membership  in  every 
County  Society,  the  State  Medical  Society,  and  the  AMA. 


North 
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The  Medical  Society  headquarters  staff  has  advised  me  that  a  number  of  physici 
have  indicated  they  did  not  immediately  sign  and  return  the  Application  for  Membership  s 
in  the  North  Carolina  Medical  Peer  Review  Foundation,  Inc.,  when  the  invitation  was 
mailed  to  all  physicians  in  early  May,  and  have  subsequently  misplaced  the  application  ti 
form  and  information  sheet.   Over  1,000  physicians  to  date  have  become  members  of  thisfiswei 
organization.   Anyone  who  is  now  interested  in  having  an  additional  copy  of  the 
Application  Form  and  letter  of  invitation  may  request  a  copy  from  the  North  Carolina 
Medical  Peer  Review  Foundation,  Inc.,  P.  0.  Box  27167,  Raleigh,  N.  C.   27611.        | 

Sincerely,  (fen 
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The  President's  Address 
The  Crisis 

George  G.  Gilbert,  M.D 


TA7  HEN  our  January  Conference  for  Medical 
*  *  Leaders  was  begun  a  number  of  years  ago,  it 
was,  as  it  still  is,  directed  by  the  Public  Relations 
Committee.  The  modus  operandi  then  was  to  have 
public  relations  experts  from  industry  come  tell  us 
doctors  how  to  improve  our  public  relations.  On  one 
such  occasion  one  of  the  speakers  was  a  vice  presi- 
dent of  the  Standard  Oil  Company.  To  illustrate 
one  of  his  criticisms  of  us  he  told  about  attending  a 
meeting  of  people  involved  in  highway  construction. 
(His  branch  of  Standard  Oil  was  then  in  the  busi- 
ness of  selling  asphalt.)  He  got  to  the  meeting  late 
and  found  all  his  employees  missing  from  their  ex- 
hibit. He  tracked  them  down  to  a  hotel  room  where 
they  were  drinking  and  shooting  crap  and  selling 
concrete  to  each  other.  The  inference  was  that  doc- 
tors get  together  at  meetings  like  this  in  order  to  sell 
medicine  to  each  other,  but  they  never  get  their  mes- 
sage to  the  public.  It  is  with  that  thought  in  mind 
that  I  am  going  to  address  my  remarks  not  only  to 
you  representing  the  North  Carolina  Medical  Society, 
the  Auxiliary,  and  guests,  but  to  all  the  people  of 
North  Carolina  and  perhaps  of  the  entire  United 
States. 

THE  IMMEDIATE  CRISIS 

I  have  entitled  this  talk  Crisis.  What  is  the  major 
crisis  facing  the  practice  of  medicine  today?  And  of 
course  any  crisis  affecting  the  practice  will  obviously 
have  its  effect  on  the  health  of  every  American  citi- 
zen. As  you  will  see  later,  this  is  not  one  of  the 
so-called  crises  that  we  have  heard  about  from  the 
health  planners  on  the  banks  of  the  Potomac  River, 
as  well  as  through  certain  so-called  documentaries 
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and  news  stories  which  have  deluged  the  American 
people.  For  those  of  you  who  have  not  been  exposed 
to  the  so-called  crisis,  I  refer  to  the  "doctor  short- 
age, maldistribution  in  rural  areas  and  slums,  health 
manpower,  delivery  of  health  care,  accountability, 
accessibility,  and  the  cost  of  medical  care. 

All  of  the  foregoing  terms  refer  to  extremely  criti- 
cal problems,  but  my  premise  is  that  if  an  immedi- 
ate crisis  exists — and  believe  me,  there  is  one — it 
threatens  the  very  bedrock  of  our  way  of  life  in  the 
practice  of  medicine.  Let  me  remind  you  again  that 
whatever  threatens  the  fundamental  precepts  of  the 
private  practice  of  medicine  threatens  every  citizen 
along  with  his  descendants. 

What  is  the  crisis?  PSRO. 

In  my  travels  as  president-elect  of  your  Society 
both  in  North  Carolina  and  in  the  nation,  I  have 
found  that  the  average  practicing  physician,  let  alone 
the  man  on  the  street,  has  only  the  vaguest  notion  of 
what  PSRO  is  all  about.  Yet  it  was  the  average  citizen 
who  elected  our  representatives,  both  state  and  na- 
tional, who  passed  this  legislation  and  made  it  the 
law  of  the  land.  There  are  many  of  you  here  today 
who  know  as  much  as  or  more  than  I  do  about 
PSRO.  I  trust  that  those  of  you  in  that  category 
will  bear  with  me  while  I  give  a  brief  description  of 
this  law  which  President  Nixon  signed  October  30, 
1972. 

The  initials  PSRO,  of  course,  stand  for  Profes- 
sional Standards  Review  Organization.  The  provi- 
sions form  part  of  the  Social  Security  Amendment  to 
HR-1  of  1972,  or  Public  Law  92-603. 

The  purpose  of  this  law  is  to  set  up  a  form  of  peer 
review  to  assure  the  government  and  the  taxpayer 
that  doctors  are  indeed  practicing  good  medicine  and 
are  not  wasting  the  taxpayer's  money  in  the  process. 
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The  cost  of  this  bureaucracy,  along  with  its  rules 
and  regulations,  literally  boggles  the  mind. 

The  law  requires  a  review  of  the  record  of  every 
hospital  and  nursing-home  patient,  both  prospective 
and  retrospective,  who  comes  under  the  Medicare  or 
Medicaid  program.  Every  doctor  who  deviates  from 
the  so-called  norms  or  standards,  which  first  have 
to  be  set  up,  will  be  caught,  so  to  speak,  and  forced 
to  justify  the  quality  of  his  practice  of  medicine,  as 
the  authorities  define  it,  to  the  governing  body  of  his 
PSRO. 

This  law  contains  two  cut-off  dates.  One  is  that  by 
January  1,  1974,  the  Secretary  of  HEW  will  have  to 
determine  the  geographic  boundaries  of  each  PSRO, 
so  that  the  entire  area  of  the  50  states  will  be  di- 
vided and  every  square  inch  included  in  one  PSRO 
or  another.  As  you  will  see  later,  this  geographic 
definition  will  cause  perhaps  the  greatest  difference 
of  opinion  between  the  American  Medical  Associa- 
tion and  the  HEW  administration.  In  the  meantime, 
the  Secretary  of  HEW  and  his  fellow  bureaucrats 
will  have  to  issue  guidelines  giving  the  details  of  how 
each  PSRO  must  operate. 

The  second  crucial  date  is  January  1,  1976.  By 
that  time  the  doctors  in  charge  of  each  PSRO 
throughout  the  country  will  have  to  satisfy  the  Secre- 
tary of  HEW  that  their  particular  PSRO,  when  re- 
viewed, will  fulfill  the  guidelines  the  Secretary  has 
handed  down.  If  by  that  date  they  have  not  done 
this,  the  Secretary  will  then  take  over  the  admin- 
istration of  that  individual  PSRO.  This  provision  is 
of  course  the  greatest  threat  of  all  to  physicians,  or 
at  least  one  among  many,  and  is  the  reason  that  the 
AMA  fought  this  amendment  to  the  Social  Security 
Act  until  the  day  President  Nixon  signed  it.  The 
AMA  has  gone  on  record  as  favoring  peer  review, 
but  the  Association  fought  PSRO  because  of  the 
aforementioned  "big  stick":  that  HEW  can  take  over 
any  PSRO  if  it  is  not  happy  with  how  we  are  run- 
ning it.  The  AMA  can  take  credit  for  the  fact  that, 
at  least  in  the  beginning,  the  PSRO  will  be  managed 
by  practicing  physicians;  but  to  quote  Douglas  Rich- 
ard in  his  speech  at  this  year's  January  Leadership 
Conference,  "Doctors,  this  is  your  last  chance  to  run 
your  own  show." 

In  a  few  words,  the  law  requires,  first,  that  every 
elective  hospital  admission  be  cleared  by  your  PSRO, 
in  order  to  weed  out  unnecessary  admissions.  Sec- 
ond, after  admission  each  patient's  record  is  evalu- 
ated throughout  his  hospitalization  by  standards  and 
norms  satisfactory  to  the  Secretary,  to  assure  him 
that  you  are  practicing  high  quality  medicine  and 
not  wasting  the  taxpayer's  money.  Of  course,  for  the 
same  reasons  you  will  also  have  to  justify  hospitali- 
zations that  are  longer  than  the  norm. 

Admittedly,  this  is  an  oversimplified  description, 
but,  believe  me,  the  implementation  of  this  legisla- 
tion is  going  to  mean  satisfying  a  bureaucracy  that 
will  make  Medicare  and  Medicaid  seem  like  child's 


play,  and  like  Medicare  and  Medicaid,  it  will  cost  us 
taxpayers  a  whale  of  a  lot  more  money  than  is  cur- 
rently being  estimated. 

WHERE  WE  STAND 

Assuming  that  you  now  have  some  idea  of  what 
PSRO  is  going  to  do  to  the  practice  of  medicine,  let 
us  now  look  backward  and  forward  to  some  of  the 
fundamentals  of  where  we  stand.  In  a  Harris  poll 
conducted  during  the  past  year  the  American  people 
were  asked  to  indicate  the  groups  or  professions  in 
which  they  had  the  most  confidence.  As  in  previous 
polls,  doctors  stood  at  the  head  of  the  list.  On  the 
other  side  of  the  fence,  where  did  the  politicians 
stand?  They  came  next  to  the  bottom  as  far  as  public 
confidence  is  concerned;  used  car  salesmen  came  last. 
I  don't  need  to  add  that  should  a  poll  be  taken  to- 
day, the  politicians  would  beat  out  the  used  car 
salesmen  for  the  booby  prize.  So  here  we  are  faced 
with  a  law  prepared  by  a  combination  of  elected  and 
appointed  federal  officials  in  whom  the  public  has 
the  least  confidence,  while  we  the  doctors,  in  whom 
the  public  has  the  greatest  confidence,  are  forced  to 
put  it  into  operation. 

What  are  we  going  to  do?  The  AMA  faced  our 
options  in  Cincinnati  last  November: 

Option  1.  Since  the  AMA  fought  Public  Law  92- 
603,  it  should  continue  to  fight  it,  refuse  to  conform 
to  it,  and  possibly  be  guilty  of  civil  disobedience. 

Option  2.  Let  the  Secretary  of  HEW  go  immedi- 
ately to  the  stage  implicit  in  the  law  wherein  his  De- 
partment simply  "takes  over  the  whole  thing." 

Option  3.  As  an  alternative  to  the  first  two  op- 
tions, we  can  cooperate  with  the  government  in  every 
conceivable  way,  so  as  to  preserve  all  that  we  can  of 
our  diminishing  freedoms  to  practice  medicine  to 
the  best  of  individual  abilities. 

The  AMA  is  indeed  going  down  this  last  road  and, 
with  its  Advisory  Council,  has  already  done  an  in- 
credible amount  of  ground  work.  It  is  in  fact  far 
ahead  of  the  administration,  which  has  advanced  at  a 
snail's  pace  because  of  the  inevitable  delay  in  obtain- 
ing congressional  approval. 

Internal  Structure  of  PSRO 

As  mentioned  earlier,  there  is  one  major  differ- 
ence between  the  AMA  and  the  Department  of  HEW 
with  regard  to  the  interpretation  of  the  law.  That 
difference  has  to  do  with  the  geographic  boundaries 
of  the  individual  PSROs.  The  AMA  is  fighting  to 
make  these  boundaries  coincide  with  state  lines,  with 
appropriate  sub-organizations  within  each  state  un- 
der an  umbrella,  so  to  speak.  Then  if  the  Secretary 
of  HEW,  in  his  infinite  wisdom,  determines  that  the 
state  PSRO  is  not  following  his  guidelines,  it  will  re- 
quire a  more  awesome  decision  for  him  to  take  over. 

As  you  have  heard  at  this  meeting,  your  State 
Society  has  already  formed  a  Peer  Review  Founda- 
tion   along   the   lines   adopted   by   some    30   other 
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states.  We  hope  that  this  foundation  will  be  the  main 
contractor  with  the  Secretary  of  HEW — the  umbrella 
covering  the  subgroups  into  which  the  entire  state 
will  be  divided.  The  Administration  is  opposed  to 
such  a  state  alignment.  It  wants  smaller  geographic 
boundaries,  so  that  each  PSRO  within  each  state  will 
have  an  independent  contract  with  the  Secretary  of 
HEW. 

Picture  the  situation  as  it  may  well  be  in  North 
Carolina  after  January  1,  1976:  Possibly  X  County 
Medical  Society  PSRO  will  have  been  taken  over, 
under  the  law,  by  the  Secretary  of  HEW,  whereas 
next  door  the  Y  County  PSRO  will  still  be  admin- 
istered by  the  doctors.  Multiply  this  bureaucratic 
confusion  across  all  of  North  Carolina  and  the  entire 
nation. 

Horrendous  as  this  future  appears,  the  AMA,  as 
Dr.  Bob  Hunter,  chairman  of  the  Advisory  Council 
on  PSRO,  has  stated,  advises  that  we  work  so  hard 
to  make  this  monster  (my  word  for  PSRO)  work 
that,  should  it  fail,  the  message  will  be  loud  and 
clear  that  failure  came  because  the  law  is  a  bad  one 
and  not  because  the  doctors  did  not  do  their  utmost 
to  make  it  work. 

In  the  poll  mentioned  previously,  the  average  citi- 
zen has  made  it  clear  that  he  has  great  confidence 
in  his  doctor  and  very  little  in  the  government 
planners,  whose  openly  stated  goal  is  to  erode  away 
the  private  practice  of  medicine.  I  hope  that  by  now, 
not  only  all  of  you  here,  but  the  news  media  un- 
derstand that  the  biggest  crisis  facing  our  health  care 
I!  delivery  system  is  the  Professional  Standards  Review 
Organization. 

Much  more  could  be  said  about  the  myriad  details 
written  into  this  law,  but  I  have  other  points  to  stress. 

SUPERIORITY  OF  AMERICAN  MEDICINE 

I  make  this  bold  statement,  and  I  am  prepared  to 
prove  it:  With  our  democratic,  private  practice,  fee- 
for-service  system  of  medical  care  in  this  country, 
we  liave  the  highest  quality  of  medical  care  any- 
where in  the  world.  And  this  quality  has  been 
achieved  without  national  health  insurance  and  with- 
out PSRO.  If  you  listen  to  our  political  alarmists 
you  might  dismiss  the  above  statement  as  pure  ma- 
larky;  however,  if  you  read  Harry  Schwartzer's  book. 
The  Case  for  American  Medicine,  or  study  the  entire 
situation  objectively  and  honestly,  you  can  come  to 
no  other  conclusion. 

The  most  convincing  testimony  that  I  have  come 
across  is  in  an  article  entitled  "European  Medicine 
Seen  Tied  to  National  Bounds,"  which  appeared  in 
the  Medical  Tribune  for  August  16,  1972.  I  would 
like  to  quote  excerpts  from  this  article,  asking  you 
to  bear  in  mind  that  the  scientists  mentioned  had 

I  no  axes  to  grind  about  the  system  of  health  care  de- 
livery in  the  United  States,  and  that  every  one  of 
the  countries  represented,  as  well  as  the  rest  of  the 
world,  has  a  socialized  system  of  medicine. 
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A  group  of  scientists  from  Britain.  France,  Italy,  West 
Germany,  Belgium,  and  the  Netherlands  declared  that  the 
time  has  come  to  topple  the  chauvinistic  national  bar- 
riers erected  around  medicine  in  Europe  ...  in  the  writ- 
ing of  textbooks,  the  statement  says,  only  the  American 
scientific  community  can  produce,  on  almost  all  subjects, 
yearly  up-dated  textbooks  in  which  each  chapter  is  writ- 
ten by  an  authority  in  the  field.  The  consequence  of 
this  is  that  in  European  medical  schools  the  best  ref- 
erences are  often  American.  The  direct  dominance  of 
materials  by  America  reaches  over  into  an  intellectual 
subservience  of  European  medicine  to  the  American  com- 
munity." it  says.  "'At  present."  the  scientists  asserted, 
"the  strongest  link  between  the  different  European  schools 
is  their  increasing  reliance  on  American  medical  science 
and  literature  and  postgraduate  training  and  standards 
and  on  American  technology." 

The  permanent  use  of  American  standards  and  the 
constant  reference  to  American  judgement  contributes  to 
a  definite  inferiority  complex  among  European  research- 
ers toward  their  American  counterparts.  It  becomes  psy- 
chologically important,  the  expert  group  remarked,  for 
European  investigators  to  have  been  to  America.  This  is 
often  the  best  argument  for  promotion  in  the  curri- 
culum vitae  of  medical  school  staff.  Graduates  and  teach- 
ers are  assisted  in  obtaining  American  training  by  the 
large  and  well  run  U.S.  programs  for  foreign  postgradu- 
ate biologists  and  physicians,  the  report  noted.  As  the  re- 
sult of  the  strong  and  permanent  link  between  European 
trainees  and  the  centers  where  they  train  in  the  United 
States,  the  report  commented,  some  well  known  Euro- 
pean laboratories  are  openly  functioning  as  intellectual 
subsidiaries  of  American  institutions. 

Moreover,  it  went  on,  the  existence  of  a  large  articu- 
late closely  knit  and  scientifically  advanced  biomedical 
research  in  the  United  States  with  its  concomitant  rapid 
scientific  communications  network  and  informal  grape- 
vines for  filtering  informal  information  across  the  conti- 
nent is  scarcely  paralleled  in  Europe.  Scientific  progress 
in  one  European  country  frequently  is  seeped  through  to 
other  European  countries  via  America,  it  said.  It  is  often 
true  that  information  about  research  carried  out  in  Europe 
becomes  known  elsewhere  in  Europe  through  American 
channels. 

With  evidence  like  this,  it  is  incredible  but  alto- 
gether true  that  our  planners  and  detractors  in  gov- 
ernment would  tell  us  that  because  we  are  not 
socialized  like  the  European  countries,  they  have  a 
better  system   of  health   care  delivery  than  we  do. 

BUILDING  FROM  STRENGTH— 
NOT  WEAKNESS 

Let  us  assume  that  I  have  proved  this  superiority 
of  American  medicine  and  go  on  from  here.  We  hold 
this  superiority  stemming  from  our  democratic  sys- 
tem of  free  enterprise,  it  is  logical  that  in  trying  to 
solve  our  problems,  we  should  build  from  strength 
rather  than  from  our  weaknesses.  No  planner  or 
bureaucrat,  or  even  the  AMA,  has  ever  launched  a 
project  or  awarded  a  grant  on  the  premise  that  the 
private  practice  of  medicine  with  its  personal  yet 
competitive  doctor-patient  relationship  is  the  reason 
that  America  has  the  best  system  of  health  care  de- 
livery in  the  world!  Every  single  grant,  every  na- 
tional health  insurance  plan,  builds  from  our  weak- 
nesses, not  our  strengths. 

The  second  area  in  which  we  have  achieved  world 
recognized  superiority  is  basic  biomedical  research, 
which  until  now  has  flourished  within  our  pluralistic 
system.  Not  a  part  of  PSRO  but  arising  from  the 
same  administrative  climate  has  been  the  slashing  of 
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allotments  to  the  National  Institutes  of  Health  and 
grants  to  our  teaching  centers  in  support  of  biomedi- 
cal research,  except  for  cancer  and  heart  and  lung 
diseases.  Here  again  we  see  the  absurdity  of  letting 
politically  elected  and  appointed  officials,  in  whom 
the  public  has  the  least  confidence,  make  sweeping 
scientific  decisions.  If  the  government  had  made 
such  a  cut-off  15  years  ago,  we  would  not  have  the 
measles  vaccine  today.  Who  can  set  a  dollar  sign  on 
the  value  of  that  research. 

The  present  decision  to  slash  funds  will  cripple 
the  already  tottering  financial  structure  of  the  medi- 
cal centers  in  this  state  and  throughout  the  nation. 
As  of  July  1  of  this  year,  the  smallest  of  our  medical 
centers,  the  Bowman  Gray  School  of  Medicine  and 
its  affiliated  hospital,  will  lose  135  medical  and  al- 
lied personnel.  To  offset  this  blow,  the  Joint  Confer- 
ence Committee  on  Medical  Care  in  North  Carolina 
is  working  to  consolidate  every  other  potential  source 
of  funds  to  stimulate  and  support  both  basic  and 
applied  biomedical  research. 

I  can  hear  our  detractors  now  saying,  "Here  is  an- 
other rich  doctor  screaming  because  the  government 
wants  to  make  him  accountable  to  the  taxpayer."  I 
say,  on  the  contrary,  we  are  dedicating  our  lives  to  the 
health  of  this  same  citizen  and  taxpayer.  He  is  getting 
the  best  medical  care  in  the  world,  and  I  trust  that 
with  his  expressed  confidence  in  us,  he  favors  our 
private  practice,  pluralistic  system  over  that  which 
many  social  planners  would  force  upon  us.  The 
quality  of  medical  care  and  the  advancement  in  medi- 
cal research  have  been  stifled  in  every  country  which, 
in  the  name  of  subservience  to  government  control  of 
medical  care,  has  denied  the  doctor  the  right  to  ex- 
ercise his  initiative.  In  the  world  of  health  care,  our 
country  stands  out  like  a  glistening  jewel,  totally  sur- 
rounded by  countries  which  have  made  the  mistake 
of  denying  their  doctors,  to  one  degree  or  another, 
their  inalienable  right  of  free  enterprise. 

Once  again  anticipating  our  detractors  who  say 
this  is  just  another  plea  for  the  status  quo,  nothing 
could  be  further  from  the  truth.  It  is  in  the  free  inter- 
play and  competition  of  American  liberty  that  the 
very  real  crises  mentioned  earlier — maldistribution  in 
ghetto  and  rural  areas,  excessive  specialization,  poor 
accessibility  to  health  care,  etc. — can  best  be  solved. 

It  is  also  within  our  system  that  we  are  more  and 
more  weeding  out  the  rotten  apples  in  our  barrel.  We 
already  have  in  North  Carolina,  through  the  instru- 
ment of  your  Medical  Society,  an  efficient  system  of 
peer  review  that  has  been  functioning  for  some  years. 
I  refer  to  our  Claims  Review  Service.  We  have  joint 
committees  through  which  we  work  hand  in  glove 
with  all  the  third  parties  with  which  we  are  involved. 
Although  we  have  had  a  fair  number  of  disagree- 
ments with  them,  we  have  found  in  traveling  about 
the  country  that  we  have  better  dialogue  and  better 
relationships  with  oui  third  parties  than  has  almost 
any  other  state  in  the  union.  I  refer  to  our  Com- 


mittee on  Blue  Cross,  the  Insurance  Committee,  the 
Committee  to  work  with  the  North  Carolina  Indus- 
trial Commission,  and  the  Committee  on  Physician 
and  Vocational  Rehabilitation.  These  are  all  hard- 
working committees  on  which  your  fellow  members 
give  long  and  dedicated  service.  With  few  exceptions, 
our  third  party  friends  accept  the  doctors'  decision 
as  to  whether  this  or  that  claim  is  justified. 

Another  aspect  of  our  system  in  which  we  can 
take  pride  is  in  the  field  of  communications.  We  have 
found  that  in  this  field  we  are  unique;  that  we  have 
wonderful  relationships  with  our  so-called  ivory  tow- 
ers (our  teaching  and  research  centers)  and  with  our 
state  and  federal  public  health  agencies. 

In  addition  to  the  above  committees,  the  North 
Carolina  Peer  Review  Foundation,  Inc.,  mentioned 
previously,  was  established  as  a  standing  committee 
three  years  ago.  If  the  AMA  wins  its  battle  with 
HEW  over  the  geographic  divisions  of  PSRO,  we 
hope  that  this  Foundation  will  be  eligible  to  act  as  an 
umbrella  over  the  PSROs  in  this  state. 

FACING  OUR  FAULTS 

Now,  turning  aside  from  the  public  and  Big  Gov- 
ernment, to  whom  the  foregoing  was  partially  ad- 
dressed, let  me  direct  a  word  to  you,  the  doctors. 
I  have  extolled  your  virtues  and  pointed  out  the 
awesome  task  of  preserving  the  sacred  trust  that  our 
people  have  in  you.  It  is  only  fair  that  we  also  ex- 
amine our  faults — and  all  of  you  who  are  honest 
must  be  humble  and  admit  that  our  faults  are  indeed 
legion.  We  are  human  beings:  we  have  frailties  that, 
given  success  and  authority,  might  easily  lead  us  in 
arrogance  and  with  god-like  fixations  down  the  Wa- 
tergate Canal. 

I  cite  two  instances  in  which  members  of  our  pro- 
fession have  been  guilty  of  playing  God.  A  pioneer 
cardiovascular  surgeon  of  worldwide,  justly  earned 
reputation  has  been  indicted  on  five  counts  by  the 
Internal  Revenue  Service.  In  the  course  of  the  trial 
a  prostitute  from  Miami  Beach  testified  that  he  had 
paid  her  $100  and  put  it  on  his  expense  account 
as  "deductible  entertainment."  One  doctor  of  this 
sort  attracts  more  worldwide  publicity  than  thou- 
sands of  us  doing  good. 

The  second  illustration  is  one  I  came  by  in  my 
personal  experience.  A  prominent  citizen  of  this  state 
suffered  the  long,  painful  ordeal  of  seeing  his  wife 
die  slowly  of  cancer.  This  man  has  never  been  any- 
thing but  a  friend  of  medicine;  but  knowing  the 
catastrophic  suffering  and  expense  he  had  undergone, 
I  asked  if  he  had  any  criticisms  of  the  health  care 
field  stemming  from  his  wife's  illness.  He  replied  that 
he  had  no  complaints  about  the  hospital,  no  com- 
plaints about  the  medical  fee,  no  complaints  about 
third  parties.  His  only  complaint  (and  you  can  guess 
it)  was  of  the  doctors  who  felt  that  their  decisions 
came  from  on  high. 

I  have  stressed  the  quality  of  medical  care  and 
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said  nothing  of  the  horror  of  its  high  cost.  We  can 
shrug  our  shoulders  and  say  that  we  did  not  cause 
the  malignancy  of  inflation — which  of  course  is  true. 
However,  I  must  mention  that  the  AMA  Medicredit 
bill,  which  is  a  form  of  national  health  insurance, 
does  address  itself  primarily  to  the  mechanism  of 
cost  control.  We  can  thank  our  AMA  leadership 
that  this  bill  has  more  congressional  sponsors  than 
any  of  the  dozen  or  so  other  plans  that  have  been 
proposed.  (At  last  count  the  Medicredit  bill  had  163 
sponsors  in  both  houses  of  Congress,  while  the 
Kennedy-Griffiths  bill  had  only  67.)  I  believe  that 
in  no  time  in  American  history  has  it  been  more 
important  for  every  single  doctor  to  practice  honesty, 
humility,  generosity,  and  high  ethical  principles,  and 
to  be  free  of  hypocrisy,  arrogance,  and  selfishness. 

SUMMARY 

In  closing  I  want  to  emphasize  a  few  of  my  major 
themes. 

First  of  all,  I  have  said  that,  without  question,  the 
implementation    of    PSRO,    with    its    concomitant 


threats  to  the  private  practice  of  medicine,  is  the 
biggest  crisis  facing  us  today. 

Second,  our  bureaucratic  friends  are  always  talk- 
ing about  "innovative  methods  of  health  care  de- 
livery." To  me,  there  is  tremendous  room  for  innova- 
tion within  our  present  system.  It  would  indeed 
be  refreshing  to  build  our  innovative  structures  on  the 
bedrock  foundation  where  the  doctor  and  the  patient 
really  get  closely  acquainted  and  continue  this  rela- 
tionship indefinitely.  That  is  where  the  challenge  is 
for  the  highest  quality  of  health  care  delivery. 

Finally,  my  major  message  to  legislators  and  all 
others  interested  in  the  health  field  is  that  the  pub- 
lic's confidence  in  health  planning  programs  coming 
out  of  Washington  is  at  its  lowest  ebb  in  history. 
On  the  other  hand,  it  is  still  true  that  the  public 
trusts  doctors  more  than  any  other  group  of  citizens 
in  the  country.  This  should  give  us  an  unprecedented 
opportunity  to  present  our  goals  and  improve  our 
behavior  so  that  the  practice  of  medicine  will  con- 
tinue to  progress  as  it  has  since  the  day  the  Pilgrims 
landed  on  Plymouth  Rock. 


The  only  certain  remedy  hitherto  known  in  Europe,  for  the  cure  of  [syphilis],  is  mercury, 
which  may  be  used  in  a  great  variety  of  forms,  with  nearly  the  same  success.  Some  time 
ago  it  was  reckoned  impossible  to  cure  a  confirmed  lues  without  a  salivaton.  This  method 
is  now  generally  laid  aside,  and  mercury  is  found  to  be  as  efficacious,  or  rather  more  so. 
in  expelling  the  venereal  poison,  when  administered  in  such  a  manner  as  not  to  run  off  by 
the  salivary  glands. — William  Buclian:  Domestic  Medicne,  or  a  Treatise  on  the  Prevention 
and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  349. 
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Two  Orders  of  Priority 


C.  Arden  Miller,  M.D. 


f~\  NLY  the  most  patient  and  far-sighted  man  can 
^^^  continue  to  view  our  national  concerns  about 
health  and  health  services  as  a  crisis.  It  may  represent 
a  crisis  in  the  same  sense  of  durability  that  permits 
an  historical  view  of  the  Hundred  Years  War  as  a 
crisis  of  diplomacy  between  England  and  France.  As 
with  that  persistent  conflict  wc  may  ask  about  our 
crisis  in  health:  When  did  it  begin  and  when  will  it 
end?  The  doleful  answer  must  be:  Not  recently  and 
not  soon. 

In  October  of  1960,  a  dozen  years  ago.  Harpers 
Magazine  carried  its  landmark  series  of  articles  in  a 
special  supplement  entitled,  "The  Crisis  in  American 
Medicine."  That  special  supplement  is  viewed  by 
some  observers  as  the  beginning,  not  of  the  crisis,  but 
of  one  interpretation  of  it  that  has  come  to  be  known 
as  "the  battered  doctor  syndrome." 

In  the  intervening  12  years  doctors  have  continued 
to  be  battered  to  an  extreme  that  I  suspect  doesn't 
hurt  much  any  more.  And  they  continue  to  do  their 
work  with  admitted  limitations  but  to  my  mind  with 
great  effectiveness,  considering  restraints  under  which 
they  work.  It  is  those  restraints  that  I  wish  to  examine 
today  in  the  belief  that  understanding  them  may  lead 
in  time  to  endeavors  that  will  foster  a  healthier  people 
and  services  to  maintain  their  health. 

A  PERSONAL  CHRONICLE 

A  chronicle  of  personal  reactions  to  the  crisis  in 
American  medicine  may  serve  as  a  kind  of  barometer 
of  responses  on  the  thinking  of  at  least  a  portion  of 
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our  concerned  public.  An  inventory  of  different 
causes  offered  as  solutions  to  the  crisis,  both  im- 
presses and  embarrasses  me  a  little.  It  reveals  a  ten- 
dency to  urge  the  nation  toward  further  emphasis  on 
whatever  I  happen  to  be  doing  at  the  moment. 

In  October  of  1960,  when  the  Harper's  article  first 
appeared,  I  had  been  recently  appointed  dean  of  a 
medical  school.  It  was  a  school  noted  for  its  concern 
about  the  practice  of  medicine,  especially  in  remote 
areas.  Every  medical  school  applicant  in  Kansas  be- 
lieved that  a  statement  on  his  medical  school  applica- 
tion blank  professing  a  commitment  to  general  prac- 
tice in  a  small  town  in  the  western  part  of  the  state 
was  a  more  valuable  asset  for  admission  than  an  A  in 
organic  chemistry.  The  students  were  very  nearly 
right.  That  year  I  made  a  speech  entitled  "Response 
to  a  Crisis."  I  haven't  the  courage  to  reread  it  be- 
cause I  know  so  well  what  it  said.  It  urged  the  coun- 
try to  educate  an  increased  number  of  doctors  in  the 
Kansas  pattern. 

At  other  times  I  have  urged  that  new  kinds  of  man- 
power were  required — or  that  manpower  ought  to  be 
put  together  in  better  "systems"  of  care,  or  that  pre- 
payment mechanisms  should  be  emphasized  so  that 
financial  rewards  would  attach  to  keeping  people  well 
rather  than  to  treating  their  illnesses.  I  have  urged 
compulsory  national  health  insurance  in  the  belief 
that  it  would  remove  at  least  one  of  the  obstacles  to 
medical  care  for  some  people;  and  I  have  urged  con- 
sumer participation  in  the  governance  of  our  agencies 
and  institutions  of  health.  I  still  believe  this  to  be 
necessary  for  reasons  I  shall  not  develop  here. 

I  have  also  urged  that  the  role  of  physician  and 
other  providers  who  participate  in  the  governance  and 
administration  of  institutions  and  agencies  of  health 
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should  be  examined  for  conflicts  of  interest  in  the 
belief  that  people,  no  matter  how  well  intentioned, 
not  even  professional  people,  can  be  expected  to 
serve  the  public  interest  in  matters  where  their  per- 
sonal interests  are  also  served.  I  still  believe  that,  too. 

But  mostly  I  believe  that  all  of  these  causes  share 
a  common  failing.  They  try  to  solve  major  problems 
with  minor  efforts.  How  easy  it  would  be  to  solve 
our  health  problems  with  any  of  these  devices  —  or 
even  with  all  of  them.  And  as  necessary  and  desirable 
as  these  efforts  might  be — I  happen  to  think  they  are 
all  necessary  —  they  still  might  not  be  sufficient. 
They  would  not  be  sufficient  unless  some  restraints 
are  lifted  to  enable  us  to  realize  the  benefits  of  these 
reforms.  What  are  these  restraints?  I  would  like  to 
illustrate  them  with  reports  on  three  different  impor- 
tant studies,  all  of  them  having  to  do  with  children. 
Once  again  I  place  front  and  center  my  current  area 
of  emphasis. 

CONCOMITANT  RESTRAINTS  ON 
IMPROVED  HEALTH  CARE 

Premature  infants  in  Latin  America 

The  first  report  has  to  do  with  an  effort  in  a  Latin 
American  city  to  establish  a  hospital  -  based  program 
of  medical  care  that  was  responsive  to  one  of  the  na- 
tion's pressing  health  needs.  John  Bryant,  in  his  ex- 
cellent book  Health  and  the  Developing  World,  tells 
of  a  Latin  American  country  where  premature  birth 
was  a  frequent  and  difficult  problem.  Inadequate  diet, 
overwork  during  pregnancy,  and  lack  of  prenatal  care 
are  contributing  factors  to  the  birth  of  low-weight  in- 
fants. The  most  encouraging  approach  to  the  prob- 
lem is  to  prevent  it.  In  the  absence  of  preventive  em- 
phasis, the  babies  arrive  and  conscientious  health 
workers  are  presented  with  the  problem  of  caring  for 
them.  Expert  care  is  difficult  and  expensive.  It  re- 
quires special  equipment  and  expertly  trained  person- 
nel. One  of  the  leading  hospitals  of  the  country  in 
question,  with  a  great  commitment  of  money  and  per- 
sonnel, established  a  new  premature  care  unit  in  the 
fashion  of  technologically  advanced  nations.  The  ex- 
cellence of  care  for  premature  infants  rivalled  the  best 
expectations  of  modern  hospitals  anywhere  in  the 
world.  Survival  rates  of  prematurely  born  infants 
were  comparable  to  the  best  reported  anywhere.  Re- 
grettably enough,  when  the  babies  were  discharged 
from  the  hospital,  70  percent  of  them  died  within 
three  months. 

Whatever  the  other  needs  the  premature  unit  might 
have  served,  it  clearly  did  not  serve  the  needs  of  pre- 
mature infants  nor  their  families.  An  effective  pro- 
gram for  those  families  would  certainly  include  ex- 
pert medical  care.  But  the  benefits  of  such  care  can  be 
realized  only  in  the  context  of  adequate  housing,  im- 
proved nutrition,  health  education  and  continuing 
professional  support  in  the  home  and  community.  In 
the  absence  of  these  benefits,  sophisticated  medical 


care,  as  represented  by  the  premature  care  unit,  con- 
stituted an  expensive  tour  de  force. 

In  that  Latin  American  country  the  advantages  of  a 
high  priority  to  improved  medical  care  could  not  be 
realized  in  the  absence  of  simultaneous  priorities  di- 
rected toward  reforms  to  improve  the  quality  of  life 
and  to  enhance  human  values  in  a  great  many 
respects. 

Aesop  moralized  from  his  fables,  and,  like  him,  I 
shall  moralize  from  these  reports:  The  priorities  for 
medical  care  cannot  easily  be  established  in  isolation 
from  national  commitments  and  priorities  in  other 
important  aspects  of  human  welfare.  Lack  of  commit- 
ment to  improve  the  quality  of  life  in  all  respects 
constitutes  a  serious  restraint  in  what  can  be  achieved 
by  means  of  improved  medical  care. 

Children  in  Kauai 

The  second  report  helps  develop  an  understanding 
of  what  some  of  the  other  priorities  need  to  be.  It 
comes  from  a  longitudinal  study  reported  in  The  Chil- 
dren of  Kauai,  by  Werner,  Bierman  and  French.  The 
book  is  a  monumental  contribution  to  our  under- 
standing of  children  and  what  they  require  in  order 
to  thrive.  It  deserves  widespread  attention. 

The  book  is  a  report  of  a  prospective  study  of  all 
pregnancies  occurring  during  a  specified  interval  of 
time  in  an  island  population  of  28,000  people.  Preg- 
nancies were  diagnosed  as  early  as  possible,  nearly  20 
percent  of  them  by  the  fourth  week  of  gestation.  The 
meticulous  care  of  the  study,  and  its  ubiquitous  na- 
ture in  the  life  of  the  island,  are  indicated  by  the  prac- 
tice, in  the  interests  of  early  diagnosis  of  pregnancy, 
of  having  the  milkman  deliver,  along  with  his  car- 
tons of  milk,  a  query  about  the  last  previous 
menstrual  cycle  experienced  by  the  lady  of  the  house. 

More  than  3,000  early  pregnancies  were  identified 
and  followed  until  resulting  children  were  ten  years  of 
age.  Careful  observations  on  the  course  of  pregnancy, 
on  delivery,  and  on  the  status  of  infants  at  birth  were 
recorded.  Pediatric  and  psychological  assessments  for 
physical  and  mental  handicaps  were  conducted  at  two 
and  at  ten  years  of  age.  Teachers  and  parents  were 
interviewed.  From  these  observations,  children  were 
identified  according  to  perinatal  handicaps,  according 
to  physical  and  developmental  handicaps  present  at 
the  age  of  two  years,  and  according  to  achievement, 
learning,  and  emotional  and  physical  problems  at  age 
ten.  Homes  and  families  were  evaluated  according  to 
socioeconomic  status,  educational  stimulation,  and 
emotional  support. 

Note  should  be  made  that,  in  general,  certain 
essential  services  on  the  island  were  represented  at  a 
high  level.  Medical  care  and  public  health  programs 
were  extensive.  Housing  and  nutrition  were  generally 
good.  By  some  standard  indices  of  health,  such  as 
neonatal,  infant  and  child  mortality  rates,  the  island 
population  compared  favorably  with  the  best  known 
in  the  world. 
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On  this  favored  island,  what  were  the  problems  of 
children?  I  quote  from  the  report: 

"In  the  first  two  years  of  life,  minor  perinatal 
handicaps  had  been  identified  in  7  percent  of  the  time 
sample:  6.3  percent  had  conditions  requiring  short- 
term  medical  and  nursing  services,  largely  prema- 
turity, physical  defects  requiring  surgery  and  other 
specialized  care;  3.7  percent  were  severely  handi- 
capped and  required  long-term  medical,  special 
educational  or  custodial  services. 

"By  age  ten,  6.6  percent  of  the  children  of  the  time 
sample  were  moderately  or  severely  handicapped  as  a 
result  of  physical  and/or  mental  defects.  Included 
were  2.3  percent  in  classes  for  the  mentally  retarded." 

Forty  percent  received  failing  grades  in  basic 
school  subjects.  About  one  fourth  had  behavior  prob- 
lems. 

"Among  services  needed  for  these  children  by  age 
ten,  by  far  the  greatest  demand  was  for  remedial 
help  in  the  basic  skill  subjects.  Twenty  one  per 
cent  of  the  children  were  in  need  of  long-term  help 
and  18  percent  of  short-term  help.  Over  five  times 
as  many  children  required  special  educational  services 
(39  percent)  as  those  who  required  special  medical 
care,  and  almost  twice  as  many  had  serious  emotional 
problems  interfering  with  school  progress  ( 1 3  per- 
cent). The  greatest  need  of  these  ten  year  olds — re- 
quired for  almost  one  third  of  them — was  for  long- 
term  educational  or  mental  services  or  both." 

The  profoundly  deleterious  effects  of  poverty, 
family  instability  or  lack  of  educational  stimulation 
were  obvious  by  age  two.  Children  who  suffered  no 
perinatal  problem  but  who  lived  in  unfavorable  envi- 
ronmental circumstances  were  found  to  be  subnormal 
by  age  two  in  10  to  25  percent  of  the  instances,  de- 
pending on  the  evaluation  that  was  used.  On  the  other 
hand,  a  favorable  environment  tended  to  "wash  out" 
perinatal  handicaps.  Children  who  began  life  with  a 
problem  appeared  normal  at  age  two  more  than 
twice  as  often  in  supportive  families  as  in  disadvan- 
taged families. 

"By  age  ten,  differences  between  children  who  had 
.  .  .  suffered  perinatal  complications  and  those  who 
had  been  born  without  were  less  pronounced  than  at 
age  two  and  were  centered  on  the  small  group  of 
survivors  of  severe  perinatal  stress.  .  .  .  Aside  from 
children  in  institutions,  no  significant  differences  were 
found  with  and  without  perinatal  complications  in  the 
proportion  of  poor  grades  .  .  .  and  in  the  incidence  of 
language,  perceptual  and  behavioral  problems.  .  .  . 
Ten  times  more  children  had  problems  attributed  to 
the  effects  of  poor  environment  than  to  the  effects  of 
perinatal  stress." 

Attention  should  be  directed  not  only  to  the 
damaging  effects  of  a  poor  environment,  but  to  the 
recovery  from  perinatal  stress  effected  by  a  good  en- 
vironment. Special  emphasis  must  be  directed  to  the 
observation  that  these  effects  are  obvious  by  two 
years  of  age. 


Families  need  help  to  raise  their  children;  in  the 
interests  of  preventing  handicaps  that  help  must  be 
provided  well  before  two  years  of  age.  Compared  with 
the  relatively  small  number  of  children  who  required 
long-term  special  medical  services  (3.7  percent)  a 
great  many  (40  percent)  required  special  educa- 
tional, emotional  or  family  services.  This  relative  em- 
phasis must  be  considered  in  the  design  of  services  to 
prevent  and  ameliorate  handicapping  conditions  of 
childhood,  recognizing  that  one  essential  service  can- 
not be  sacrificed  in  order  to  emphasize  another. 

None  of  us  face  the  need  to  justify  the  importance 
of  medical  care.  But  we  do  face  the  need  to  disabuse 
false  expectations  about  what  good  medical  care  can 
achieve.  Compared  to  good  families,  good  homes,  and 
good  schools,  good  medical  care  may  do  very  little 
either  to  prevent  handicaps  or  to  bring  about  recovery 
from  them.  Once  again,  as  priorities  for  improved  and 
expanded  medical  care  are  established,  there  must  be 
concomitant  priorities  and  commitments  for  many 
other  essential  public  services  that  are  supportive  of 
strong  families,  good  homes,  and  enlightened  schools. 
Neglect  or  failure  in  any  of  these  endeavors  inter- 
feres and  militates  against  success  of  the  others. 

Medical  experts  must  be  cautious  about  attempts 
to  solve  social  and  educational  problems  by  means  of 
medical  emphasis.  It  won't  work.  It  will  be  expensive, 
and  doctors  will  be  abused  for  having  failed  at  a 
foolish  venture.  The  false  expectations  are  not  en- 
tirely an  invention  of  the  public.  I  suspect  we  have  at 
times  encouraged  these  expectations  in  an  effort  to 
win  support  for  our  own  endeavors.  Our  commitment 
to  what  we  do  may  at  times  serve  as  a  restraint  to  the 
development  of  other  appropriate  emphases  that  also 
serve  the  interests  of  good  health. 

Nutrition  in  North  Carolina 

The  third  report  comes  closest  of  all  to  home.  It 
represents  neither  Latin  America  nor  a  Pacific  Island, 
but  North  Carolina.  And  it  has  to  do  with  the  recently 
published  nutritional  survey.  The  survey  was  pub- 
lished in  July  of  1971.  It  attempts  to  estimate  the 
percentage  of  North  Carolinians  with  adequate  and 
with  inadequate  diets.  It  attempts  to  relate  the  ade- 
quacy of  diet  to  economic  status,  to  the  homemaker's 
knowledge  of  nutrition,  to  availability  of  facilities  for 
preparation  of  foods,  to  education  of  the  homemaker, 
and  to  participation  by  those  eligible  in  special  food 
supplement  programs.  It  attempts  further  to  search 
for  evidence  for  iron  deficiency  anemia  and  growth 
retardation  among  preschool  children. 

Similar  surveys  have  been  conducted  in  Massachu- 
setts, Georgia,  and  many  other  states.  The  results  in 
North  Carolina  are  no  better  and  no  worse  than  those 
reported  elsewhere.  The  results  are  exceedingly  dis- 
turbing. 

Diets  were  inadequate  in  27  percent  of  the  house- 
holds tested.  Residents  in  many  additional  households 
suffered  from  marginal  diets.  In  only  27  percent  of 
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the  homes  were  diets  believed  to  be  optimal.  Contrary 
to  popular  supposition,  the  rural  residents  with 
opportunity  for  kitchen  gardens  do  not  have  better 
diets  than  city  dwellers. 

Diets  of  black  households  were  substantially  worse 
than  white:  47  percent  of  them  were  inadequate. 

As  in  most  measures  of  well-being,  the  poor  suf- 
fered most.  Forty  seven  percent  of  the  households 
with  income  less  than  $1,500  had  inadequate  diets. 
Where  money  should  be  no  deterent  to  adequate  diet, 
one  household  out  of  five  was  nevertheless  inade- 
quate. 

One  of  the  best  correlates  for  poor  diet  was  the 
adequacy  of  the  housing  facilities.  Approximately  10 
percent  of  the  households  indicated  substandard  fa- 
cilities; that  is,  no  piped  in  water,  or  absence  of  either 
stove,  oven,  or  means  of  refrigeration.  Absence  of 
piped  in  water  was  the  limiting  factor  in  a  majority 
of  these  households.  Inadequate  diets  were  more  than 
twice  as  frequent  in  the  absence  of  standard  food 
preparation  facilities  as  in  their  presence.  Fifty-two 
percent  of  the  households  with  inadequate  facilities 
had  inadequate  diets. 

The  food  stamp  program  was  not  especially  help- 
ful. In  those  households  participating  in  the  program, 
52  percent  suffered  inadequate  diets  even  with  the 
supplementation. 

Dietary  inadequacy  is  frequently  interpreted  as  an 
educational  problem.  Enough  food  is  presumed  to  be 
available  if  only  people  knew  what  to  eat.  This  view 
is  not  substantially  strengthened  by  findings  of  the 
survey.  Twenty-nine  percent  of  households  with  a 
very  limited  knowledge  of  food  had  an  inadequate 
diet;  but  disappointingly,  19  percent  of  the  house- 
holds, even  where  there  was  a  good  knowledge  of 
food,  also  had  a  poor  diet.  In  fact  the  correlation 
between  dietary  adequacy  and  extent  of  education 
is  quite  imperfect.  Twenty  percent  of  the  households 
where  a  homemaker  had  1 1  or  more  years  of  formal 
education  nevertheless  had  an  inadequate  diet. 
Interestingly  enough,  employment  of  the  homemaker 
outside  the  home  seemed  to  make  little  difference  as 
to  the  adequacy  of  diet  for  the  household. 

Small  children  suffered  most.  Forty-three  percent 
of  those  between  ages  one  and  five  had  inadequate 
diets,  and  most  tragic  of  all,  72  percent  of  all  one- 
year-olds  had  an  inadequate  diet.  Once  again,  the 
deficiencies  were  most  extreme  with  the  under- 
privileged and  the  poor,  but  the  correlation  was  by  no 
means  perfect.  Small  children  in  households  with  an 
income  more  than  $9,000  and  with  a  homemaker 
having  a  good  knowledge  of  food  received  an  inade- 
quate diet  in  38  percent  of  the  instances.  As  might 
be  expected  from  these  data,  small  children  did  in- 
deed show  evidences  of  growth  failure,  and  a  high 
prevalence  of  iron  deficiency  anemia,  as  has  been  re- 
ported elsewhere. 

What  does  all  this  mean?  It  means  that  those 
correlates  of  malnutrition,  which  have  been  well  es- 
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tablished  and  known  for  many  decades,  can  be  ex- 
pected to  jeopardize  the  health  of  North  Carolinians 
and  to  add  increasing  burdens  to  its  overtaxed 
mechanisms  of  medical  care  and  health  maintenance. 
Impaired  intellectual  achievement,  apathy,  growth 
failure,  high  risk  from  gastroenteritis  and  tuberculosis, 
complicated  pregnancies,  and  high  infant  mortality 
rates  are  some  of  the  expected  sequelae.  Can  we  de- 
sign health  care  delivery  systems  to  correct  or  even 
to  carry  these  burdens?  Can  we  afford  them?  Can  we 
afford  not  to  participate  in  advocating  social  reforms 
that  take  the  broadest  possible  view  of  health  and  of 
personal  well  being.  As  experts  on  health  we  must 
urge  that  these  reforms  include  not  only  improved 
medical  care,  but  improved  nutrition  and  improved 
housing. 

REINFORCEMENT  OF  GOOD  MEDICAL  CARE 

The  battered-doctor  syndrome  derives  in  part  from 
a  public  which  has  been  led  to  expect  more  than  can 
reasonably  be  delivered  by  improved  medical  care. 
The  American  Medical  Association  appears  to  sus- 
cribe  increasingly  to  this  view.  I  applaud  their  recent 
conference  in  Chicago  on  "An  Improved  Quality  of 
Life  for  all  Americans,"  and  a  more  recent  confer- 
ence in  California  on  "Human  Habitat  and  Health," 
giving  emphasis  to  improved  housing  and  environ- 
mental protection.  The  content  of  these  conferences 
has  been  among  the  most  enlightened  anywhere  on 
the  needs  of  primary  prevention  of  disease.  Officers 
of  the  American  Medical  Association  understand  that 
this  emphasis  in  no  way  diminishes  the  importance  of 
expert  medical  care.  In  fact,  an  emphasis  on  social 
reform  protects  and  reinforces  good  medical  care.  A 
radical  posture  would  be  to  deny  it. 

In  the  event,  by  no  means  surprising,  that  we  are 
made  uncomfortable  by  our  role  as  advocates  for 
social  reform,  we  should  take  courage  from  observa- 
tions by  Rudolf  Virchow,  whose  credentials  in  the  in- 
terests of  medical  science  are  impeccable.  He  wrote: 

"Medicine  has  imperceptibly  led  us  into  a  position  to 
deal  with  the  great  social  problems  of  our  time.  Doctors 
are  the  natural  advocates  of  the  poor,  and  social  problems 
are  very  largely  within  their  jurisdiction." 

Virchow,  with  the  acute  clarity  of  genius,  could 
see  the  imperceptible  movement  of  medicine  as  the 
natural  advocate  of  social  reform.  More  than  a  hun- 
dred years  later  that  movement  is  so  perceptible  that 
it  should  escape  no  one's  vision.  The  lessons  to  be 
learned  from  the  Latin  American  premature  unit, 
from  the  schools  of  Kauai,  and  from  the  homes  of 
North  Carolina  are  that  good  health  does  not  auto- 
matically derive  from  good  medical  care.  Those  of  us 
who  are  concerned  about  health  must  do  more,  and 
we  must  urge  others  to  join  endeavors  in  pursuit  of 
better  houses,  stronger  families,  more  dependable  in- 
comes, better  schools,  and  more  felicitous  communi- 
ties. It  is  proper  medical  work.  Failure  to  appreciate 
that  emphasis,  and  to  act  on  it,  both  within  and  with- 
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out  medical  circles,  is  our  great  restraint  to  improved 
effectiveness. 

All  of  the  concern  of  recent  decades  on  how  to  im- 
prove medical  care  in  this  country  may  in  part  repre- 
sent a  form  of  public  self-deception.  I  think  in  fact 
we  know  how  to  give  good  medical  care  and  in  many 
places  we  give  it.  But  it  isn't  enough  and  it  cannot 
be  enough  without  some  public  commitments  which 
have  heretofore  been  lacking.  We  are  not  far  from 
these  commitments.  We  have  made  important  ones  to 
counter  the  destructive  effects  of  racism,  and  we  talk 
about  new  commitments  to  counter  the  effects  of 
poverty  and  special  privilege.  For  many  humanitarian 
reasons  and  perhaps  for  economic  ones  as  well,  we 
simply  cannot  afford  to  carry  the  burden  of  distress 
and  disease  which  results  from  failure  to  make  addi- 
tional commitments. 

I  for  one  am  delighted  that  American  medicine  and 
American  physicians  show  signs  of  resuming  a  re- 
formist posture  which  characterized  their  activities 
at  the  turn  of  the  century.  We  have  many  reasons  for 
encouraging  and  leading  social  reform.  Not  the  least 


of  the  reasons  is  that  professional  and  ethical  values 
we  cherish  for  high  quality  medical  care  cannot  be 
preserved  in  isolation  from  all  of  the  many  influences 
that  are  determinants  of  health  and  well  being.  The 
processes  for  propitiating  these  influences  are  not 
mysterious.  A  nation  that  has  been  energetic  and  in- 
genious, as  this  one  has  been,  in  devising  mechanisms 
for  protecting  property  values,  should  have  little  diffi- 
culty in  finding  ways  to  implement  a  commitment  to 
protect  human  values.  Those  ways,  if  we  are  wise, 
will  preserve  a  high  degree  of  local  public  responsi- 
bility to  protect  rights  and  to  guarantee  services.  A 
public  which  fails  to  develop  that  responsibility  will 
be  dissatisfied  and  may  look  for  scapegoats  for  its  dis- 
satisfaction. American  medicine  and  public  health 
services  show  welcome  signs  of  working  toward  a 
happier  fate.  Their  industry  will  surely  be  responsive 
to  Thomas  Jefferson's  famous  wisdom: 

"I  know  of  no  safe  depository  of  the  ultimate  powers  of 
society,  but  the  people  themselves,  and  if  we  think  them 
not  enlightened  enough  to  exercise  their  control  with  a 
wholesome  discretion,  the  remedy  is  not  to  take  it  from 
them,  but  to  inform  their  discretion  by  education." 


Women  have  symptoms  [of  syphilis]  peculiar  to  the  sex;  as  cancers  of  the  breast;  a  suppres- 
sion or  overflowing  of  the  menses;  the  whites;  hysteric  affections;  an  inflammation,  abscess, 
schirrus,  gangrene,  cancer,  or  ulcer  of  the  womb;  they  are  generally  either  barren  or  subject 
to  abortion;  or,  if  they  bring  children  into  the  world,  they  have  an  universal  erysipelas, 
are  half  rotten,  and  covered  with  ulcers. — William  Buclian:  Domestic  Medicine,  or  a  Treatise 
on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard 
Folwell,  1799,  p.  348. 
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The  Health  of  Workers: 
A  Public  Health  Perspective  of  Occupations 

Report  of  the  State  Health  Director 
W.  Burns  Jones,  Jr.,  M.D.,  M.P.H.*;  Jacob  Koomen,  M.D.,  M.P.H.,1   and  John  C.  Lumsden,  B.Ch.E. 


(^)N  a  particular  fall  day  in  1972,  conditions 
seemed  as  usual  to  the  nearly  1,200  workers  in  a 
textile  plant  in  Western  North  Carolina.  They  went 
about  their  customary  tasks  as  they  did  each  day.  By 
mid-day,  however,  it  became  evident  that  something 
was  seriously  wrong.  Employees  began  to  complain  of 
headache,  itching  of  the  eyes,  nausea,  dizziness;  some 
even  became  unconscious.  More  than  70  persons  be- 
came ill  enough  to  seek  medical  care;  some  were  ad- 
mitted to  the  local  hospital.  Working  late  into  the 
night,  plant  management  and  health  officials  were 
unable  to  detect  the  offending  agent,  but  felt  that 
thorough  ventilation  had  removed  the  problem.  How- 
ever, when  the  employees  reported  to  work  the  next 
morning,  the  symptoms  were  again  found.  Two 
women  fell  unconscious  and  another  70  persons 
sought  medical  help,  a  few  being  ill  enough  to  require 
hospitalization. 

Prior  to  the  onset  of  symptoms  a  spill  of  a  nor- 
mally harmless  cleaning  fluid  had  occurred.  A  pains- 
taking investigation  led  to  the  conclusion  that,  owing 
to  a  combination  of  circumstances,  vapors  from  the 
fluid  had  circulated  through  an  open  flame  and  into 
the  work  area.  One  of  the  combustion  products  of  the 
cleaning  fluid  was  deadly  phosgene  gas. 

Prompt  steps  were  taken  to  prevent  a  recurrence  of 
another  industrial  accident,  causing  widespread  ill- 
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ness  (fortunately,  no  deaths),  loss  of  production,  and 
considerable  expense.1 

The  foregoing  case  is  illustrative  of  the  kind  of 
epidemiological  detective  work  occurring  in  occupa- 
tional health  programs,  along  with  more  routine  sur- 
veillance activities.  Medical  and  engineering  knowl- 
edge are  combined  to  detect,  and  prevent  wherever 
possible,  hazards  to  which  people  at  work  are 
subject. 

"Simply  stated,  occupational  health  is  the  adequate 
protection  and  maintenance  of  the  physical  and  men- 
tal health  of  every  working  person  in  order  to  permit 
useful,  productive  work  as  long  as  he  continues  emo- 
tionally and  psychologically  suited  to  his  job."2  Oc- 
cupational health  programs  have  the  humanitarian 
goals  of  protecting  the  worker  from  injury  and  illness, 
developing  an  understanding  of  personal  and  family 
health  needs,  and  lengthening  the  span  of  productive 
years.  There  are  also  the  business-like  objectives  of 
keeping  skilled  workers  on  the  job,  cutting  man-hours 
lost  from  work  and  lowering  absentee  rates,  cutting 
training  costs  through  reduction  in  labor  turnover, 
and  promoting  good  employer-employee  relation- 
ships/1 Health  programs  for  industry  must  be  a 
worthwhile  investment  for  business.  "Employers  who 
have  studied  the  available  data  and  who  have  estab- 
lished their  own  occupational  health  programs  have 
found  that  inevitably  good  health  is  good  business."2 

A  BACKWARD  GLANCE 

In  spite  of  the  fact  that  a  nation's  prosperity  de- 
pends upon  the  productivity  and  well-being  of  its 
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workers,  the  specialty  of  occupational  medicine  and, 
indeed,  general  concern  for  the  health  of  workers 
is  a  relatively  recent  phenomenon.  However,  occu- 
pational hazards — both  illness  and  injury — are 
almost  as  old  as  man  himself.  Excavations  of  Stone 
Age  flint  quarries  have  revealed  skeletons  of  miners 
— one  found  with  his  deer-horn  pick  still  in  his  hand 
— giving  mute  testimony  to  working  hazards  even  in 
those  remote  times.4  Evidence  of  pneumoconiosis  has 
been  found  in  the  ancient  Basket  Maker  culture,  and 
anthracosis  in  Egyptian  mummies.4 

From  the  medical  standpoint,  the  working  man  was 
generally  neglected  and  occupational  diseases  were 
largely  ignored  in  medical  science."'  The  first  printed 
thesis  of  record  relating  to  occupational  health  was 
written  by  Ulrich  Ellenborg,  a  fifteenth-century  doc- 
tor of  medicine,  and  dealt  with  both  the  diagnosis  and 
treatment  of  diseases  associated  with  metal-working.6 
A  landmark  publication  in  the  field  was  the  treatise 
De  Re  Metallica,  written  in  the  sixteenth  century  by 
the  German  physician,  Georg  Bauer,  known  as  Agri- 
cola.  Agricola  covered  every  aspect  of  mining,  not 
just  the  medical,  and  for  years  this  was  the  defini- 
tive study  on  the  subject.4  An  indication  of  the  state 
of  the  art  was  the  attribution  of  the  condition  known 
as  fire-damp,  or  choke-damp,  to  subterranean 
dragons.  However,  we  are  assured  that  although  it 
was  not  unnatural  for  miners  to  come  across  demons 
in  mine  workings,  they  were  "usually  considered  to  be 
jolly  and  of  kindly  intent,  rather  than  cruel  or  evil."5 

The  great  sixteenth-century  physician  and  medical 
pioneer,  Paracelsus,  also  wrote  on  mining  and  metal- 
working.4  The  greatest  of  these  early  investigators 
was  Bernadino  Ramazzini,  called  the  Father  of 
Occupational  Medicine.  His  De  Morbis  Artificum 
Diatriba,  published  in  1713,  marked  the  beginning  of 
a  modern  scientific  approach  to  occupational  health. 
In  addition  to  his  investigation  of  various  industrial 
hazards,  Ramazzini  wrote  on  the  responsibility  of 
physicians.  He  stated:  "Medicine  .  .  .  should  make  a 
contribution  to  the  well-being  of  workers  and  see  to  it 
that,  insofar  as  possible,  they  should  exercise  their 
calling  without  harm.""' 

INDUSTRIAL  REVOLUTION  AND  REFORM 

Sadly,  the  health  conditions  of  working  people  de- 
teriorated with  the  Industrial  Revolution,  and  neither 
medical  science  nor,  it  must  be  confessed,  the  interest 
of  physicians  kept  pace  with  manufacturing  tech- 
nology. A  drab  picture  of  factory  conditions  in  En- 
gland was  painted  by  a  concerned  physician  and  re- 
former, Dr.  Charles  Turner  Thackrah:  "No  man  of 
humanity  can  reflect  without  distress  on  the  state  of 
thousands  of  children,  many  from  six  to  seven  years 
of  age,  roused  from  their  beds  at  an  early  hour,  hur- 
ried to  the  mills  and  kept  there,  with  an  interval  of 
only  forty  minutes,  till  a  late  hour  at  night:  kept, 
moreover,  in  an  atmosphere  impure  .  .  .  not  only  de- 
fective in  ventilation,  but  loaded  also  with  noxious 


dust.  Health!  Cleanliness!  Mental  improvement!  How 
are  they  regarded!  Recreation  is  out  of  the  question. 
There  is  scarcely  time  for  meals.  The  very  period  of 
sleep,  so  necessary  for  the  young,  is  too  often 
abridged.  Nay,  children  are  sometimes  worked  even 
in  the  night!""' 

The  Industrial  Revolution  began  in  England  in  the 
mid-eighteenth  century.  Spreading  to  the  United 
States,  conditions  nearly  as  deplorable  as  those  de- 
scribed above  were  soon  recreated  in  this  country. 
Even  in  the  rural,  agricultural  south,  profound 
changes  were  wrought  by  the  invention  of  Whitney's 
cotton  gin,  making  cotton  king  and  laying  the  ground- 
work for  the  growth  of  an  extensive  textile  manufac- 
turing industry. ,; 

Both  reform  laws  and  occupational  medicine  be- 
gan in  England.  In  the  early  nineteenth  century,  a 
series  of  acts  were  passed  improving  working  condi- 
tions and  limiting  the  employment  of  children. 
English  physicians  also  began  taking  a  greater  inter- 
est in  the  health  of  the  working  population.0  Indus- 
trial safety  as  a  state  and  national  concern  began  in 
this  country  after  the  Civil  War  and  grew  slowly.  Of- 
ten the  public  interest  was  aroused  only  after  tragic 
industrial  accidents,  such  as  fires  claiming  many 
lives."' 

Over  the  years,  however,  conditions  improved 
regarding  both  safety  and  hygiene.  Engineering  im- 
provements and  worker  training  helped  to  reduce  the 
accident  rate.  As  associations  between  harmful 
agents  and  diseases  were  established,  the  former 
could  be  replaced  by  safer  substances  or  greater  care 
could  be  taken  to  protect  the  worker  from  contact. 
The  situation  could  be  improved  to  the  point  where 
by  far  the  greater  number  of  man-days  lost  to  pro- 
duction could  be  attributed  to  accidents  or  illness  oc- 
curring away  from  the  job. 

EXISTING  INDUSTRIAL  HAZARDS 

Nevertheless,  hazards  continue  to  exist.  One  indi- 
cator of  this  fact  is  that,  in  1970,  the  total  cost  of 
workmen's  compensation  payments  amounted  to 
$4.82  billion.7  In  North  Carolina  during  the  fiscal 
year  1972,  $13  million  was  paid  in  compensation  to 
workmen,  and  an  additional  cost  of  $9  million  was  in- 
curred in  payment  of  medical  expenses."  This  amount 
represented  62,551  cases,  of  which  128  were  fatali- 
ties/ 

North  Carolina  continues  to  be  a  state  with  a  large 
rural  population,  without  great  urban  centers  or  con- 
centrations of  heavy  industry.  The  solely  agricultural 
and  pastoral  nature  of  colonial  times,  however,  has 
long  since  changed.  By  1952  workers  in  non-agricul- 
tural employment  had  topped  the  one  million  mark. 
In  1971  this  figure  reached  1,794,300,  with  715,000 
workers  in  manufacturing  and  1,079,300  in  non- 
manufacturing  employment. n 

Space  will  not  permit  a  lengthy  discussion  of  indi- 
vidual industrial  hazards  in  North  Carolina.  However, 
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a  brief  note  on  some  selected  problems  may  be  in- 
formative. 

Many  workers  in  North  Carolina  are  exposed  to 
one  of  man's  oldest  occupational  conditions  —  pneu- 
moconiosis. Literally  meaning  retention  of  dust  in  the 
lungs,  the  expression  has  come  to  mean  a  general 
term  for  dust  diseases  of  the  lung.1"  More  specifi- 
cally, the  pulmonary  dust  diseases,  silicosis  and  as- 
bestosis,  occur  in  this  state.  Between  1955  and  1969 
one  hundred  and  twenty-four  deaths  were  attributed 
to  silicosis  and  20  deaths  to  the  latter  condition.11 
X-ray  surveillance  of  workers  and  inspection  of  work- 
ing conditions  in  the  "dusty  trades"  by  the  Occupa- 
tional Health  Section  of  the  State  Board  of  Health 
helps  to  keep  these  figures  from  being  higher,  but  ob- 
viously neither  the  advances  of  technology  nor  the 
rigors  of  laws  and  regulations  have  eliminated  the 
danger. 

A  related  pulmonary  disease  can  be  found  in  cot- 
ton mill  workers — namely,  byssinosis,  also  known  as 
brown  -  lung  disease,  Monday-morning  asthma,  and 
other  terms.  Long  ignored  as  a  significant  health 
condition,  this  disease  has  recently  received  both  na- 
tional and  state  attention.  It  is  estimated  that  25-30 
percent  of  workers  in  the  carding  areas  of  cotton 
mills  have  byssinosis.12 

Biological  agents  as  a  cause  of  occupational  disease 
have  declined  in  importance  since  the  advent  of  en- 
vironmental sanitation  and  the  anti-infection  drugs.1" 
However,  cases  of  infectious  diseases  continue  to 
occur,  particularly  in  persons  handling  animal  tissues 
where  a  reservoir  of  infection  persists.  The  example 
of  brucellosis  is  a  case  in  point.13  Pasteurization  of 
milk  and  testing  of  herds  has  practically  eliminated 
this  disease  as  a  serious  public  health  hazard.  Cases 
in  the  United  States  have  declined  from  636  in  1961 
to  224  in  1970  (from  8  cases  to  1  case  in  North 
Carolina).  As  the  disease  has  been  reduced  in  the 
general  population,  it  has  become  virtually  an  occu- 
pational illness:  most  cases  originate  in  packing 
plants,  and  some  in  livestock  producers.14  It  is  quite 
possible  that  more  cases  occur  in  North  Carolina,  but 
go  unreported  and  even  unsuspected.  Although  the 
decline  in  an  infectious  disease  is  a  happy  occurrence 

,  for  the  public,  the  low  incidence  rate  also  reduces 

I  the  examining  physician's  index  of  suspicion  and 
challenges  his  diagnostic  acumen. 

The  medical  investigator  must  also  keep  in  mind 
that  the  onset  of  many  occupationally-induced 
illnesses  is  often  slow  and  insidious.  Unlike  industrial 

l.  accidents,  where  the  cause  and  effect  are  dramatic 
and  immediately  apparent,  occupational  diseases  may 
progress  slowly,  and  their  origin  may  be  discovered  to 

i.  lie  in  some  time  past  and  even  in  a  previous  employ- 
ment. 

Many  of  the  occupationally  induced  conditions  are 

old;  some,  as  indicated  earlier,  are  pre-biblical.  They 

j  stem  from  many  of  man's  tasks  and  affect  any  part  of 

his   body,    ranging   from   tongue-cramp   in   clarinet 
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players  to  tailor's  ankle.  They  give  rise  to  colorful  ex- 
pressions in  the  language,  such  as  brass-founder's 
ague,  grinder's  rot,  Billingsgate  hump,  mule-spinner's 
cancer,  pork  finger,  weaver's  bottom,  and  railway 
brain.  The  hatter's  shakes  and  the  expression,  "mad 
as  a  hatter,"  were  long  known  to  both  the  public  and 
the  medical  profession,  although  their  cause,  mercury 
poisoning,  was  not.5 

Advancing  technology  compounds  the  situation. 
New  materials  and  new  processes  are  constantly  be- 
ing introduced  into  the  worker's  environment.  Recent 
recognition  of  long-standing  problems,  such  as  noise 
"pollution,"  and  the  utilization  of  new,  potentially 
harmful  developments,  such  as  the  laser  and  micro- 
wave radiation,  make  the  assessment  and  control  of 
industrial  hazards  far  from  simple.1"' 

The  magnitude  of  the  problem  of  occupational 
hazards  is  still  further  increased  by  the  fact  that 
only  a  small  percentage  of  the  American  working 
population  has  access  to  in-plant  industrial  health 
services.1"  There  are  in  North  Carolina  approxi- 
mately 300  industrial  nurses  and  30  full-time  indus- 
trial physicians." 

THE  ROLE  OF  PRIVATE  PRACTITIONERS 
AND  PUBLIC  HEALTH  WORKERS 

Since  he  sees  the  greater  proportion  of  occupa- 
tionally induced  illness,  the  privately  practicing 
physician  can  play  a  key  role  in  their  recognition  and 
assist  in  or  initiate  the  epidemiological  detective  work 
necessary  to  identify  and  control  industrial  hazards. 

An  important  element  in  this  process  is  awareness 
by  the  medical  investigator  of  the  possibility  of  the 
origin  of  illness  in  the  place  of  employment.  In  can- 
dor, it  must  be  confessed  that  this  has  not  been 
maintained  at  a  high  level.  It  has  been  said  that  "early 
physicians  saw  epidemics  but  served  no  whit  as 
epidemiologists  or  historians."1''  Both  the  contem- 
porary medical  profession  and  public  health  agencies 
are  not  immune  to  the  criticism  of  failing  to  ask  the 
right  questions.  The  lack  of  recognition  of  byssinosis 
as  a  significant  health  problem  is  one  instance.12  Yet 
Bernadino  Ramazzini,  in  the  eighteenth  century,  ad- 
vised: ".  .  .  to  the  questions  recommended  by  Hip- 
pocrates, he  (the  physician)  should  add  one  more  — 
What  is  your  occupation?""' 

The  local  health  director  and  community  health 
department  can  also  play  an  important  role  in  the 
planning  of  occupational  health  activities  and  obtain- 
ing basic  information  essential  to  such  planning.  Dr. 
Harold  J.  Magnusen15  recommends  that  the  local 
health  department  and  its  director  be  prepared  to  an- 
swer certain  fundamental  questions:  What  is  the  gen- 
eral health  status  of  workers  in  his  community?  What 
are  some  of  the  specific  occupational  health  problems 
in  the  area?  What  are  the  characteristics  of  the  labor 
force?  What  is  the  incidence  of  occupational  disease? 
Further,  the  health  director  should  actively  promote 
in-plant  or  on-call  health  services. 
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The  Occupational  Health  Section  and  the  Epide- 
miology Division  of  the  North  Carolina  State  Board 
of  Health  stand  ready  to  aid  in  such  investigations, 
and  can  lend  valuable  technical  assistance.  Although 
most  occupational  diseases  are  not  legally  reportable, 
local  health  directors  and  physicians  should  feel  free 
to  inform  the  State  Board  of  Health  of  possible 
hazards  to  workers.  The  common  goal  is,  through 
careful  epidemiological  analysis  and  consultation,  to 
insure  that  corrective  action  will  prevent  additional 
ill-health.  Such  a  partnership  goes  back  many  years. 
When  the  state  health  department  was  organized  in 
1 877,  the  entire  State  Medical  Society  was  to  serve 
as  the  Board  of  Health.  Among  other  responsibilities, 
"they  were  to  call  the  attention  of  the  State  to  such 
sanitary  matters  as,  in  their  judgment,  affected  'the 
industry,  prosperity,  health,  and  lives  of  the  citizens 
of  the  State'."10  Although  the  organizational  struc- 
ture has  changed,  the  principle  of  cooperation  has 
not. 

CONCLUSION 

Dr.  George  Rosen  has  reflected  not  only  on  the 
diseases  of  work,  but  of  work  itself.  It  may  be  offered 
as  a  penultimate  thought: 

"Occupational  diseases  are  different  from  other 
diseases,  not  biologically,  but  socially.  They  are  the 
result  of  working  conditions  and  therefore  affect  the 
laboring  classes.  Every  occupation  may  be  harmful 
to  health  but  some  are  more  and  others  less  dan- 
gerous. The  individual,  however,  who  owns  nothing 
but  his  labor  power,  has  little  choice.  Since  he  is 
obliged  to  make  a  living,  he  must  accept  work 
wherever  the  labor  market  can  absorb  him,  whether 
this  work  be  dangerous  or  not.  .  .  .  The  history  of 
occupational  diseases  is  infinitely  more  than  medical 
history.  Of  course,  the  more  medicine  knew  about  the 
causes  and  nature  of  such  diseases,  the  more  effec- 


tively they  could  be  prevented.  But  hazards  and 
diseases  changed  with  developing  industries  and 
whether  any  use  was  made  of  medical  knowledge  did 
not  depend  so  much  on  the  physicians  as  on  the  social 
organization  under  which  the  laborer  performed  his 
work.4 

Dr.  Robert  T.  Legge,  one  of  the  founders  of  the 
Industrial  Medical  Association  and  an  authority  on 
Ramazzini,  once  quoted  from  De  Morbis  Artijicum: 
"  'It  is  but  a  poor  profit  which  is  achieved  by  the 
destruction  of  health.'  "  Commenting  on  the  oppor- 
tunities for  medicine  to  contribute  to  the  field,  Dr. 
Legge  continued,  "What  a  satisfaction  fate  has  be- 
stowed on  our  calling  by  applying  our  science  and 
skills  to  the  humanizing  of  industry.  Labor  and  capi- 
tal both  profit,  the  span  of  life  has  increased,  and 
wealth  and  happiness  have  been  amplified  for  the 
world's  workers.  Thus  Ramazzini's  challenge  has 
been  proudly  met."8 
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The  last  remedy  which  we  shall  mention  in  [gleet]  is  a  cold  bath,  than  which,  there  is 
not  perhaps  a  more  powerful  bracer  in  the  whole  compass  of  medicine  .  .  .  the  patient 
ought  to  plunge  over  in  water  every  morning  fasting,  for  three  or  four  weeks  together. 
He  should  not  stay  long  in  the  water,  and  should  have  his  skin  dried  as  soon  as  he  comes 
out. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Fohvell,   1799,  p.   342. 
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Why  Not  Train  Your  Own  Assistant? 


John  L.  McCain,  M.D.,  and  Mrs.  Pat  F.  Anderson 


FROM  THE  PHYSICIAN'S  POINT  OF  VIEW 

Dr.  McCain 

lVIY  topic  today  might  be  considered  under  the 
■"-*-  heading  of  ecology,  since  it  has  to  do  with  im- 
proved utilization  of  existing  resources — in  this  case, 
medical  manpower — and  the  preservation  of  our 
most  precious  possession — our  health. 

By  way  of  background  information,  I  am  an  in- 
ternist in  Wilson,  North  Carolina,  a  town  of  ap- 
proximately 30,000  population.  I  am  a  staff  member 
of  the  Wilson  Clinic,  a  multispecialty  partnership  of 
17  physicians  providing  primary  and  secondary  care. 
Four  hundred  and  fifty  patients  are  seen  at  the  clinic 
each  day. 

Wilson  has  been  designated  a  poverty  county,  to- 
gether with  many  other  counties  in  Eastern  North 
Carolina.  Although  we  do  have  part-time  physician 
coverage  in  the  emergency  room  of  Wilson  Memorial 
Hospital  on  weekends,  and  the  Health  Department 
sponsors  a  venereal  disease  clinic,  in  general  there 
is  no  medically  staffed  clinic  to  which  patients  can 
turn  for  treatment  in  acute  conditions. 

At  present  four  internists  and  one  family  physician 
rotate  calls  in  the  field  of  internal  medicine.  One 
internist  left  the  clinic  largely  because  of  the  volume 
of  unscheduled  drop-in  patients  whom  we  see  daily. 

In  my  particular  practice  I  usually  average  about 
20  to  25  patients  a  day  and  have  an  average  hospi- 
tal census  of  about  16  to  25  patients.  The  average 
waiting  period  for  a  routine  appointment  is  one 
month.  I  render  primary  medical  care  except  for  the 
approximately  5  percent  of  my  clinic  practice  and  25 
percent  of  my  hospital  that  is  referred  from  outside. 


Presented  before  the  Section  on  Internal  Medicine,   North  Carolina 
Medical  Society,  Pinehurst,  May  23,  1972. 
From  Wilson  Clinic,  Wilson,  N.  C.  27893. 
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As  a  result  of  the  low  per  capita  income  of  the  resi- 
dents of  Wilson  County,  together  with  the  absence 
of  a  medical  staff  clinic,  approximately  10  percent 
of  my  patients  are  medically  indigent. 

Several  years  ago,  because  of  the  increasing  time 
that  patients  had  to  wait  for  appointments,  and  the 
frustratingly  large  volume  of  drop-in  patients  at  our 
clinic,  I  sought  ways  to  increase  my  productivity 
and  accessibility  to  patients. 

First,  I  identified  the  services  that  were  being  pro- 
vided for  me  in  the  clinic  by  my  registered  nurse.  I 
found  that  she  ( 1  )  registered  patients,  (2)  answered 
the  telephone,  (3)  determined  vital  signs,  (4)  took 
electrocardiograms,  (5)  recorded  chief  complaints, 
(6)  administered  intravenous  fluids,  (7)  gave  injec- 
tions, ( 8 )  distributed  diet  lists  and  educational  aids 
to  patients,  (9)  scheduled  studies  and  follow-up 
visits. 

From  the  analysis  of  these  services,  I  realized  that 
my  nurse  was  overtrained  for  the  job  she  was  doing. 
The  only  service  that  she  provided  that  others  with 
less  training  could  not  do  was  the  administration  of 
intravenous  fluids. 

In  analyzing  my  own  clinic  activities,  I  found  that 
I  (1)  obtained  histories,  (2)  performed  physical 
examinations,  (3)  made  diagnoses,  (4)  outlined 
diagnostic  programs,  (5)  implemented  treatment 
regimens,  (6)  gave  instructions  and  explanations  to 
patients. 

In  analyzing  my  patient  profile,  I  realized  that  I 
treated  a  large  percentage  of  older  patients,  that  I 
had  many  patients  with  chronic  diseases  such  as 
diabetes,  hypertension,  congestive  heart  failure,  coro- 
nary artery  disease,  neurosis,  and  arthritis,  and  that 
I  performed  many  routine  physical  examinations,  up 
to  25  percent  of  my  clinic  practice.  I  found  that  I 
was   experiencing   increasing  difficulty   with   mush- 
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rooming  technical  problems  associated  with  the  ad- 
vanced diagnostic  techniques  —  SMA  12s,  ECGs, 
x-rays,  etc. — that  are  becoming  expected  of  internists, 
together  with  the  necessary  secondary  tests  and 
follow-up  reports. 

Of  concern  to  me  also  was  my  realization  that  I 
was  becoming  somewhat  bored  with  my  practice,  see- 
ing a  large  number  of  similar  cases  that  required 
little  depth  of  knowledge  to  treat.  I  discovered  that 
95  percent  of  my  practice  involved  approximately 
90  different  conditions  which  I  saw  over  and  over 
again.  I  found  that  I  was  overtrained  for  treating  90 
percent  of  the  cases  I  saw. 

I  realized  that  for  each  new  case  I  spent  a  long 
time  accumulating  the  necessary  data,  a  few  brief 
moments  making  the  diagnostic  and  therapeutic  de- 
cisions, and  another  long  period  implementing  the 
decisions  made.  Characteristically,  I  was  doing  all 
these  things  when  my  area  of  expertise  and  interest 
lay  in  the  extremely  narrow  corridor  of  decision- 
making in  the  center  of  the  process.  I  compared  my 
method  of  operation  with  that  of  the  pathologist: 
Someone  brings  him  prepared  slides,  he  looks  at  them 
through  the  microscope  and  dictates  his  findings,  then 
someone  else  distributes  the  reports.  Similarly  I  con- 
sidered the  radiologist:  the  technician  brings  him  the 
films,  he  reads  them  while  sitting  at  the  view  box, 
then  the  technician  distributes  the  reports.  Ancillary 
personnel  are  used  by  the  pathologist  and  the  radi- 
ologist to  accumulate  data  and  distribute  reports, 
while  the  pathologist  and  radiologist  confine  their 
efforts  to  the  area  of  greatest  knowledge,  a  model 
that  internists  could  do  well  to  follow. 

During  this  period  Dr.  Edgar  T.  Beddingfield,  Jr., 
one  of  my  partners,  and  I  had  become  interested  in 
the  concept  of  the  physician's  assistant,  as  exempli- 
fied by  the  program  at  Duke  University,  and  we  in- 
quired about  obtaining  a  student  extern  to  assist  in 
our  clinic.  Because  of  the  large  volume  of  requests 
for  such  services  and  the  small  supply  of  trained  as- 
sistants available,  however,  it  appeared  unlikely  that 
we  could  secure  such  a  person  in  the  foreseeable 
future. 

It  was  at  this  time  that  I  made  the  decision  to 
train  my  own  assistant  in  internal  medicine.  For  five 
or  six  years  after  entering  practice,  I  had  served  as 
clinical  assistant  professor  at  the  University  of  North 
Carolina  School  of  Medicine.  I  felt  that  if  I  were 
qualified  to  teach  medical  students,  I  could  certainly 
teach  a  physician's  assistant. 

I  first  asked  my  nurse,  who  was  nearing  retire- 
ment age,  if  she  would  be  interested  in  the  training. 
She  replied  that  with  so  little  working  time  left,  she 
did  not  want  to  take  on  a  new  project.  Then  an  at- 
tractive, personable,  intelligent  34-year-old  nurse's 
assistant  who  had  worked  in  the  clinic  for  several 
years  came  to  mind.  With  her  pleasing  personality, 
she  had  demonstrated  that  she  could  get  along  well 
with  patients  as  well  as  with  other  members  of  the 


clinic.  I  discussed  the  proposal  with  her  and  found 
that  she  was  eager  to  try.  The  term  "internist  as- 
sistant" was  selected,  since  she  would  be  expected  to 
see  only  the  patients  that  I,  as  a  specialist  in  in- 
ternal medicine,  felt  qualified  to  treat. 

On  hearing  of  my  plan  to  train  an  internist  as- 
sistant, some  of  my  colleagues  in  the  clinic  were  less 
than  enthusiastic,  since  it  would  mean  that  I  would 
have  an  additional  employee.  I  expressed  my  confi- 
dence that  having  an  internist  assistant  would  im- 
prove the  quality  of  care  rendered,  make  my  ser- 
vices more  accessible,  and  increase  my  productivity 
— which  it  has — but  some  of  the  doubtful  members  of 
the  clinic  at  that  time  said  no.  Sensing  rejection  of  the 
project,  I  proposed  a  bargain:  If  the  clinic  would  hire 
my  assistant,  the  members  could  share  the  fruits  of 
my  increased  productivity  that  would  result.  As  an 
alternative,  if  they  would  not  agree  to  this  plan,  I 
proposed  hiring  the  assistant  myself,  with  the  under- 
standing that  I  be  allowed  to  keep  for  myself  the  re- 
turns from  the  increased  productivity  that  would  re- 
sult from  her  services.  After  consideration  of  the  two 
alternatives,  it  was  decided  that  the  clinic  would  pay 
for  her  employment  on  a  trial  basis. 

Now  let  Pat  Anderson  tell  you  about  her  back- 
ground, the  training  and  experience  she  has  received 
in  the  clinic,  and  what  she  is  doing  at  the  present 
time. 

FROM  THE  ASSISTANTS  POINT  OF  VIEW 
Mrs.  Pat  Anderson 

Thank  you,  Dr.  McCain.  It  is  a  pleasure  to  speak 
as  an  office  employee  who  has  been  given  the  oppor- 
tunity to  help  the  physician  provide  additional  ser- 
vices for  his  patients.  Since  I  like  people,  I  look  on 
this  work  as  an  opportunity  to  get  to  know  them 
better.  Also,  since  I  have  the  major  responsibility  for 
raising  my  four  children,  I  realized  that  I  could  pro- 
vide for  them  better  if  I  had  additional  training. 

As  background  information,  I  graduated  from  high 
school  in  1952  and  completed  one  year  of  general 
college  work  at  Southern  Missionary  College  in  Col- 
legedale,  Tennessee.  Later  I  worked  there  as  an  as- 
sistant instructor  in  physical  education  and  then  as 
assistant  dean  of  women. 

In  1952,  after  a  six-week  nurses  aide  course,  I 
I  worked  as  a  nurse's  assistant  at  Mt.  Pisgah  Hospital 
in  Asheville.  From  1956  to  1969  I  worked  in  suc- 
cession as  a  nurse's  assistant  in  the  Griffen's  Clinic 
in  Asheboro,  Parkview  Hospital  in  Rocky  Mount, 
and  Wilson  Clinic  in  Wilson. 

In  June,  1969,  as  Dr.  McCain  has  indicated,  I  be- 
gan the  internist  assistant  training  program  at  Wilson 
Clinic.  First  came  a  series  of  informal  lecture-dis- 
cussion periods  conducted  by  Dr.  McCain  in  the 
library  of  the  clinic.  During  these  periods  I  was  in- 
troduced to  the  art  of  history-taking,  including  psy- 
chiatric and  social  histories,  and  to  the  whats  and 
hows  of  performing  a  physical  examination,  and 
given  an  overview  of  frequently  seen  clinical  condi- 
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tions  in  internal  medicine.  Next  came  a  detailed 
three-month  study  of  history-taking.  The  patient  ap- 
pointment schedule  was  later  modified  to  include 
three  new  patients  each  day.  Complete  histories  were 
initially  taken  by  me  and  subsequently  corrected, 
with  a  heavy  red  pencil,  by  Dr.  McCain.  These  charts 
were  then  returned  to  me  at  the  end  of  the  day  so  that 
I  could  see  what  I  had  done  wrong  or  omitted, 
identify  the  improvements  I  needed  to  make,  and 
then  discuss  these  deficiencies  with  him.  This  exer- 
cise provided  an  opportunity  for  continuous  review 
and  improvement. 

The  study  of  history-taking  was  followed  in  the 
fall  of  1969  by  a  three-month  study  of  the  physical 
examination,  with  weekly  two-hour  informal  lectures 
provided  by  Dr.  McCain.  As  each  new  organ  system 
was  studied,  I  performed  the  part  of  the  physical 
examination  relating  to  that  system  on  actual  pa- 
tients, making  detailed  reports  of  the  positive  and 
negative  findings.  My  findings  and  reports  were  re- 
viewed in  detail  by  Dr.  McCain. 

On  September  25,  1969,  I  accompanied  Mr. 
Henry  Bertrand,  manager  of  the  Wilson  Clinic,  on  a 
trip  to  Duke  University  to  learn  about  the  physi- 
cian's assistant  program  there.  We  also  toured  the 
Croisdale  Clinic  in  Durham  and  observed  the  phy- 
sicians assistants  at  work  there.  This  trip,  on  which  I 
saw  other  physician's  assistants  at  work,  was  ex- 
tremely beneficial  to  me. 

In  December  I  began  obtaining  complete  histories 
and  performing  physical  examinations  on  selected  pa- 
tients. Dr.  McCain  rechecked  each  patient  and  gave 
a  critical  review  of  the  work  I  had  done.  Other  in- 
ternists in  the  clinic  also  identified  interesting  physi- 
cal examinations  and  findings  from  their  cases  to  let 
me  see  and  discuss  with  them. 

In  December  and  through  the  following  April  I 
was  instructed  in  performing  pelvic  examinations, 
taking  Papanicolaou  smears,  and  carrying  out 
thoracenteses,  proctoscopic  examinations,  and  lum- 
bar punctures.  In  April,  1970,  I  began  using  the 
dictating  equipment  to  help  Dr.  McCain  in  dictating 
follow-up  letters,  sending  out  reports  of  positive  find- 
ings, setting  up  examinations,  scheduling  secondary 
tests,  dictating  office  notes,  and  the  like. 

In  December  I  attended  several  introductory  lec- 
tures on  electrocardiography  by  Dr.  McCain.  Re- 
cently I  have  been  expected  to  interpret  the  ECGs  of 
the  patients  I  examine.  I  still  have  much  to  learn 
in  this  field. 

My  training  has  also  included  making  rounds  in 
the  hospital  with,  and  later  for.  Dr.  McCain.  I  as- 
sisted in  initiating  and  directing  the  implementation 
of  the  multiphasic  screening  program  at  Wilson 
Clinic. 

In  May,  1971  I  began  seeing  selected  patients  with 
uncomplicated  chronic  illnesses  by  myself,  with  later 
chart  review  by  Dr.  McCain. 

In  August,  1971,  at  Dr.  McCain's  request,  I  ob- 
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tained  histories  and  performed  physical  examinations 
on  the  50  patients  at  Woodlawn  Rest  Home.  He 
then  reviewed  the  records  and  did  follow-up  physi- 
cal examinations  on  the,  selected  patients,  with  secon- 
dary testing  as  needed.  The  nurse  in  charge  of  the 
Rest  Home,  and  particularly  the  patients,  greatly 
appreciated  this  service.  Many  of  the  patients  there 
had  not  been  thoroughly  examined  in  three  or  four 
years. 

As  Dr.  McCain  has  indicated,  a  large  volume  of 
unscheduled,  drop-in  patients  are  seen  at  Wilson 
Clinic  each  day.  Since  all  physicians'  appointment 
calendars  are  filled  weeks  in  advance,  this  extra,  un- 
scheduled patient  load  is  very  difficult  for  them  to 
absorb  at  times. 

Accordingly,  in  January,  1972,  a  new  service  was 
initiated  in  the  Department  of  internal  medicine  to 
provide  services  for  these  patients  who  drop  in  with- 
out appointments.  I  see  the  unscheduled,  unassigned 
patients  in  this  department  as  the  first  priority  every 
day,  and  as  a  second  priority,  I  see  the  unscheduled 
patients  of  other  physicians  on  request  and  as  time 
permits.  The  supervising  physician  on  call  that  day 
sees  all  patients  except  in  certain  instances  in  which 
one  of  the  physicians  has  given  me  specific  instruc- 
tions in  advance.  I  review  the  chart  with  him  after- 
ward. Also,  I  assist  the  physician  on  call  in  complet- 
ing admission  evaluations  for  unassigned  emergency 
admissions  to  the  hospital. 

The  work  I  do  is  under  constant  scrutiny  and  su- 
pervision by  the  attending  physician  on  call.  These 
doctors  are  kind  enough  to  make  the  new  service  I 
perform  enjoyable,  informative,  exciting,  and  a  con- 
tinuing educational  experience  for  me. 

I  am  certain  that  in  the  offices  of  many  of  you 
here  today  are  nurses,  licensed  practical  nurses,  or 
nurse's  assistants  who  have  the  capability,  interest, 
and  desire  to  help  you  be  of  more  service  to  your 
patients.  Many  of  them,  I  am  certain,  would  eagerly 
seize  the  opportunity  to  learn  more  and  improve  their 
skills  to  help  you  serve  others  more  effectively. 

Dr.  McCain 

In  evaluating  her  performance,  I  must  say  that 
Pat  has  studied  very  hard;  she  has  been  a  good  stu- 
dent and  a  pleasure  to  teach. 

Our  clinic  manager,  Mr.  Henry  Bertrand,  and  my 
other  associates  in  internal  medicine  and  family  prac- 
tice have  been  of  great  help  in  advocating  Pat's 
work  in  the  clinic  and  in  supporting  and  assisting 
her  in  every  way  they  can. 

An  analysis  of  the  service  that  Pat  performs  in 
working  with  the  internist  on  call,  seeing  primarily 
unscheduled,  drop-in  patients,  revealed  a  number  of 
interesting  data. 

A  break-down  according  to  the  primary  diagnosis 
of  the  100  unscheduled  patients  she  saw  is  shown  in 
the  accompanying  table. 
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Diagnosis  No.  Patients 

Respiratory  disorders  24 

Functional  gastrointestinal  disorders  20 

Arteriosclerotic  heart  disease  10 

Anxiety  reactions  7 

Diabetes  6 

Cold  4 

Essential  hypertension  4 

Vertigo  4 

Musculoskeletal  pain  4 

Arthritis  4 

Asthma  3 

Miscellaneous  9 

Eight  of  these  patients  were  admitted  to  the  hos- 
pital. 


Analysis  also  revealed 

— That  the  internist  assistant  usually  sees  from  8  to 
1 1  patients  each  day. 

— That  she  usually  spends  approximately  24  min- 
utes with  each  patient. 

— That,  on  an  average,  the  supervising  internist 
usually  spends  two  minutes  discussing  the  case  with 
the  assistant,  and  an  additional  three  minutes  seeing 
the  patient  with  her,  checking  out  pertinent  points 
and  outlining  the  treatment  program. 

— That  since  each  internist  actually  spends  10 
minutes  for  each  15-minute  appointment  with  pa- 
tients he  sees  without  Pat,  her  services  represent  a 
doubling  of  his  productivity  for  the  patients  he  sees 
with  her. 

— That  while  the  employment  of  an  internist  as- 
sistant has  increased  the  overhead  of  the  clinic,  this 
expense  has  been  more  than  off-set  by  the  greater 
productivity  and  accessibility  achieved.  This  is  in 
keeping  with  the  President's  price  control  guidelines. 

There  are  a  number  of  additional  comments  that 
I  would  like  to  make: 

Since  Pat  was  already  working  in  the  office  as  a 


nurse's  assistant,  the  patients  have  accepted  her 
transition  to  an  internist  assistant. 

The  medical  records  she  writes  or  dictates  are  per- 
haps some  of  the  best  and  most  complete  in  our  rec- 
ord system. 

During  the  1971  session  of  the  General  Assembly 
we  strongly  supported  enactment  of  the  new  law  for 
the  registration  of  physician's  assistant  by  the  North 
Carolina  State  Board  of  Medical  Examiners.  In  No- 
vember, 1971,  the  medical  staff  of  Wilson  Clinic 
voted  to  commend  her  for  the  fine  services  she  per- 
forms, and  recommended  her  to  the  State  Board  of 
Medical  Examiners  for  registration  as  an  internist 
assistant.  The  State  Board  has  been  very  interested, 
and  we  hope  that  she  can  be  considered  for  registra- 
tion in  the  near  future. 

The  other  employees  in  the  clinic  were  initially 
somewhat  skeptical  about  this  new  service.  In  large 
part,  however,  because  of  her  personality,  her  genu- 
ine interest  in  patients,  the  knowledge  she  has  ac- 
quired, and  the  fine  service  she  performs,  her  role 
has  been  well  accepted.  Clinic  employees  are  now 
asking  her  to  check  them  and  members  of  their 
families  under  supervision;  and  they  offer  to  help  her 
in  any  way  they  can. 

The  uniform  she  wears  is  a  medium-length  white 
coat.  She  wears  a  pin  bearing  her  name  and  the 
title  "internist  assistant." 

I  am  convinced  that  the  best  investment  of  his 
time  that  any  physician  can  make  is  in  educating 
capable  employees  to  help  him  more.  We  no  longer 
have  the  time  not  to  take  time. 

So  you  see,  our  talk  has  been  on  the  topic  of 
ecology,  for  it  suggests  a  way  to  achieve  improved 
utilization  of  existing  health  manpower  resources  and 
the  preservation  of  our  health — our  most  valued 
possession. 

Train  your  own  assistant.  I  believe  that  we  have 
presented  a  model  that  others  can  follow.  "Try  it — 
you'll  like  it." 


Chancres  are  superficial,  callous,  eating  ulcers;  which  may  happen  either  with  or  without 
a  gonorrhoea.  They  are  commonly  seated  about  the  glands,  and  make  their  appearance  in 
the  following  manner:  First  a  little  red  pimple  arises,  which  soon  becomes  pointed  at  top, 
and  is  filled  with  a  whitish  matter  inclining  to  yellow.  This  pimple  is  hot.  and  itches  generally 
before  it  breaks;  afterwards  it  degenerates  into  an  obstinate  ulcer,  the  bottom  of  which  is 
usually  covered  with  a  viscid  mucus,  and  whose  edges  gradually  become  hard  and  callous. 
Sometimes  the  first  appearance  resembles  a  simple  excoriation  of  the  cuticle;  which,  if  the 
cause  be  venereal,  soon  becomes  a  true  chancre. — William  Buchan:  Domestic  Medicine,  or  a 
Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc., 
Richard  Folwell,  1799.  p.  346. 
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TRANSACTIONS  OF  THE  HOUSE  OF 

DELEGATES 

NORTH  CAROLINA  MEDICAL  SOCIETY 

Pinehurst,  May  20-22, 1973 

The  House  of  Delegates  of  the  North  Carolina 
Medical  Society  met  in  Pinehurst  during  the  annual 
session  of  the  society.  During  two  busy  sessions, 
which  were  well  attended  and  vigorously  participated 
in,  much  was  accomplished.  It  was  encouraging  to 
have  a  large  number  of  students  present  and  active, 
both  as  delegates  and  as  observers,  and  their  partici- 
pation in  the  deliberations  of  the  reference  commit- 
tees was  particularly  valuable.  The  number  of  alter- 
nate delegates  present  was  the  largest  in  recent  his- 
tory, and  they  too  were  active. 

Elections 

The  House  elected  the  following  officers  for  the 
current  year: 

President:  George  G.  Gilbert,  M.D.,  Asheville 
President-Elect:  Frank  R.  Reynolds,  M.D., 

Wilmington 
First  Vice-President:  Michael  Keleher,  M.D.. 

Asheville 
Second  Vice-President:  D.  E.  Ward,  M.D., 

Lumberton 
Secretary  (1973-1976) :  E.  Harvey  Estes,  Jr.,  M.D., 

Durham 
Speaker:  James  E.  Davis,  M.D.,  Durham 
Vice-Speaker:  Chalmers  R.  Carr,  M.D.,  Charlotte 

Councilors  and  Vice  Councilors 

Second  District  (1976): 

Councilor:  J.  Benjamin  Warren,  M.D.,  New  Bern 
Vice  Councilor:  Charles  P.  Nicholson,  M.D., 
Morehead  City 

Third  District  (1976): 

Councilor:  E.  Thomas  Marshburn,  Jr., 

Wilmington 
Vice  Councilor:  Edward  Lee  Boyette,  M.D., 

Chinquapin 

Eighth  District  (1976): 

Councilor:  Ernest  B.  Spangler,  M.D.,  Greensboro 
Vice  Councilor:  James  F.  Reinhardt,  M.D., 
Greensboro 

Ninth  District  (1976): 

Councilor:  Verne  H.  Blackwelder,  M  D.,  Lenoir 
Vice  Councilor:  Jack  E.  Evans,  M.D.,  Lexington 
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AM  A   Delegates    (January    1,    1974-December   31, 
1975) 
David  G.  Welton,  M.D.,  Charlotte 
Edgar  T.  Beddingficld,  Jr.,  M.D.,  Wilson 

AMA  Alternate  Delegates  (January  1,  1974-Decem- 
ber 31,  1975): 
John  Glasson,  M.D.,  Durham 
D.  E.  Ward,  Jr.,  M.D.,  Lumberton 

State  Board  of  Health  (four-year  terms) 
Jesse  H.  Meredith,  M.D.,  Winston-Salem 
Maurice  A.  Kamp,  M.D.,  Charlotte 

Medical  Care  Commission  (four-year  term) 
David  T.  Tayloe,  M.D.,  Washington 

North  Carolina  Blue  Cross  Blue  Shield,  Inc.,  Trustees 
(three-year  terms) 
Marvin  N.  Lymberis,  M.D.,  Charlotte 
Kenneth  D.  Weeks,  M.D.,  Rocky  Mount 

Retirement  Savings  Plan  Committee  (three-year 
terms) 
Robert  W.  Williams,  M.D.,  Wilmington 
Vernon  L.  Andrews,  M.D.,  Mount  Gilead 

Committee  on  Blue  Shield  (three-year  terms,  10 

members ) 
Joseph  B.  McCoy,  Jr.,  M.D.  (ObGyn)  (VII), 

Charlotte 
Sarah  A.  T.Morrow,  M.D.  (PH)  (VIII), 

Greensboro 
H.  Raymond  Madry,  Jr.,  M.D.  (R)  (VI),  Raleigh 
Robert  D.  O'Connor,  M.D.  (O)  (IX),  Hickory 
William  R.  Purcell,  M.D.  (Pd)   (V),  Laurinburg 
Charles  L.  Herring,  M.D.  (I)  (II),  Kinston 
Arthur  E.  Davis,  Jr.,  M.D.  (Path)  (VI),  Raleigh 
William  A.  Phillips,  M.D.  (D)  (III),  Wilmington 
Frank  C.  Morrison,  Jr.,  M.D.  (GP)  (X),  Canton 
John  T.  Langley,  M.D.  (Or)  (II),  Kinston 

Upon  nomination  of  each  district,  following  cau- 
cus, the  House  elected  the  following  nominating 
committee: 

First  District  (1976) :  John  A.  Payne  III,  M.D., 
Sunbury 

Second  District  (1975):  Elliott  Dixon,  M.D.,  Ayden 

Third  District  (1974).  David  B.  Sloan,  Jr.,  M.D., 
Wilmington 

Fourth  District  (1976) :  Larry  M.  Cutchin,  M.D., 
Tarboro 
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Fifth  District  (1974) :  Joseph  W.  Baggett, 
Fayetteville 

Sixth  District  (1975) :  Oscar  L.  Sapp  III,  Chapel  Hill 
Seventh  District  (1974) :  James  B.  Greenwood, 
Charlotte 

Eighth  District  (1976) :  Roy  S.  Clemmons, 
Greensboro 

Ninth  District  (1974) :  Thomas  E.  Fitz,  M.D., 
Hickory 

Tenth  District  ( 1975 ) :  Benjamin  Ray  Olinger,  M.D., 
Asheville 

Actions 

Perhaps  the  three  most  significant  actions  taken  by 
the  House  this  year  were: 

1.  Adoption  of  the  report  of  the  subcommittee  of 
the  North  Carolina  Joint  Conference  Committee  on 
Medical  Care. 

As  anticipated,  there  was  considerable  discussion 
concerning  this  report  and  as  to  whether  the  House 
of  Delegates  should  adopt  it  or  file  it  for  reference. 
The  House  voted  to  adopt. 

2.  Approval  of  Professional  Standards  Review  in 
North  Carolina. 

By  adopting  the  report  of  the  Executive  Council 
which  established  the  North  Carolina  Peer  Review 
Foundation,  Inc.,  by  approving  the  establishment  of  a 
separate  nonprofit  foundation  to  administer  profes- 
sional standards  review  within  Guilford  County,  and 
by  rejecting  the  Edgecombe-Nash  County  resolution, 
which  would  have  prohibited  collaboration  with 
PSRO,  the  Society  is  on  record  as  approving  Pro- 
fessional Standards  Review. 

3.  Adoption  of  a  resolution  making  continued 
education  a  requirement  for  membership  in  the  North 
Carolina  Medical  Society. 

This  resolution  requires  continued  education,  as 
approved  by  the  Executive  Council,  and  proof 
thereof,  be  made  a  requirement  for  membership  in  the 
Society  and  provides  that  the  Bylaws  of  the  Society  be 
changed  accordingly. 

Society  Matters 

In  other  actions  related  to  intrinsic  Society  matters, 
the  House: 

1.  Approved  the  recommendation  of  the  Annual 
Convention  Committee  which  will  produce  changes  in 
the  format  of  our  annual  sessions. 

2.  Approved  the  recommendations  from  the  Con- 
ference on  Access  to  Medical  Care. 

3.  Adopted  the  annual  budget  estimates  for  1973. 

4.  Directed  that  the  Society  build  up  a  reserve 
fund  equivalent  to  one  year's  normal  operating  expen- 
ses. 

5.  Adopted  the  recommendations  of  the  Committee 
on  Scientific  Awards  which  provides  that  the  general 
sessions  have  a  theme  for  each  annual  meeting;  that 
Sections  be  encouraged  to  develop  audiovisual  pro- 
grams; that  presentations  at  the  General  Sessions  be 


tape-recorded;  and  that  an  award  for  the  outstanding 
paper  presented  by  a  medical  student  or  house  officer 
be  established. 

6.  Approved  a  resolution  that  a  method  be  found  to 
increase  the  allowances  for  the  President  of  the 
Society  and  that  this  matter  be  referred  to  an  ad  hoc 
committee  to  be  appointed  by  the  President. 

7.  Amended  the  Bylaws  to  delete  the  Committee  on 
Negotiations  as  a  standing  committee. 

8.  Accepted  a  proposed  change  in  the  Constitution 
which  would  remove  the  requirement  that  a  student 
member  be  an  active  member  of  his  local  SAMA 
chapter. 

Health  Issues 

In  the  area  of  health  -  oriented  issues  the  House: 

1.  Recommended  to  the  Department  of  Public  In- 
struction that  it  permit  additional  conditioning  ses- 
sions for  football  practice  on  a  voluntary  basis. 

2.  Approved  a  resolution  calling  for  greater  con- 
cern on  the  part  of  local  boards  of  education,  county 
medical  societies,  and  practicing  physicians  for  junior 
and  senior  high  school  course  on  venereal  diseases. 

3.  Adopted  a  statement  of  policy  in  conjunction 
with  the  North  Carolina  Hospital  Association  con- 
cerning the  donation  of  human  tissue  for  transplanta- 
tion. This  action  encourages  all  members  of  our 
Society  to  participate  strongly  in.  support,  and  en- 
courage all  measures  which  will  lead  to  a  better  ana- 
tomical gift  program  in  North  Carolina. 

4.  Referred  back  to  the  Committee  on  Chronic  Ill- 
ness, Tuberculosis,  and  Heart  Disease  the  statement 
regarding  the  preventative  use  of  isoniazid  for  re- 
evaluation  of  the  indicated  uses  of  this  drug. 

Medical  Education 

In  matters  related  to  medical  education,  the  House 
adopted  resolutions  which  would  recommend  that 
medical  students  spend  time  in  community  practice 
settings  and  that  community  practicing  physicians  be 
included  on  the  admission  committees  of  the  medical 
schools. 

Patient  Care 

In  the  area  of  patient  care,  the  House: 

1.  Adopted  the  position  that  the  composition  of  the 
membership  in  all  regulating  and  accrediting  agencies 
(licensure,  specialty  boards,  auditing  agencies,  gov- 
ernmental and  nongovernmental  committees  and 
commissions)  should  be  truly  representative  of,  and 
peers  of,  those  whom  they  regulate,  and  requested 
that  county  societies,  state  societies,  and  the  AMA 
utilize  their  collective  influence  and  persuasive 
powers  to  implement  this  policy. 

2.  Stated  that  the  solution  of  problems  concerned 
with  the  delivery  of  primary  care  is  the  most  urgent 
among  the  medical  needs  of  the  state,  and  referred 
the  matter  to  the  Executive  Council  for  further  con- 
sideration. 

3.  Opposed   any   review   of   patients   or   patient 
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records  by  non-peers  and  instructed  that  the  North 
Carolina  Hospital  Association,  the  Office  of  Compre- 
hensive Health  Planning,  the  Department  of  Adminis- 
tration, and  the  Department  of  Human  Resources  be 
apprised  of  this  position. 

The  House  of  Delegates  went  on  record  as  consid- 
ering Phase  III  of  the  Economic  Control  Program  to 
be  discriminatory  and  unjust  with  respect  to  physi- 
cians. It  also  urged  the  AMA  to  challenge  these  regu- 
lations in  the  courts  by  means  of  a  class  action,  and 


to  urge  the  AMA  membership  to  undertake  a  tele- 
gram and  letter  campaign,  directed  to  congressmen 
and  senators,  protesting  this  discrimination. 

The  House  also  requested  the  AMA  to  discontinue 
its  policy  requiring  members  of  a  state  association 
who  withdraw  from  the  national  organization  to  pay 
a  year's  dues  in  arrears  if  they  rejoin,  unless  indi- 
vidually excepted. 

James  E.  Davis,  M.D.,  Speaker 


Emergency 

Medical 

Services 


THE  NEED  FOR  EMERGENCY  MEDICAL 
COUNCILS 

Henry  C.  Huntley,  M.D. 

One  of  every  four  Americans  will  seek  care  at  an 
emergency  medical  facility  within  the  next  year,  many 
for  heart  attacks  or  strokes,  or  for  traffic  mishaps, 
falls,  and  other  accidents  that  are  the  leading  cause  of 
death  in  Americans  aged  one  to  37  years.  While  we 
take  for  granted  that  our  community  will  be  able  to 
provide  the  medical  services  we  need,  as  many  as 
60,000  people  may  die  needlessly  each  year  because 
they  do  not  receive  proper  emergency  care. 

The  problem  exists  because  of  the  complexity  of  a 
total  emergency  medical  care  system.  The  system 
involves  the  cooperation  and  coordination  of  a  great 
number  of  people,  organizations,  and  institutions  in 
every  community:  hospital  personnel,  physicians, 
nurses,  medical  technicians,  ambulances  and  rescue 
personnel,  fire  and  police  officers,  public  health 
workers,  volunteer  health  workers,  Red  Cross  per- 
sonnel, members  of  public  and  private  organizations 
concerned  with  health  services,  and  you  yourself. 
Since  a  breakdown  in  any  part  can  greatly  weaken 
the  system  of  providing  emergency  care  for  all  citi- 
zens, community-wide  participation  and  planning  are 
necessary.  The  best  way  for  the  community  to  meet 
this  responsibility  is  through  the  formation  of  an 
emergency  medical  council. 

There  are  approximately  150  local  and  25  state- 
wide emergency  medical  councils  in  the  United  States 
today.  The  composition  and  activities  of  each  council 
varies,  but  all  have  one  common  goal:  to  improve 
the  chances  of  survival  of  anyone  who  suffers  a 
medical  emergency. 


An  EMS  council  is  essential  to  coordinate  a  com- 
munity's delivery  of  health  care  even  when  all  ele- 
ments of  the  system  are  strong:  in  many  communities, 
unfortunately,  the  elements  are  weak.  Surveys  con- 
ducted in  37  states  reveal  that  (1)  almost  one  half  of 
the  emergency  ambulances  are  station  wagons  or 
hearses;  (2)  less  than  10  percent  of  the  ambulances 
have  equipment  to  communicate  with  the  emergency 
department  of  the  hospital;  (3)  only  5  percent  of  the 
ambulance  attendants  meet  the  training  standards  es- 
tablished by  the  National  Academy  of  Sciences;  (4) 
only  17  percent  of  the  hospitals  have  a  physician  on 
duty  24  hours  a  day;  (5)  only  a  few  states  have  put 
up  highway  signs  to  direct  motorists  to  emergency 
care  facilities. 

Far  too  few  citizens  have  received  Red  Cross  first 
aid  or  medical  self-help  training.  Furthermore,  mil- 
lions of  Americans  have  special  medical  problems, 
and  only  a  fraction  use  the  Emergency  Medical  Iden- 
tification (EMI)  system. 

A  survey  of  community  council  activities  during 
1970  showed  that  such  accomplishments  as  the 
following  had  been  made:  (1 )  planning  for  the  coor- 
dination of  all  parts  of  the  emergency  medical  service 
system;  (2)  development  of  better  communications 
system  including  central  dispatch  and  a  single  tele- 
phone number  for  reporting  all  emergencies;  (3) 
training  of  ambulance  attendants  and  emergency 
medical  technicians  so  they  can  properly  care  for  the 
patient  at  the  site  of  the  incident  and  en  route  to  the 
hospital,  (4)  preparation  of  legislation  concerning 
ambulance  services,  "Good  Samaritan"  laws  and 
other  aspects  of  emergency  medical  care. 

A  better  emergency  medical  care  system  is  going 
to  cost  money.  For  example,  providing  ambulance 
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service  is  an  immediate  need,  and  the  cost  of  operat- 
ing one  well  equipped,  well  staffed  ambulance  24 
hours  a  day  every  day  of  the  year  is  at  least  $75,000. 
In  a  community  of  30,000  people,  an  average  of  three 
emergency  runs  will  be  made  daily  (fee  for  each  is 
approximately  $65.00).  The  necessary  additional 
support  has  been  supplied  in  such  ways  as  tax  sub- 
sidies, volunteer  services,  and  the  use  of  hospital- 
based  service. 


Hill 


*  Associate    Director,    North    Carolina    Memorial    Hospital.    Chapel 


In  a  community  of  30,000,  eight  to  ten  lives  could 
be  saved  each  year  if  effective  emergency  medical 
care  were  available. 

Abstracted  by 

Fred  Parker*  and  Cherry  Parker,  R.N. 

From  "Emergency  Medicine  Today,"  AM  A  Com- 
mission on  Emergency  Medical  services,  vol.  1,  No. 
10.  The  original  article  may  be  obtained  from  the 
American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  III.  60610. 


Surgery  in  an  Ambulatory  Care  Unit 

To  the  Editor: 

The  May  1973  issue  of  the  North  Carolina 
Medical  Journal  contains  an  article  entitled  "In- 
patient Surgery  on  an  Ambulatory  Basis"  by  James  E. 
Davis,  M.D.  In  his  article,  Dr.  Davis  lists  a  number 
of  surgical  procedures  which  he  says  should  be  done 
preferentially  on  an  ambulatory  basis.  I  would  take 
exception  to  the  idea  that  tonsillectomy  and 
adenoidectomy  should  be  done  on  outpatients.  This  is 
a  procedure  that  has  a  mortality  rate  reported  to  be 
in  the  vicinity  of  1  in  3,000,  and  with  a  complica- 
tion rate  significantly  greater.  Certainly,  the  anes- 
thetic problems  associated  with  tonsillectomy  and 
adenoidectomy  are  considerable.  Until  Dr.  Davis  can 
produce  convincing  data  to  the  contrary,  I  believe  it 
would  be  unwise  to  do  a  tonsillectomy  and  adenoidec- 
tomy on  outpatients. 

Thomas  H.  Irving,  M.D.,  Chairman 
Department  of  Anesthesia 
Bowman  Gray  School  of  Medicine 
Winston-Salem 

Dr.  Davis  replies: 

Two  recent,  excellent  studies  on  mortality  resulting 
from  tonsillectomy  and  adenoidectomy  have  shown 
an  average  of  one  death  per  16,000  operations  or  a 
mortality  rate  of  0.006  percent.  Pratt's  study  of 
6,175,729  tonsillectomies  and  adenoidectomies  re- 
veal that  1/44,429  (0.002  percent)  were  attributed 
to  anesthetic  causes;   1/48,627   (0.002  percent)   to 


cardiac  arrest;  and  1/55,637  (0.002  percent)  to 
hemorrhage.  Though  the  bleeding  was  not  separated 
into  "early"  and  "late,"  it  is  well  accepted  that  some 
patients  will  bleed  several  days  following  tonsillec- 
tomy and  adenoidectomy  and  require  further  care. 

The  only  difference  between  doing  tonsillectomies 
and  adenoidectomies  on  an  "in-patient  basis"  or  on 
an  "ambulatory  basis"  is  the  length  of  time  the  patient 
is  observed  in  the  hospital  after  operation.  By  either 
method,  the  standard  operating  room  and  recovery 
room  routines  are  followed,  but  the  "ambulatory 
patient"  is  discharged  home  6  to  8  hours  after  opera- 
tion, if  his  condition  warrants. 

Therefore,  the  only  patients  in  possible  jeopardy 
by  discharge  the  same  day  would  be  the  group  of 
"late"  bleeders  (less  than  0.002  percent)  since  all 
other  causes  of  mortality  would  have  been  manifested 
prior  to  discharge.  Many  otolarynogologists  feel  that 
if  the  patient  has  not  bled  6  to  8  hours  postopera- 
tively, discharge  is  safe.  Again,  some  patients  will 
bleed  postoperatively,  regardless  of  how  long  they  are 
kept  in  the  hospital,  but  it  appears  highly  unlikely 
that  keeping  all  of  them  in  the  hospital  overnight  will 
significantly  change  this. 

Incidentally,  we  have  admitted  one  patient  to  our 
Ambulatory  Unit,  who  had  T  &  A  elsewhere  five  days 
previously,  because  of  late  bleeding.  The  bleeding 
was  controlled,  and  the  patient  was  discharged  home 
the  same  day. 

References: 

1.  Commission  on  Professional  and  Hospital  Activities:  Memorandum 
report.  T  &  A  study.  Private  communication  to  Thayer  Hospital, 
Waterville,  Maine  (March  7)   1969. 

2.  Pratt  LW:  Tonsillectomy  and  adenoidectomy:  mortality  and  mor- 
bidity. Trans  Amer  Acad  Ophthalmol  Otolaryngol,  74:1146.  1970. 
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Committee  and 
Commission  Appointments 

1973-1974 


Note:   The  Committees  listed  herein  have  been  authorized  by  President  George  G.  Gilbert.  M.D.,  and/or  as  re- 
quired under  the  Constitution  and  Bylaws. 

Particular  note  should  be  taken  of  the  authorization  of  the  HOUSE  OF  DELEGATES  of  a  Commission 
form  of  organizational  activity  and  that  all  Committees,  excepting  COMMITTEE  ON  NOMINATIONS 
AND  MEDIATION  COMMITTEE  are  segregated  under  the  respective  Commission  in  which  the  func- 
tion of  the  Committee  logically  rests.  This  will  tend  to  eliminate  overlapping  and  duplication  in  activity 
programs  and  result  in  coordination  of  the  work  of  the  Society  in  a  manner  to  lessen  the  work  of  the 
delegates  in  the  Annual  Meeting  of  the  HOUSE  OF  DELEGATES. 

The  President,  Secretary  and  Executive  Director  of  the  Society  are  ex  officio  members  of  all  Commit- 
tees and,  along  with  the  Commission  Chairman,  should  receive  notice  of  meetings,  agenda  and  minutes 
of  committee  meetings  during  the  activity  year. 

(Superior  figures  (e.g.  21)  indicate  the  component  County  Society  from  which  the  member  emanates,   as  in  the  Membership  list  of  the  ROSTER.) 


Committee 
Listing 
I.  ADMINISTRATION  COMMISSION 

A.  Hewitt  Rose,  Jr.,  M.D.,  Chairman 
3801  Computer  Dr.,  Raleigh  27609 

1.  Finance,  Committee  on  (1-1)  No.  20 
T.  Tilghman  Herring,  M.D.,  Chairman 

Wilson  Clinic.  Wilson  27893 

2.  Insurance,  Com.  on  Professional  (1-2)  No.  47 
John  C.  Burwell,  Jr.,  M.D.,  Chairman 

1026  Professional  Village,  Greensboro  27401 

3.  Personnel  &  Headquarters  Operation, 

Com.  on  (1-3)  No.  43 

A.  Hewitt  Rose,  Jr.,  M.D..  Chairman 
3801  Computer  Dr.,  Raleigh  27609 

4.  Retirement  Savings  Plan  Committee  (1-4)  No.  52 
Jesse  Caldwell,  Jr.,  M.D.,  Chairman 

1 14  W.  Third  Avenue.  Gastonia  28052 

5.  ad  hoc  Com.  to  Study  and  Recommend  a  Salary 
or  Increase  in  Allowances  for  the 

President  (1-5)  No.  58 

George  W.  Paschal,  Jr..  M.D.,  Chairman 
1 1 10  Wake  Forest  Rd..  Raleigh  27604 

II.  ADVISORY  AND  STUDY  COMMISSION 

Roy  S.  Bigham,  Jr.,  M.D.,  Chairman 
1708  E.  Fourth  St.,  Charlotte  28204 

1.  Auxiliary  and  American  Medical  Education  & 
Research  Foundation  (AMA-ERF), 

Com.  on  (II-l)  No.   1 

A.  J.  Tannenbaum,  M.D.,  Chairman 

1001  N.  Elm  St.,  Greensboro  27401 

Gloria  F.  Graham,  M.D.,  Co-Chairman  for  Auxiliary 

1010  W.  Nash  St.,  Wilson  27893 

2.  Anesthesia  Study,  Com.  on   (II-2)  No.  2 
Albert  Arthur  Bechtoldt,  Jr.,  M.D.,  Chairman 

UNC  Sch.  of  Medicine,  Chapel  Hill  27514 

3.  Archives  of  History — NCMS,  Com.  on   (II-3)       No.  6 
Roscoe  D.  McMillan,  M.D.,  Chairman 

Box  232,  Red  Springs  28377 


4.  Cancer,  Committee  on  (II-4)  No.  8 
Lewis  S.  Thorp,  M.D.,  Chairman 

100  Nash  Med.  Arts  Mall,  Rocky  Mount  27801 

5.  Constitution  &  Bylaws,  Com.  on  (II-5)  No.   13 
Henry  J.  Carr,  Jr.,  M.D.,  Chairman 

603  Beamon  St.,  Clinton  28328 

6.  Medical  Education,  Com.  on  (II-6)  No.  30 
Richard  H.  Ames,  M.D.,  Chairman 

1018  Prof.  Village,  Greensboro  27401 

7.  Motor  Vehicles,  Com.  Adv.  to  N.  C. 

Dept.  of  (II-7)  No.  39 

Edgar  T.  Beddingfield,  Jr..  M.D. 
Wilson  Clinic,  Wilson  27893 

8.  Nursing.  Com.  of  Physicians  on  (II-8)  No.  45 
W.  B.  McCutcheon,  Jr.,  M.D.,  Chairman 

1830  Hillandale  Rd..  Durham  27705 

9.  Medical  Students,  Com.  Adv.  to  (II-9)  No.  56 
Oscar  L.  Sapp,  III,  M.D.,  Chairman 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 

10.  Relative  Value  Study,  Com.  on  01-10)  No.  51 
Arthur  E.  Davis,  Jr.,  M.D.,  Chairman 

Rex  Hospital,  Raleigh  27603 

11.  ad  hoc  Committee  on  Constitution  and 

Bylaws  Revision  (11-11)  No.  57 

Louis  deS.  Shaffner,  M.D.,  Chairman 
Bowman  Gray,  Winston-Salem  27103 

III.  ANNUAL  CONVENTION  COMMISSION 

Josephine  E.  Newell,  M.D.,  Chairman 
P.  O.  Box  68.  Bailey  27807 

1.  Arrangements,  Com.  on   (III-l)  No.  3 
E.  Harvey  Estes,  Jr.,  M.D.,  Chairman 

Duke  Univ.  Med.  Ctr.,  Durham  27710 

2.  Audio-Visual  Programs,  Com.  on  (III-2)  No.  5 
George  Pat  Henderson.  Jr..  M.D.,  Chairman 

115  Highland  Ave.,  Southern  Pines  28374 

3.  Awards,  Com.  on  Scientific  (III-3)  No.  53 
David  S.  Citron,  M.D.,  Chairman 

1900  Brunswick  Ave.,  Charlotte  28207 
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4.  Credentials,  Com.  on  (of  House  of 

Delegates)  (III-4)  No.  14 

Charles  B.  Wilkerson,  Jr.,  M.D.,  Chairman 
100  S.  Boylan  Ave.,  Raleigh  27603 

5.  Exhibits,  Com.  on  Scientific  (III-5)  No.  54 
Josephine  E.  Newell,  M.D.,  Chairman 

Box  68,  Bailey  27807 

6.  Memorial  Services,  Com.  on  (III-6)  No.  35 
W.  Otis  Duck,  M.D.,  Chairman 

Drawer  F,  Mars  Hill  28754 

7.  General  Sessions  Program,  Com.  on  (III-7)         No.  48 
Kenneth  E.  Cosgrove,  M.D.,  Chairman 

510  7th  Ave.,  N.W.,  Hendersonville  28739 

IV.  PROFESSIONAL  SERVICE  COMMISSION 

W.  Howard  Wilson,  M.D.,  Chairman 
230  Bryan  Bldg.,  Raleigh  27605 

1.  Blue  Shield,  Com.  on  (IV-1)  No.  7 
David  S.  Johnston,  M.D.,  Chairman 

1822  Brunswick  Ave.,  Charlotte  28207 

2.  Hospital  &  Professional  Relations  &  Liaison 

to  N.  C.  Hospital  Association  (IV-2)  No.  23 

Joe  M.  Van  Hoy,  M.D.,  Chairman 
3535  Randolph  Rd.,  Charlotte  2821 1 

3.  Industrial  Commission,  Com.  to  Work  with 

N.  C.  (IV-3)  No.  38 

Ernest  B.  Spangler,  M.D.,  Chairman 
3811  Henderson  Road,  Greensboro  27410 

4.  Insurance   Industry   Committee   (IV-4)  No.  24 
Bernard  Wansker,  M.D.,  Chairman 

1900  Randolph  Rd.,  Charlotte  28207 

5.  Physical  &  Vocational  Rehabilitation, 

Com.  on  (IV-5)  No.  44 

Edwin  H.  Martinat,  M.D.,  Chairman 

3111  Maplewood  Ave.,  Winston-Salem  27 1 03 

6.  Advisory  Committee  to  the  Crippled 

Children's  Program  (IV-6)  No.   15 

Robert  Underdal,  M.D.,  Chairman 

1900  S.  Hawthorne  Rd.,  Winston-Salem  27103 

V.  PUBLIC  RELATIONS  COMMISSION 

John  L.  McCain,  M.D.,  Chairman 
Wilson  Clinic.  Wilson  27893 

1.  Association  of  Professions,  Com.  on    (V-l)  No.  4 
Thomas  G.  Thurston,  M.D.,  Chairman 

512  Mocksville  Ave.,  Salisbury  28144 

2.  Community  Medical  Care,  Com.  on  (V-2)  No.   11 
J.  Kempton  Jones,  M.D.,  Chairman 

1001  S.  Hamilton  Road,  Chapel  Hill  27514 

3.  Disaster  and  Emergency  Medical  Care. 

Com.  on  (V-3)  No.   17 

George  A.  Watson,  M.D.,  Chairman 
306  S.  Gregson  St.,  Durham  27701 

4.  Eye  Care  &  Eye  Bank,  Com.  on  (V-4)  No.   19 
Paul  B.  Abernethy,  M.D.,  Chairman 

1610  Vaughn  Rd.,  Burlington  27215 

5.  Legislation,  Com.  on  (V-5)  No.  25 
H.  David  Bruton,  M.D.,  Chairman 

Town  Center,  Southern  Pines  28387 

6.  Medical-Legal  Committee   (V-6)  No.  31 
Julius  Howell,  M.D.,  Chairman 

Bowman  Gray,  Winston-Salem  27103 

7.  Committee  Liaison  to  N.  C. 

Pharmaceutical  Association  (V-7)  No.  40 

Charles  W.  Byrd,  M.D.,  Chairman 
Box  708,  Dunn  28334 


Public  Relations,  Committee  on   (V-8) 
John  L.  McCain,  M.D.,  Chairman 
Wilson  Clinic,  Wilson  27893 
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VI.  PUBLIC  SERVICE  COMMISSION 

Philip  G.  Nelson,  M.D.,  Chairman 
Medical  Pavilion,  Greenville  27834 

1.  Child  Health  and  Infectious  Diseases, 

Com.  on  (VI-1)  No.  9 

Oliver  F.  Roddey,  Jr.,  M.D.,  Chairman 
Hawthorne  Medical  Or.,  Charlotte  28204 

2.  Chronic  Illness,  TB  and  Heart  Disease, 

Com.  on  (VI-2)  No.  10 

Dirk  Verhoeff,  M.D.,  Chairman 
Huntersville  Hosp.,  Huntersville  28078 

3.  Drug  Abuse,  Committee  on  (VI-3)  No.   18 
Wm.  J.  K.  Rockwell,  M.D.,  Chairman 

Duke  Univ.  Med.  Ctr.,  Durham  27710 

4.  Marriage  Counseling  &  Family  Life  Education, 

Com.  on  (VI-4)  No.  26 

Takey  Crist,  M.D.,  Chairman 

301  Johnson  Blvd.,  Jacksonville  28540 

5.  Maternal  Health,  Committee  on  (VI-5)  No.  27 
W.  Joseph  May,  M.D..  Chairman 

121  Prof.  Bldg.,  Winston-Salem  27103 

6.  Medical  Aspects  of  Sports,  Com.  on  (VI-6)         No.  29 
Frank  C.  Wilson,  Jr.,  M.D.,  Chairman 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 

7.  Medicine  and  Religion,  Com.  on   (VI-7)  No.  33 
Jack  W.  Wilkerson,  M.D.,  Chairman 

Greenville  Clinic,  Greenville  27834 

8.  Mental  Health,  Committee  on  (VI-8)  No.  34 
Philip  G.  Nelson,  M.D..  Chairman 

Medical  Pavilion,  Greenville  27834 
Subcommittees: 

Alcoholism  No.  34-A 

Donald  E.  Macdonald,  M.D.,  Chairman 

100  Billingsley  Rd.,  Charlotte  2821  1 

Mental    Retardation    &    Children's    Services     No.  34-B 

Alanson  Hinman,  M.D..  Chairman 

Bowman  Gray,  Winston-Salem  27103 

9.  Occupational  and  Environmental  Health, 

Com.  on  (VI-9)  No.  41 

Harold  R.  Imbus,  M.D.,  Chairman 
P.  O.  Box  21207.  Greensboro  27420 

VII.  DEVELOPING  GOVERNMENT  HEALTH 
PROGRAMS  COMMISSION 

John  A.  McLeod,  Jr.,  M.D.,  Chairman 
Memorial  Mission  Hosp.,  Asheville  28801 

1.  Comprehensive  Health  Service  Planning, 

Com.  on  (VIM)  No.  12 

Robert  C.  Moffatt,  M.D.,  Chairman 
309  Doctor's  Bldg.,  Asheville  28801 

2.  Medicare,  Committee  on  (VIM)  No.  32 
William  T.  Raby,  M.D..  Chairman 

1012  Kings  Dr..  Charlotte  28207 

3.  Peer  Review,  Committee  on  (VIM)  No.  42 
M.  Frank  Sohmer,  Jr.,  M.D..  Chairman 

Prof.  Bldg.,  Winston-Salem  27103 

4.  Social  Service  Programs,  Com.  on 

(Including  Medicaid)   (VII-4)  No.  55 

James  S.  Mitchener,  M.D.,  Chairman 
Box  1599.  Laurinburg  28352 
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5.  Health  Care  Delivery,  Com.  on  (VII-5) 

Patrick  Kenan,  M.D.,  Chairman 
Duke  Med.  Ctr..  Durham  27710 


VIII.  MEDIATION,  COMMITTEE  ON 

(Not  a  commission  bylaw  provided)  No.  28 

David  G.  Wclion.  M.D..  Chairman 

3535  Randolph  Rd.,  Suite  101-W,  Charlotte  28211 

John  Glasson,  M.D.,  Secretary 

306  S.  Gregson  St.,  Durham  27701 


IX.  NOMINATIONS,  COMMITTEE  ON 

J.  Elliott  Dixon,  M.D.,  Chairman 

215  E.  2nd  St.,  Ayden  28513 


COUNCIL  ON  REVIEW  &  DEVELOPMENT 

Charles  W.  Styron,  M.D.,  Chairman  No. 

615  St.  Mary's  St.,  Raleigh  27605 

1.  Committee  on  Auxiliary  and  AMAERF  (12) 
(1  Consultant)  II-l 

A.  J.  Tannenhaum,  M.D.,41  Chairman 

1001  N.  Elm  St.,  Greensboro  27401 
Eben  Alexander,  Jr.,  M.D.'14 

Bowman  Gray,  Winston-Salem  27103 
Jack  S.  Billings,  M.D.34 

P.  O.  Box  806,  Rural  Hall  27045 
Ernest  Craige,  M.D.3- 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Morris  A.  Jones,  Jr.,  M.D.32 

Watts  Hosp.,  Dept.  of  Rad.,  Durham  27705 
William  P.  J.  Peete,  M.D.3- 

Box  3506.  Duke  Med.  Ctr.,  Durham  27710 
Vernon  W.  Taylor,  Jr.,  M.D.N,; 

815  N.  Bridge  St.,  Elkin  28621 
Auxiliary: 

Gloria  F.  Graham,  M.D.,1IS  Co-Chairman 
1010  W.  Nash  St.,  Wilson  27893 
W.  Reece  Berryhill,  M.D. 3- 

UNC  Sch.  of  Med.,  Box  866,  Chapel  Hill  27514 
Bruce  B.  Blackmon,  M.D.4:! 

P.  O.  Box  8,  Buies  Creek  27506 
A.  J.  Crutchfield,  M.D.-" 

93  Prof.  Building,  Winston-Salem  27103 
Rose  Pully,  M.D."'4 

1007V4  N.  College  St.,  Kinston  28501, 
Consultant: 
Mrs.  Joe  W.  Frazer,  Jr.  (AMAERF  Auxiliary 

Chairman) 

205  W.  Greenway,  N„  Greensboro  27403 

2.  Committee  on  Anesthesia  Study  (6)  II-2 
Albert  Arthur  Bechtoldt,  Jr.,  M.D.,3-  Chairman 

UNC  School  of  Medicine,  Chapel  Hill  27514 
Lewis  J.  Gaskins,  M.D.!I- 

Rex  Hosp.,  Dept.  of  Anes.,  Raleigh  27603 
C.  T.  Harris,  M.D.«» 

401  Fesbrook  Court,  Charlotte  2821 1 
John  R.  Hoskins,  III,  M.D.11 

202  Doctor's  Bldg.,  Asheville  28801 
Albert  R.  Howard,  M.D.1 

506  N.  Gumey  St.,  Burlington  27215 
Bill  Joe  Swan,  M.D.13 

776  Williamsburg  Dr.,  Concord  28025 

3.  Committee  on  Arrangements  (3)  (6  Consultants)  III-l 
E.  Harvey  Estes,  Jr.,  M.D.,3-  Chairman 

Duke  Univ.  Med.  Ctr.,  Durham  27710 


No.  21  Josephine  E.  Newell,  M.D.»« 

Box  68,  Bailey  27807 
H.  David  Bruton,  M.D.63 

Town  Center,  Southern  Pines  28387 
Consultants: 
Kenneth  E.  Cosgrove,  M.D.4-"' 

510  7th  Avenue,  W.,  Hendersonville  28739 
James  E.  Davis,  M.D.3-  (Speaker — House  of  Delegates) 

1200  Broad  St.,  Durham,  27705 
Jack  Hughes,  M.D.3- 

923  Broad  St.,  Durham  27705 
Philip  Naumoff,  M.D.11" 

1012  Kings  Dr.,  Charlotte  28207 
No.  36  Michael  Pishko,  M.D.63 

Pinehurst  Surgical  Clinic,  Pinehurst  28374 
Mrs.  Peggy  Crutchfield  (Auxiliary) 

Quail  Hollow  Rd.,  Rt.  2,  Clemmons  27102 
16  4.  Committee  on  Association  of  Professions  (6)  (6 

Consultants)  V-l 
Thomas  G.  Thurston.  M.D..S"  Chairman 

512  Mocksville  Ave.,  Salisbury  28144 
John  C.  Hamrick,  M.D.23 

Box  668,  Shelby  28150 
Edward  K.  Isbey,  Jr.,  M.D." 

3-C  Doctors  Park,  Asheville  28801 
John  R.  Kernodle,  M.D.1 

Kernodle  Clinic.  Burlington  27215 
John  S.  Rhodes,  M.D.!1- 

1300  St.  Mary's  St.,  Raleigh  27605 
George  G.  Gilbert,  M.D.11 

1  Doctor's  Park,  Asheville  28801 
Consultants: 
H.  Fleming  Fuller,  M.D."'4 

Kinston  Clinic,  Kinston  28501 
Thomas  P.  Nash,  III,  M.D.7" 

1 142  N.  Road  St.,  Elizabeth  City  27909 
Edward  Leon  Roberson,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
Richard  V.  Surgnier,  M.D.,S 

419  2nd  St.,  NW.  Hickory  28601 
Walter  T.  Tice,  M.D.41 

624  Quaker  Lane,  High  Point  27262 
John  L.  Hazelhurst,  M.D.11 

108  Doctor's  Building,  Asheville  28801 
5.  Committee  on  Audio-Visual  ProgTams  (7)  III-2 
George  Pat  Henderson,  M.D.,03  Chairman 

115  Highland  Rd.,  Southern  Pines  28387 
Paul  McB.  Abernethy,  M.D.1 

1610  Vaughn  Rd.,  Burlington  27215 
William  H.  Burch,  M.D.4"' 

Box  285,  Lake  Lure  28746 
Thornton  R.  Cleek,  M.D.™ 

379  S.  Cox  St.,  Asheboro  27203 
John  C.  Grier.  Jr.,  M.D.63 

Box  791,  Pinehurst  28374 
John  L.  Monroe,  M.D.63 

Pinehurst  Surgical  Clinic.  Pinehurst  28374 
J.  O.  Williams,  M.D.13 

Cabarrus  Mem.  Hosp.,  Concord  28025 
6.  Committee  on  Archives  of  History — NCMS  (7)  II-3 
Roscoe  D.  McMillan,  M.D.,7S  Chairman 

Box  232,  Red  Springs  28377 
Gloria  Graham.  M.D.98 

1010  W.  Nash  St.,  Wilson  27893 
Wiley  D.  Forbus,  M.D.3- 

Duke  Medical  Center,  Durham  27710 


July  1973.  NCMJ 


533 


W.  Reece  Berryhill,  M.D.32 

UNC  Sch.  of  Med.,  Box  866,  Chapel  Hill  27514 
Rose  Pully,  M.D."'4 

1007!/2  N.  College  St.,  Kinston  28501 
John  S.  Rhodes,  M.D.^2 

1300  St.  Mary's  St.,  Raleigh  27605 
Warner  Wells,  M.D.32 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 

Committee  on  Blue  Shield  (28)  (7  Consultants)  IV-1 

Hilda  H.  Bailey,  M.D.*"  (Pd)  (IX)  1974 

102  Mocksville  Ave.,  Salisbury  28144 
(To  be  filled  by  Exec.  Council  9-30-73)  (Si  (VI)  1974 
Robert  H.  Cole,  M.D.6"  (Anes)  (VII)  1974 

1534  Coventry  Rd.,  Charlotte  28211 
George  W.  Crane,  Jr.,  M.D.3-  (D)  (VI)  1974 

1200  Broad  St.,  Durham  27705 
Arthur  E.  Davis,  Jr.,  M.D.'1-  (Path)  (VI)  1976 

Rex  Hospital,  Raleigh  27603 
Lawrence  B.  Haynes,  M.D.1'2  (Anes)  (VI)  1975 

1205  Kershaw  Dr.,  Raleigh  27609 
Charles  L.  Herring,  M.D.34  (I)  (II)  1976 

310  Glenwood  Ave.,  Kinston  28501 
W.  D.  Holbrook.  M.D.80  (P)  (VII)  1974 

1928  Randolph  Rd.,  Suite  100,  Charlotte  28207 
David  S.  Johnston.  M.D.1'"  (Or)  (VII)  1974  Chairman 

1822  Brunswick  Ave.,  Charlotte  28207 
Maurice  A.  Kamp,  M.D.'1"  (PH)  (VII)  1974 

1200  Blythe  Blvd.,  Charlotte  28203 
JohnT.  Langley,  M.D.54  (Or)  (II)  1976 

Kinston  Clinic,  Kinston  28501 
H.  Raymond  Madry,  Jr.,  M.D.112  (R)  (VI)  1976 

3821  Merton  Dr..  Raleigh  27609 
William  B.  McCutcheon,  Jr.,  M.D.32  (S)  (VI)  1975 

1830  Hillandale  Rd.,  Durham  27705 
Frank  C.  Morrison,  Jr.,  M.D.44  (GP)  (X)  1976 

Box  1192,  Canton  28716 
Sarah  A.  T.  Morrow,  M.D.«  (PH)  (VIII)  1976 

Guilford  Co.  Hlth.  Dept..  Greensboro  27401 
Philip  G.  Nelson,  M.D.74  (P)  (II)  1975 

Medical  Pavilion,  Greenville  27834 
Robert  Darrell  O'Conner,  M.D.1*  (OALR)  (IX)  1976 

24  2nd  Ave.,  N.E.,  Hickory  28601 
Philip  Henderson  Pearce.  M.D.32  (ObG)  (VI)  1975 

1821  Green  St.,  Durham  27705 
John  O.  Perritt,  M.D.83  (R)  (III)  1975 

2001  S.  Live  Oak  Parkway,  Wilmington  28401 
William  Allan  Phillips,  M.D.1"  (D)  (III)  1976 

3208  Oleander  Dr.,  Wilmington  28401 
Jerry  C.  Pickrel.  M.D.711  (Path)  (I)  1974 

P.  O.  Drawer  403,  Elizabeth  City  27909 
(To  be  filled  by  Executive  Council  9-30-73).  (Pd)   (V) 

1976 
Leon  W.  Robertson,  M.D.33  (FP)  (IV)  1975 

107  Medical  Arts  Mall,  Rocky  Mount  27801 
Luther  C.   Sappenfield,   Jr.,   M.D.2''    (Oph)    (V)    1975 

1629  Owen  Dr.,  Fayetteville  28304 
Benjamin  Vatz,  M.D.44  (I)  (VIII)  1975  Vice-Chairman 

1001  N.  Elm  St.,  Greensboro  27401 
Charles  A.  Hoffman.  Jr.,  M.D.-11  (U)  (V)  1975 

513  Owen  Drive,  Fayetteville  28301 
A.  J.  Coppridge,  M.D.32  (TJ)  (VI)  1974 

923  Broad  St.,  Durham  27705 
(ObG)   (VII)    1976  (To  be  filled  by  Executive  Council 

9-30-73) 


Consultants: 

Nicholas  G.  Georgiade,  M.D.32  (PI) 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
William  M.  Ginn,  Jr.,  M.D.»2  (C) 
3105  Essex  Circle,  Raleigh  27608 
Hamilton  W.  McKay,  Jr.,  M.D.80  (A) 

Box  4387,  Charlotte  28204 
Francis  Robicsek,  M.D.80  (S-Thoracic  &CV) 

1929  Randolph  Rd.,  Charlotte  28207 
Wayne  Rundles,  M.D.'12  (Hematology) 

Duke  Univ.  Med.  Ctr..  Durham  27710 
John  T.  Sessions,  Jr.,  M.D.32  (GE) 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
Robert  L.  Timmons,  M.D.74  (NS) 

1709  W.  Sixth  St.,  Greenville  27834 

8.  Committee  on  Cancer  (12)  (Legal — 1  ea.  Congressional 
District)  II-4 

Lewis  S.  Thorp.  M.D.,33  (2nd),  Chairman 

100  Nash  Med.  Arts  Mall,  Rocky  Mount  27801 
Richard  F.  Bowling,  M.D.23  ( 10th) 

Box  638,  Shelby  28150 
Joshua  F.  B.  Camblos,  M.D.11  (11th) 

108  Doctors  Bldg.,  Asheville  28801 
Richard  DeWitt  Jackson,  M.D.88  (  5th  ) 

821  Rockford  St.,  Mt.  Airy  27030 
Charles  Pell  Lewis,  Jr..  M.D.7'1  (6th) 

P.  O.  Box  329,  Reidsville  27320 
James  A.  Maher.  M.D."°  (3rd) 

Wayne  Co.  Hosp..  Goldsboro  27530 
Richard  W.  Martin,  M.D.40  (9th) 

435  E.  Statesville  Ave.,  Mooresville  281  15 
Rose  Pully.  M.D."'4  (2nd) 

100712  N.  College  St.,  Kinston  28501 
John  Morris  Wallace,  M.D.H4  (8th) 

Stanly  Co.  Hosp.,  Albemarle  28001 
D.  E.  Ward.  Jr.,  M.D.7N  (7th) 

2604  N.  Elm  St.,  Lumberton  28358 
Warren  H.  Cole,  M.D.11 

8  W.  Kensington  Rd..  Asheville  28804 
F.  M.  Simmons  Patterson,  M.D.32  (4th) 

Box  2327.  Chapel  Hill  27514 

9.  Committee  on  Child  Health  &  Infectious 
Diseases  (12)  VI- 1 

Oliver  F.  Roddey,  Jr.,  M.D.,011  Chairman 

1928  Randolph  Rd.,  Charlotte  28207 
Frederick  A.  Blount,  M.D.34 

3001  Maplewood  Ave..  Winston-Salem  27103 
Harrie  R.  Chamberlin,  M.D.32 

UNC  Sch.  of  Medicine.  Chapel  Hill  27514 
William  P.  Glezen,  M.D.32 

Dept.  of  Ped.,  UNC  Sch.  of  Med.,  Chapel  Hill  27514 
Thomas  A.  Henson,  M.D.41 

1006  Prof.  Village,  Greensboro  27401 
Victor  G.  Herring,  in,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
Richard  S.  Kelly,  M.D.28 

Box  3127,  Fayetteville  28305 
William  L  London,  M.D.32 

306  S.  Gregson  St.,  Durham  27701 
John  F.  Lynch,  Jr.,  M.D.44 

624  Quaker  Lane,  High  Point  27262 
John  W.  Nance,  M.D.*2 

403  Fairview  St.,  Clinton  28328 
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Ted  D.  Scurletis,  M.D.92 

1301  Hunting  Ridge  Dr.,  Raleigh  27609 
David  T.  Tayloe,  M.D.7 

608  E.  12th  St.,  Washington  27889 

10.  Committee  on  Chronic   Illness,  Including  TB  &   Heart 
Disease  (11)  VI-2 

Dirk  Verhoeff,  M.D.,80  Chairman 

Huntersville  Hosp.,  Huntersville  28078 
J.  Dewey  Dorsett,  M.D.,'5" 

21 1  Hawthorne  Lane,  Charlotte  28204 
O.  David  Garvin,  M.D.a2 

Box  191,  Old  Frat  Row,  Chapel  Hill  27514 
Isa  C.  Grant,  M.D.''2 

State  Board  of  Health,  Box  2091,  Raleigh  27602 
David  M.  Hurst,  M.D.29 

1003  Pine  Needle  Lane,  Thomasville  27360 
Thomas  F.  Kelley,  M.D.*4 

320  Yadkin  St.,  Albemarle  28001 
Thomas  D.  Long,  M.D.7:! 

Box  797,  Roxboro  27573 
Michael  A.  McCall,  M.D."':' 

442  Fleming  Ave.,  Marion  28752 
Hubert  G.  Pierce,  M.D."4 

1007  College  St.,  Kinston  28501 
William  D.  Poe,  M.D.32 

Croom  Court.  Chapel  Hill  27514 
Abram  L.  Van  Horn,  M.D.32 

UNC.  Dept.  of  Hosp.  Adm.,  Chapel  Hill  27514 

1 1.  Committee  on  Community  Medical  Care  (17)  V-2 
J.  Kempton  Jones,  M.D.,32  Chairman 

1001  S.  Hamilton  Rd.,  Chapel  Hill  27514 
Edward  L.  Boyette,  M.D.32 

P.  O.  Box  65,  Chinquapin  28521 
F.  Murray  Carroll,  M.D.-4 

722  N.  Brown  St.,  Chadbourn  28431 
W.  T.  Grimsley,  M.D.41 

P.  O.  Box  8,  Summerfield  27358 
Donald  M.  Hayes,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Roger  A.  James,  M.D.11 

946  Tunnel  Rd.,  Asheville  28803 
Lyndon  K.  Jordan,  M.D."'1 

Watts  Hosp.,  Durham  27705 
Maurice  A.  Kamp,  M.D.8" 

1200  Blythe  Blvd.,  Charlotte  28203 
Julian  F.  Keith,  Jr.,  M.D.34 

5029  Country  Club  Rd.,  Winston-Salem  27103 
Elam  S.  Kurtz,  M.D."> 

Lansing  28643 
C.  Rex  LaGrange,  M.D.9 

Box  157,  Clarkton  28433 
George  M.  Leiby,  M.D.84 

907  Honeysuckle  Lane,  Albemarle  28001 
Ronald  H.  Levine,  M.D.92 

2404  White  Oak  Rd..  Raleigh  27609 
J.J.  Pence,  Jr.,  M.D.6"' 

2305  Parham  St.,  Wilmington  28401 
Emery  L.  Rann,  M.D.11" 

1001  Beatties  Ford  Rd.,  Charlotte  28216 
Cecil  D.  Rhodes,  M.D.98 

Carolina  General  Clinic,  Wilson  27893 
Robert  Smith,  M.D.32 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 

July   1973,  NCMJ 


12.  Committee  on  Comprehensive  Health  Service  Planning 
(17)  VII-1 
Robert  C.  Moffatt,  M.D.,11  Chairman 

309  Doctor's  Building,  Asheville  28801 
Hugh  A.  Matthews,  M.D.44  (Region  A-State  of  Frank- 
lin) 

Western  Carolina  Univ.,  Cullowhee  28723 
W.  Wyan  Washburn,  M.D.23  (Region  C) 

P.  O.  Box  795,  Boiling  Springs  28017 
John  A.  McLeod,  Jr.,  M.D.11  (Region  B-Central  High- 
lands) 

Memorial  Mission  Hosp.,  Asheville  28801 
James  T.  McRae,  M.D.'11  (Region  D-WAMY) 

Dept.     of     Surgery,     Bowman-Gray,     Winston-Salem 

27103 
John    C.    Reece,    M.D.12    (Region    E-Eastern    Appala- 

chia) 

Grace  Hosp.,  Morganton  28655 
Henry  H.  Nicholson,  Jr.,  M.D.01'  (Region  F) 

1012  Kings  Dr.,  Charlotte  28207 
O.  Norris  Smith.  M.D.41   (Region  G — Piedmont-Triad) 

1019  Prof.  Village,  Greensboro  27401 
Alfred   G.   Siege,   M.D.63    (Region   H— South   Central) 

Moore  Co.  Health  Dept..  Carthage  28327 
Lyndon  K.  Jordan,  M.D."'1  (Region  J) 

P.  O.  Box  760.  Smithfield  27577 
James  P.  Green,  M.D.'-'1  (Region  K) 

176  Beckford  Dr.,  Henderson  27536 
Bruce  B.  Blackmon,  M.D.4:i  (Region  M) 

P.  O.  Box  8.  Buies  Creek  27506 
William  H.  Romm,  M.D.  (Region  R) 

Box  26,  Moyock  27958 
Harry  H.  Summerlin,  Sr.,  M.D.83  (Region  N  ) 

Box  506,  Laurinburg  28352 
Lawrence  M.  Cutchin,  M.D.33  (Region  L) 

Tarboro  Clinic.  Tarboro  27886 
Zack  J.  Waters.  Jr..  M.D.23  (  Region  P) 

Box  1089.  New  Bern  28560 
Joseph  C.  Knox,  M.D.11"  (Region  O) 

21  N.  4th  St.,  Wilmington  28401 

13.  Committee  on  Constitution  &  Bylaws  (5)  (2  Consultants) 
II-5 

Henry  J.  Carr.  Jr.,  M.D.,8-  Chairman 

603  Beamon  St.,  Clinton  28328 
Chalmers  R.  Carr,  M.D.'1" 

1822  Brunswick  Ave.,  Charlotte  28207 
James  E.  Davis,  M.D.32 

1200  Broad  St.,  Durham  27705 
P.  G.  Fox,  Jr.,  M.D.92 

1110  Wake  Forest  Rd.,  Raleigh  27604 
Louis  deS.  Shaffner,  M.D.:t4 

Bowman  Gray,  Winston-Salem  27103 
Consultants: 
David  G.  Welton,  M.D.11" 

3535  Randolph  Rd..  Charlotte  28211 
Thomas  B.  Dameron,  Jr.,  M.D.92 

P.  O.  Box  10707,  Raleigh  27605 

14.  Committee  on   Credentials  (Of  Delegates  to   House  of 
Delegates)  (3)  III-4 

Charles  B.  Wilkerson,  Jr.,  M.D.,92  Chairman 

100  S.  Boylan  Ave.,  Raleigh  27603 
John  A.  Payne,  111,  M.D." 

Box  157,  Sunbury  27979 
L.  Harvey  Robertson,  Sr.,  M.D.80 

Box  519,  Salisbury  28144 
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15.  Advisory    Committee   to   the   Crippled   Children's   Pro- 
gram (5)  rv-7 

Robert  Underdal,  M.D.,34  Chairman 

1900  S.  Hawthorne  Rd.,  Winston-Salem  27103 
John  I.  Brooks,  Jr.,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
Ralph  W.  Coonrad,  M.D.3-  18. 

1828  Hillandale  Rd.,  Durham  27705 
Charles  G.  Longenecker,  M.D.11 

30  Victoria  Rd.,  Asheville  28801 
James  C.  Parke,  Jr.,  M.D.U" 

Charlotte   Mem.   Hosp.,   Box   2554,   Charlotte   28201 

16.  Council    on    Review    &    Development   (10)    (Ex-Officio 
With  Vote-5) 

Charles  W.  Styron,  M.D.,'J2  Chairman 

615  St.  Mary's  St.,  Raleigh  27605 
Louis  DeS.  Shaffner,  M.D.,34  V ice-Chairman 

Bowman  Gray,  Winston-Salem  27103 
Edgar  T.  Beddingfield,  Jr.,  M.D.:,S 

Wilson  Clinic,  Wilson  27893 
David  G.  Welton,  M.D.'10 

3535  Randolph  Road,  Charlotte  28211 
George  W.  Paschal,  Jr.,  M.D.11- 

1110  Wake  Forest  Road.  Raleigh  27604 
John  S.  Rhodes,  M.D.»- 

1300  St.  Mary's  St.,  Raleigh  27605 
John  R.  Kernodle,  M.D.1 

Kernodle  Clinic.  Burlington  27215 
Amos  N.  Johnson,  M.D.S- 

Box  158,  Garland  28441 
John  C.  Reece,  M.D.1- 

Grace  Hosp.,  Morganton  28655 
Lenox  D.  Baker,  M.D.3- 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
Ex  Officio  with  Vote: 
George  G.  Gilbert,  M.D.  n  (President) 

1  Doctor's  Park,  Asheville  28801 
Frank  R.  Reynolds,  M.D.«r>  (President-Elect) 

1613  Dock  St.,  Wilmington  28401 
John  Glasson,  M.D.3-  (Past  President) 

306  S.  Gregson  St.,  Durham  27701 
E.  Harvey  Estes,  Jr.,  M.D.3-  (Secretary) 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
William  N.  Hilliard  (Executive  Director) 

222  N.  Person  St.,  Raleigh  2761 1 

17.  Committee    on    Disaster    &    Emergency    Medical    Care 
(12)  V-3 

George  A.  Watson,  M.D.,3-  Chairman 

306  S.  Gregson  St.,  Durham  27701 
William  Barry,  M.D.-,; 

Cape  Fear  Valley  Hosp.,  Fayetteville  28304 
Frank  W.  Clippinger,  M.D.3- 

Box  2919,  Duke  Med.  Ctr.,  Durham  27710 
Sara  J.  Dent,  M.D.3- 

Box  3094,  Duke  Hosp.,  Durham  27710 
Paul  Edward  Hill,  M.D.« 

P.  O.  Box  518,  Hendersonville  28739 
George  Johnson,  Jr.,  M.D.32  20, 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Jesse  Meredith,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Robert  E.  Miller,  M.D.IKI 

1822  Brunswick  Ave.,  Charlotte  28207 
A.  T.  Pagter,  Jr.,  M.D.7"' 

107  Wilderness  Rd.,  Tryon  28782 


W.  D.  Rippy,  M.D.i 

1610  Vaughn  Rd.,  Burlington  27215 
David  R.  Williams,  M.D.-"-1 

Southgate  Shopping  Ctr.,  Thomasville  27360 
Joyce  H.  Reynolds,  M.D.34 

Rt.  2,  Kernersville  27284 
Committee  on  Drug  Abuse  (6)  (5  Consultants)  VI-3 
William  J.  K.  Rockwell,  M.D.,3-  Chairman 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
Benjamin  E.  Britt,  M.D.'1- 

1209  Glen  Eden  Dr.,  Raleigh  27609 
Roy  Jackson  Blackley,  M.D,92 

Box  26327,  Raleigh  27611 
John  A.  Ewing,  M.D.3- 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
William  A.  Robie,  M.D.11- 

5437  Thayer  Dr.,  Raleigh  27612 
Richard  L.  Spencer,  M.D.34 

Rt.  1.  Duffer  Lane,  Pfafftown  27040 
Consultants: 
Mr.  W.  J.  Smith,  Ex.  Sec,  N.  C.  Pharmaceutical  Assn. 

Drawer  151,  Chapel  Hill  27514 
Mrs.  Ernest  B.  Spangler,  Jr.  (Aux.) 

381 1  Henderson  Rd.,  Greensboro  27410 
Mr.  Roy  Epps 

N.   C.   Drug   Authority,   222   N.   Person  St.,  Raleigh 

27611 
Mr.   Charles   J.   Dunn,   Jr.,    Director,   State   Bureau  of 

Investigation,  Justice  Bldg.,  Raleigh  27602 
Lt.  Col.  E.  C.  Guy 

N.  C.  Dept.  of  Motor  Vehicles,  Raleigh  27610 
Committee  on  Eye  Care  &  Eye  Bank  (13)  V-4 
Paul  M.  Abernethy,  M.D.,1  Cliairman 

1610  Vaughn  Rd.,  Burlington  27215 
Lloyd  W.  Bailey,  M.D.33 

109  Foy  Dr.,  Rocky  Mount  27801 
Arthur  C.  Chandler,  Jr.,  M.D.3-' 

Dept.  Oph.,  Duke  Hosp.,  Durham  27710 
Lee  Andrew  Clark,  M.D.i,s 

Wilson  Clinic,  Wilson  27893 
Daniel  S.  Currie,  Jr.,  M.D.-« 

1  1  1  Bradford  Ave.,  Fayetteville  28301 
Alan  Davidson,  M.D.25 

Box  250,  New  Bern  28560 
Albin  W.  Johnson.  M.D.''- 

1300  St.  Mary's  St.,  Raleigh  27605 
Thomas  C.  Kerns.  Jr.,  M.D.3-' 

1110W.  Main  St.,  Durham  27701 
Ernest  W.  Larkin,  Jr.,  M.D.7 

211  N.  Market  St.,  Washington  27889 
J.  David  Stratton,  M.D.80 

1012  Kings  Dr.,  Room  402,  Charlotte  28207 
Shahane  R.  Taylor,  Jr.,  M.D.« 

348  N.  Elm  St.,  Greensboro  27401 
Charles  W.  Tillett,  Jr.,  M.D.6" 

2200  E.  7th  St.,  Charlotte  28204 
Wayne  Woodard,  M.D." 

607  Flatiron  Bldg.,  Asheville  28801 
Committee  on  Finance  (3)  (7  Consultants)  (2  Vice-Presi- 
dents) 1-1 
T.  Tilghman  Herring,  M.D.,i,s  Chairman 

Wilson  Clinic,  Wilson  27893 
Jesse  Caldwell,  Jr.,  M.D.3« 

1 14  W.  Third  Ave.,  Gastonia  28052 
Marvin  N.  Lymberis,  M.D.(KI 

1600  E.  Third  St..  Charlotte  28204 
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Consultants: 

I— A.  Hewitt  Rose,  Jr.,  M.D.'-'- 

3801  Computer  Dr.,  Raleigh  27609 
II — Roy  S.  Bigham,  Jr.,  M.D.0U 

1708  E.  Fourth  St.,  Charlotte  28204 
HI — Josephine  E.  Newell,  M.D.'IR 

Box  68,  Bailey  27807 
IV — W.  Howard  Wilson.  M.D.''- 

230  Bryan  Bldg.,  Raleigh  27605 
V— John  L.  McCain,  M.D.11* 

Wilson  Clinic,  Wilson  27893 
VI— Philip  G.  Nelson,  M.D.74 

Medical  Pavilion,  Greenville  27834 
VII — John  A.  McLeod,  Jr..  M.D.11 

Memorial  Mission  Hosp.,  Asheville  28801 
Vice-Presidents: 
Michael  F.  Keleher,  M.D.11 

304  Doctor's  Bldg.,  Asheville  28801 
D.  E.  Ward,  Jr.,  M.D.7* 

2604  N.  Elm  St.,  Lumberton  28358 
21.  Committee  on  Health  Care  Delivery  (14)  (3  Consultants) 
VII-7 
Patrick  D.  Kenan,  M.D.,:t-  Chairman 

Duke  Med.  Ctr.,  Durham  27710 
W.  Paul  Biggers,  M.D.:!L' 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Walter  B.  Burwell,  M.D.'J1 

317  Orange  St.,  Henderson  27536 
Kenneth  E.  Cosgrove.  M.D.4" 

510  7th  Ave.,  W.,  Hendersonville  28739 
William  J.  Cromartie,  M.D.:i- 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
Lawrence  McG.  Cutchin,  M.D.:i:! 

Tarboro  Clinic,  Tarboro  27886 
Julian  F.  Keith,  Jr.,  M.D.:i4 

5029  Country  Club  Rd.,  Winston-Salem  27104 
Michael  F.  Keleher,  M.D.11 

304  Doctor's  Bldg..  Asheville  28801 
Carl  B.  Lyle,  Jr.,  M.D.11" 

1900  Brunswick  Ave.,  Charlotte  28207 
James  J.  Pence.  Jr.,  M.D.'1-"' 

2305  Parham  Dr.,  Wilmington  28401 
William  T.  Raby,  M.D.|;" 

1012  Kings  Dr.,  Charlotte  28207 
Francis  W.  Slate,  M.D.*" 

P.  O.  Box  407,  Mocksville  27028 
Robert  Smith,  M.D.'!- 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
Oliver  R.  Hunt,  Jr.,  M.D.05 

1607  Doctor's  Circle,  Wilmington  28401 
Consultants: 
Edgar  T.  Beddingfield,  Jr.,  M.D. 

Wilson  Clinic,  Wilson  27893 
Amos  N.  Johnson,  M.D.SJ 

Box  158,  Garland  28441 
Donald  B.  Koonce,  M.D. 

1501  Medical  Center  Dr.,  Wilmington  28401 

22.  Representative  on:  Governor's  Coordinating  Council  on 
Aging  (1) 

Thomas  R.  Nichols,  M.D.'-  (1973) 
306-0  W.  Union  St.,  Morganton  28655 

23.  Committee  on  Hospital  &  Professional  Relations  & 
Liaison  to  North  Carolina  Hospital  Association  (10) 
1V-2 

Joe  M.  Van  Hoy,  M.D.,'1"  Chairman  (7th) 
3535  Randolph  Road,  Charlotte  28211 


Charles  P.  Scheil,  M.D.,14  V ice-Chairman  (9th) 

Blackwelder  Clinic,  Lenoir  28645 
Archie  Y.  Eagles,  M.D.4U  ( 1st) 

Medical  Arts  Center,  Ahoskie  27910 
Charles  L.  Herring,  M.D.-4  (2nd) 

310  Glenwood  Ave.,  Kinston  28501 
Charles  O.  Van  Gorder,  M.D.-"  (10th) 
Valley  River  Clinic,  Andrews  28901 
Claude  A.  McNeil.  Jr.,  M.D.*11  (8th) 

180-B  Parkwood  Dr.,  Elkin  28621 
J.  Olin  Perritt,  Jr.,  M.D.11"'  (3rd) 

P.  O.  Box  3686,  Azalea  Station,  Wilmington  28401 
(4th  to  be  filled) 
Kenneth  A.  Podger,  M.D.:i-  (6th) 

1830  Hillandale  Road,  Durham  27705 
Ernest  W.  Staub,  M.D.';:!  (5th  ) 

Pinehurst  Surgical  Clinic,  Pinehurst  28374 
24.  Insurance  Industry  Committee  (24)  IV-4 

Bernard  A.  Wansker,  M.D.,11"  (D)  Chairman 

Suite    400.    Metroview    Bldg..    1900    Randolph    Rd., 

Charlotte  28207 
Richard  M.  Aderhold,  M.D.;l4  (P) 

3125  Maplewood  Ave.,  Winston-Salem  27103 
Marcus    L.    Aderholdt,    M.D.,41     (Pd)     Vice-Chairman 

624  Quaker  Lane,  High  Point  27262 
Roy  A.  Agner,  Jr.,  M.D.I!"  (I) 

826  W.  Henderson  St.,  Salisbury  28144 
Frank  E.  Altany,  M.D.11"  (PI) 

2027  Randolph  Rd..  Charlotte  28207 
James  D.  Anderson.  M.D.11"  (ObG) 

1340  Romany  Rd.,  Charlotte  28204 
H.  Haynes  Baird,  M.D.11"  (U) 

1012  Kings  Dr.,  Charlotte  28207 
G.  Erick  Bell.  Jr..  M.D.'-'*  (Or) 

Wilson  Clinic,  Wilson  27893 
A.  J.  Crutchfield,  M.D.:l4  (I) 

93  Prof.  Bldg..  Winston-Salem  27103 
Andrew  J.  Dickerson,  M.D.44  (S) 

1600  N.  Main  St.,  Waynesville  28786 
J.  Elliott  Dixon,  M.D.74  (FP) 

215  E.  Second  St.,  Ayden  28513 
Charles  H.  Duckett,  M.D.44  (GP) 

Midway  Medical  Clinic,  Canton  28716 
Sidney  R.  Fortney,  M.D.13  (I) 

68  Lake  Concord  Rd.,  NE,  Concord  28025 
Bruce  J.  Franz,  M.D.11  (S) 

304  Doctors  Bldg.,  Asheville  28801 
Norman  H.  Garrett,  Jr.,  M.D.41  (I) 

1038  Prof.  Village,  Greensboro  27401 
Lewis  J.  Gaskin,  M.D.'-'-  (Anes) 

Rex  Hosp.,  Anes  Dept..  Raleigh  27603 
James  P.  Green,  M.D.113  (GP) 

176  Beckford  Dr.,  Henderson  27536 
Hubert  B.  Haywood,  Jr.,  M.D.'1-  (Oph) 

201  Bryan  Bldg.,  Raleigh  27605 
Hector  H.  Henry,  II,  M.D."  (U) 

102  Lake  Concord  Rd.,  NE,  Concord  28025 
Odell  C.  Kimbrell,  Jr..  M.D.'1-  (Endoc) 

232  Bryan  Bldg.,  Raleigh  27605 
Jesse  H.  Meredith,  M.D.:i4  (S) 

Bowman  Gray,  Winston-Salem  27103 
Harold  R.  Silberman,  M.D.-!2  (I) 

Duke  Hosp.,  Durham  27710 
Samuel  A.  Sue.  Jr.,  M.D.41  (Or) 

1311  N.  Elm  St..  Greensboro  27401 
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George  T.  Wolff,  M.D.41  (FP) 

1 3 1 1  N.  Elm  St.,  Greensboro  27401 

25.  Committee  on  Legislation   (3  plus  President  and  Secre- 
tary) (13  Consultants)  V-5 

H.  David  Bruton,  M.D.,015  Chairman 

Town  Center,  Southern  Pines  28387 
John  H.  Hall,  M.D.,41  Vice-Chairman 

1 100  Olive  St.,  Greensboro  27401 
Edgar  T.  Beddingfield,  Jr.,  M.D.ils 

Wilson  Clinic,  Wilson  27893 
George  G.  Gilbert,  M.D.11  (President) 

1  Doctors  Park,  Asheville  28801 
E.  Harvey  Estes,  Jr.,  M.D.32  (Secretary) 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
Consultants: 
Edward  G.  Bond,  M.D.-1 

Chowan  Med.  Ctr.,  Edenton  27932 
Kenneth  E.  Cosgrove,  M.D.1"' 

510  7th  Ave.,  W.,  Hendersonville  28739 
J.  Henry  Cutchin.  Jr.,  M.D.1H 

Sherrills  Ford  28673 
Mrs.  Ledyard  DeCamp  (Katie)  (Auxiliary) 

341 1  Seward  Place,  Charlotte  2821 1 
Edna  Hoffman,  M.D. 

348  Valley  Road,  Fayetteville  28305 
William  F.  Hollister,  M.D.63 

Box  2000,  Pinehurst  28374 
Joseph  W.  Hooper,  Jr.,  M.D.11"' 

1905  Glen  Meade  Rd.,  Wilmington  28401 
Charles  P.  Nicholson,  Jr.,  M.D.1'1 

3108  Arendell  St.,  Morehead  City  28557 
L.  Harvey  Robertson,  Sr.,  M.D.sn 

Box  519,  Salisbury  28144 
Delford  L.  Stickel,  M.D.32 

Box  3052,  Duke  Hospital,  Durham  27710 
J.  David  Stratton,  M.D.11" 

1012  Kings  Drive,  Charlotte  28207 
James  F.  Toole,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Martin  Schwartz,  M.D.32 

Duke  Univ.  Med.  Ctr..  Durham  27710 

26.  Committee    on    Marriage    Counseling    &    Family    Life 
Education  (12)  VI-4 

Takey  Crist,  M.D.,1'7  Chairman 

301  Johnson  Blvd.,  Jacksonville  28540 
J.  Vincent  Arey,  M.D.1:i 

33  Lake  Concord  Rd.,  NE,  Concord  28025 
Karl  Lee  Barkley,  M.D.41 

600  Walter  Reed  Dr.,  Greensboro  27403 
Marianne  S.  Breslin,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  3167,  Durham  27710 
Rachel  D.  Davis,  M.D."'4 

1 1 1  E.  Gordon  St.,  Kinston  28501 
Eleanor  B.  Easley,  M.D.32 

1821  Green  St.,  Durham  27705 
W.  Davis  Fort,  M.D.*4 

1001  W.  5th  St.,  Albemarle  28001 
Jerry  Hulka,  M.D.32 

UNC  Dept.  of  ObG,  Chapel  Hill  27514 
Eugene  B.  Linton,  M.D.34 

751  Bethesda  Rd.,  Winston-Salem  27103 
Hans  Lowenbach,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
John  B.  Reckless,  M.D.32 

The  John  Reckless  Clinic,  5504  Durham-Chapel  Hill 

Blvd.,  Durham  27707 


Luther  M.  Talbert,  M.D.32 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 

27.  Committee  on  Maternal  Health  (14)  VI-5 

W.  Joseph  May,   M.D.34    (8th)    (1976)   Chairman  and 

Secretary 

121  Professional  Bldg.,  Winston-Salem  27103 
Stephen  G.  Anderson,  M.D.34  (1977) 

Bowman  Gray.  Winston-Salem  27103 
Glenn  E.  Best,  M.D.*2  (3rd)  (1978) 

104  Main  St.,  Clinton  28328 
Clifford  C.  Byrum,  M.D.112  (6th)  (1979) 

3803  Computer  Dr.,  Raleigh  27609 
Jesse  Caldwell,  M.D.36  (7th)  (1979) 

1 14  W.  3rd  Ave.,  Gastonia  28052 
Arthur  C.  Christakos,  M.D.32  (Duke)  (1978) 

Duke  Hosp.,  Box  3274,  Durham  27710 
William  E.  Easterling,  Jr.,  M.D.32  (UNC)  (  1975) 

UNC  School  of  Med.,  Chapel  Hill  27514 
H.  Fleming  Fuller,  M.D."'4  (2nd)  (1975) 

Kinston  Clinic,  Box  268,  Kinston  28501 
Edgar  C.  Garber,  Jr..  M.D.211  (5th)  (1977) 

1641  Owen  Dr.,  Fayetteville  28304 
William  A.  Hoggard,  Jr.,  M.D.7"  (1st)  (  1977) 

1  142  N.  Road  St.,  Elizabeth  City  27909 
Ann  H.  Huizenga,  M.D.'12  (1978) 

State  Board  of  Health,  Raleigh  27602 
John  A.  Kirkland,  M.D.1IS  (4th)  (1976) 

Wilson  Clinic,  Wilson  27893 
Robert  L.  Rogers.  M.D.'4  (9th)  (1976) 

328  Mulberry  St.,  N.W.,  Suite  2,  Lenoir  28645 
Fletchers.  Sluder,  M.D.11  (10th)  (1975) 

406  Flatiron  Bldg.,  Asheville  28801 

28.  Mediation    Committee    (5)    VIII    (Five    Immediate    Past 
Presidents) 

David  G.  Welton.  M.D.,1'"  Chairman 

3535    Randolph   Rd.,   Suite    101-W.   Charlotte   28211 
Edgar  T.  Beddingfield,  Jr.,  M.D.!,S 

Wilson  Clinic,  Wilson  27893 
Louis  deS.  Shaffner,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Charles  W.  Styron,  M.D. 

615  St.  Mary's  St.,  Raleigh  27605 
John  Glasson,  M.D.,32  Secretary 

306  S.  Gregson  St.,  Durham  27710 

29.  Committee  on  Medical  Aspects  of  Sports  (14)   (3  Con- 
sultants) VI-6 

Frank  C.  Wilson,  Jr.,  M.D.32  Chairman 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Frank  H.  Bassett,  III,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
James  F.  Bowman,  M.D.74 

6  Medical  Pavilion.  Greenville  27834 
Basil  M.  Boyd.  Jr.,  M.D.1'" 

1822  Brunswick  Ave.,  Charlotte  28207 
Frank  W.  Clippinger,  Jr.,  M.D.32 

Duke  Med.  Ctr.,  Durham  27710 
James  R.  Dineen,  M.D.1''"' 

1616  Medical  Center  Dr.,  Wilmington  28401 
Joseph  L.  DeWalt,  M.D.32 

Iris  Lane,  Chapel  Hill  27514 
Carl  J.  Hiller,  M.D.2"' 

P.  O.  Drawer  1694,  New  Bern  28560 
Roger  A.  James,  M.D.11 

946  Tunnel  Rd.,  Asheville  28805 
A.  Tyson  Jennette,  M.D.ns 

Carolina  General  Clinic,  Wilson  27893 
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Wayne  S.  Montgomery,  M.D.11 

Doctors  Dr.,  Asheville  28801 
Donald  B.  Reibel,  M.D.1'2 

P.  O.  Box  10707,  Raleigh  27605 
Timothy  N.  Taft,  M.D.32 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Richard  N.  Wrenn,  M.D.U" 

1822  Brunswick  Ave.,  Charlotte  28207 

Consultants: 

Mr.  David  A.  Harris,  Jr.,  Athletic  Director 

Charlotte-Mecklenburg  Sch.  System 

Box  149,  Charlotte  28201 
Mr.  Raymond  K.  Rhodes,  Director  of  Athletics 

State  Dept.  of  Public  Instruction,  Raleigh  27605 
Mr.  Al  Proctor 

Dept.  School  Athletics  &  Activities 

N.   C.   Dept.   Public   Inst.,    Education   Bldg.,    Raleigh 

30.  Committee  on  Medical  Education  (21)   (3  Consultants) 
(5-Year  Terms)  II-6 

Richard  H.  Ames,  M.D.41  (  1974),   Chairman 

1018  Prof.  Village,  Greensboro  27401 
James  M.  Alexander.  M.D.1"'  ( 1974) 

3535  Randolph  Dr..  Charlotte  28211 
(To  be  filled)  (1974) 
Albert  L.  Chasson,  M.D.512  (1976) 

Rex  Hosp..  Raleigh  27603 
Christopher  C.  Fordham,  III,  M.D.32  (1977) 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
Richard  Janeway,  M.D.34  (1977) 

Bowman  Gray,  Winston-Salem  27103 
George  D.  Kimberly,  M.D.*"  (1976) 

717  Hospital  Dr.,  Mocksville  27028 
Francis  B.  Lee,  M.D.»"  (1978) 

404  S.   Sutherland  Ave..  Box  457.   Monroe   28110 
Paul  A.  Mabe,  Jr.,  M.D.7«  (  1978) 

Box  330,  Reidsville  27320 
Lockert  B.  Mason,  M.D.«5  (1978) 

New  Hanover  Mem.  Hosp.,  Wilmington  28401 
Emery  C.  Miller,  Jr..  M.D.34  (1977) 

Bowman  Gray,  Winston-Salem  27103 
Edwin  W.  Monroe,  M.D."4  (1974) 

Box  2772-ECU,  Greenville  27834 
Ralph  S.  Morgan,  M.D.">"  (1978) 

Box  668,  Sylva  28779 
Charles  L.  Nance,  Jr.,  M.D."5  (1974) 

315  N.  17th  St.,  Wilmington  28401 
Carl  N.  Patterson,  M.D.32  (1976) 

1110W.  Main  St.,  Durham  27701 
F.  M.  Simmons  Patterson,  M.D.32  (1975) 

Box  2327,  Chapel  Hill  27514 
Richard  B.  Patterson,  M.D.34  (1976) 

Bowman  Gray,  Winston-Salem  27103 
Oscar  L.  Sapp,  III.  M.D.32  (1976) 

UNC  School  of  Medicine,  Chapel  Hill  27514 
Ollie  M.  Smithwick,  Jr.,  M.D.41  (1976) 

1 100  Olive  St.,  Greensboro  27401 
Jack  W.  Wilkerson,  M.D.74  ( 1974) 

Greenville  Clinic,  Greenville  27834 
Charles  R.  Vernon,  M.D.11"'  (1977) 

7225  Wrightsville  Ave.,  Wilmington  28401 

Consultants: 

Mr.  David  L.  Raney,  Director 
Medical  TV-UNC 
Medical  Science  Teaching  Labs,  Chapel   Hill  27514 
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Mr.  Michael  E.  Wayda 
Audio  Visual-Education 
Duke  Univ.  Med.  Ctr.,  Durham  27710 

31.  Medical-Legal  Committee  (9)  V-6 

Julius  Howell,  M.D.,34  Chairman 

Bowman  Gray,  Winston-Salem  27103 
Thornton  R.  Cleek,  M.D.™ 

379  S.  Cox  St.,  Asheboro  27203 
George  R.  Clutts,  M.D.41 

344  N.  Elm  St.,  Greensboro  27401 
Ralph  W.  Coonrad,  M.D.32 

1828  Hillandale  Rd.,  Durham  27705 
Thomas  B.  Dameron,  Jr.,  M.D.92 

P.  O.  Box  10707,  Raleigh  27605 
James  B.  Greenwood,  Jr.,  M.D.011 

4101  Central  Ave.,  Charlotte  28205 
June  U.  Gunter,  M.D.32 

Watts  Hosp.,  Durham  27705 
L.  L.  Schurter,  M.D.1'2 

505  Northwood  Ct.,  Garner  27529 
Henry  D.  Severn,  M.D.11 

283  Biltmore  Ave.,  Asheville  28801 

32.  Committee  on  Medicare  (11)  VII-6 

William  T.  Raby.  M.D.,11"  Chairman 

1012  Kings  Dr.,  Charlotte  28207 
Charles  H.  Reid,  Jr..  M.D.34 

2240  Cloverdale  Ave.,  Winston-Salem  27103 
Thomas  E.  Castelloe,  M.D.»2 

P.  O.  Box  10707,  Raleigh  27605 
Amos  N.  Johnson.  M.D.82 

Box  158.  Garland  28411 
J.  P.  McCracken,  M.D.32 

609  Vickers  Ave.,  Durham  27701 
Charles  P.  Nicholson.  Jr.,  M.D.111 

3108  Arendell  St.,  Morehead  City  28557 
Walter  Spaeth.  M.D.7" 

1 16  S.  Road  St..  Elizabeth  City  27909 
H.  Frank  Starr.  Jr..  M.D.4' 

P.  O.  Box  20727.  Pilot  Life.  Greensboro  27407 
Robert  Lee  West,  M.D.74 

2013  Pinecrest  Dr.,  Greenville  27834 
Douglas  Smith,  M.D.11" 

200  Greenwick  Rd„  Charlotte  28211 
Marvin  L.  Slate.  M.D.41 

204  Blvd.,  High  Point  27262 

33.  Committee  on  Medicine  &  Religion   (8)  (6  Consultants) 
VI-7 

Jack  W.  Wilkerson,  M.D.,74  Chairman 

Greenville  Clinic,  Greenville  27834 
John  R.  Bender,  M.D.,34  Vice-Chairman 

1401  S.  Hawthorne  Rd„  Winston-Salem  27103 
Bruce  B.  Blackmon,  M.D.43 

Box  8.  Buies  Creek  27506 
Donald  Hayes,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Richard  M.  Maybin,  M.D.23 

Route  2.  Lawndale  28090 
Alexander  S.  Moffett,  M.D.2 

Box  1028,  Taylorsville  28681 
William  E.  Rabil,  M.D.34 

218  Prof.  Bldg.,  Winston-Salem  27103 
W.  Wyan  Washburn,  M.D.23 

P.  O.  Box  795,  Boiling  Springs  28017 
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Consultants: 

Rev.  Orion  H.  Hutchinson,  Jr. 

First  United  Methodist  Church 

1 130  Westridge  Rd„  Greensboro  27410 
Rev.  T.  Max  Linnens 

Box  161,  Boiling  Springs  28017 
Rev.  Fred  W.  Reid,  Jr. 

N.  C.  Mem.  Hasp.,  Chapel  Hill  27514 
Rev.  Samuel  Wiley 

Box  6637,  College  Station,  Durham  27708 
Rev.  Richard  R.  Young 

Dept.  Pastoral  Care,  Baptist  Hosp. 

Winston-Salem  27103 
Father  Thomas  J.  O'Donnell 

1 13  N.  Seventh  St.,  Smithfield  27577 

34.  Committee  on  Mental  Health  (20)  VI-8 
Philip  G.  Nelson,  M.D.,74  Chairman 

Medical  Pavilion,  Greenville  27834 
Wm.  E.  Bakewell,  Jr.,  MD.:I- 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
A.  A.  Best,  M.D.74 

Box  949,  Greenville  27834 
Allyn  B.  Choate,  M.D.1"1 

1012  Kings  Dr.,  Charlotte  28207 
Thomas  E.  Curtis,  M.D.3- 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Paul  G.  Donner,  M.D.00 

2201  Randolph  Rd..  Charlotte  28207 
John  A.  Ewing,  M.D.32 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
William  M.  Fowlkes,  Jr.,  M.D.02 

Box  26327,  Raleigh  27611 
Alanson  Hinman,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Charles  E.  Llewellyn,  M.D.32 

Duke  Med.  Ctr.,  Durham  27710 
Hans  Lowenbach,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
James  G.  McAllister,  III,  M.D.1* 

24  2nd  Ave.,  NE,  Hickory  28601 
Donald  E.  Macdonald,  M.D.00 

100  Billingsley  Rd.,  Charlotte  28211 
John  B.  Reckless,  M.D.32 

The  John  Reckless  Clinic.  5504  Durham-Chapel  Hil 

Blvd.,  Durham  27707 
James  W.  Osberg,  M.D.02 

Box  230-A  Route  6,  Raleigh  27604 
Leon  W.  Robertson,  M.D.™ 

107  Medical  Arts  Mall,  Rocky  Mount  27801 
Ray  G.  Silverthorne,  M.D.7 

408  East  12th  St.,  Washington  27889 
Nicholas  E.  Stratas,  M.D.02 

Box  26327,  Raleigh  27611 
Charles  R.  Vernon,  M.D.or' 

7225  Wrightsville  Ave.,  Wilmington  28401 
A.  H.  Zealy,  Jr.,  M.D.00 

206  N.  Herman  St.,  Goldsboro  27530 

34-A.  Alcoholism  (5)  (1  Consultant) 

Donald  E.  Macdonald,  M.D.,00  Chairman 

100  Billingsley  Rd.,  Charlotte  28211 
R.  Jackson  Blackley,  M.D.02 

Box  26327,  Raleigh  27611 
John  A.  Ewing,  M.D.32 

N.  C.  Mem.  Hosp..  Chapel  Hill  27514 


William  I.  Jones,  M.D.00 

2914  Crosby  Dr.,  Charlotte  2821 1 
George  F.  Verdone,  M.D.00 

1850  E.  Third  St.,  Suite  210,  Charlotte  28204 
Consultant: 
Rev.  Joseph  L.  Kellerman 

100  Billingsley  Rd.,  Charlotte  28211 

34-B.  Mental  Retardation  &  Children's  Services  (12) 

Alanson  Hinman,  M.D.,'14  Chairman 

Bowman  Gray,  Winston-Salem  27103 
Frank  H.  Bassett,  III,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
Harrie  R.  Chamberlin,  M.D.32 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
Kenneth  B.  Geddie,  M.D.41 

624  Quaker  Lane,  High  Point  27262 
Doris  B.  Hammett.  M.D.44 

104  Broadview  Rd.,  Waynesville  28786 
Bernard  H.  Hartman,  M.D.11 

Developmental  Eval.  Clinic  of  WNC,  Asheville  28801 
Malene  G.  Irons,  M.D.74 

Box  2711,  Greenville  27834 
Vernon  P.  Mangum,  M.D.00 

O'Berry  Ctr.,  Goldsboro  27530 
Angus  M.  McBryde,  M.D.32 

1824  Hillandale  Rd.,  Durham  27701 
Mary  Margaret  McLeod,  M.D.53 

Drawer  1047,  Sanford  27330 
Mary  L.  Rutledge,  M.D.011 

21  1  Greenwich  Rd.,  Charlotte  28211 
Theodore  D.  Scurletis,  M.D.92 

1301  Hunting  Ridge  Dr.,  Raleigh  27609 

35.  Committee  on  Memorial  Services  (3)  III-6 

W.  Otis  Duck,  M.D.,r'7  Chairman 

Drawer  F,  Mars  Hill  28754 
J.  Street  Brewer,  M.D.S2 

Box  98,  Roseboro  28382 
William  E.  Rabil,  M.D.34 

218  Prof.  Bldg.,  Winston-Salem  27103 

36.  Committee  on  Nominations  (10)  X 

J.  Elliott  Dixon,  M.D.14  (2nd),  Chairman 

215  E.  2nd  St.,  Ayden  28513 
John  A.  Payne,  III,  M.D.3'1  ( 1st) 

Box  157,  Sunbury  27979 
David  B.  Sloan,  Jr.,  M.D.0"'  (3rd) 

1915  Glen  Meade  Rd.,  Wilmington  28401 
Lawrence  McG.  Cutchin,  M.D.33  (4th) 

Tarboro  Clinic,  Tarboro  27886 
Joseph  W.  Baggett,  M.D.26  (5th) 

911  Hay  Street,  Fayetteville  28305 
Oscar  L.  Sapp,  III,  M.D.32  (6th) 

UNC  School  of  Medicine,  Chapel  Hill  27514 
James  B.  Greenwood,  Jr.,  M.D.01'  (7th) 

4101  Central  Ave.,  Charlotte  28205 
Roy  S.  Clemmons,  M.D.41  (8th) 

803  Simpson  Street,  Greensboro  27401 
Thomas  E.  Fitz,  M.D.1*  (9th) 

1 1  13th  Ave.,  N.E.,  Hickory  28601 
Benjamin  Raymond  dinger,  M.D.11  (10th) 

100  Victoria  Road,  Asheville  28801 

37.  Advisors    to    North    Carolina    Association    of    Medical 
Assistants  (2) 

Emmett  S.  Lupton,  M.D.41 

1100  Olive  St.,  Greensboro  27401 
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William  H.  Shaia,  M.D.'111 

2125  Berryhill  Rd.,  Charlotte  28208 

38.  Committee   to   Work    With    North    Carolina    Industrial 
Commission  (14)  IV-3 

Ernest  B.  Spangler,  M.D.,41  Chairman 

381 1  Henderson  Rd.,  Greensboro  27410 
LeRoy  Allen,  M.D.»- 

P.  O.  Box  14027,  Raleigh  27610 
William  T.  Berkeley,  Jr.,  M.D.'1" 

1330  Scott  Ave.,  Charlotte  28204 
Thomas  E.  Castelloe,  M.D.112 

P.  O.  Box  10707.  Raleigh  27605 
George  M.  Cooper,  Jr.,  M.D.112 

201  Bryan  Bldg.,  Raleigh  27605 
Benjamin  W.  Goodman,  M.D.18 

24  2nd  Ave.,  NE,  Hickory  28601 
Felda  Hightower,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Carl  J.  Hiller,  M.D.2"' 

P.  O.  Drawer  1694.  New  Bern  28560 
Julius  Howell.  M.D.:i4 

Bowman  Gray,  Winston-Salem  27103 
Thomas  C.  Kerns.  Jr.,  M.D.32 

1 1 10  W.  Main  St.,  Durham  27701 
Jack  Powell,  M.D." 

190  W.  Doctor's  Bldg..  Asheville  28801 
Richard  C.  Proctor,  M.D.:!4 

Bowman  Gray.  Winston-Salem  27103 
Leonard  Goldner,  M.D.32 

Duke    Univ.    Med.    Ctr.,    Box    3706,    Durham    277 10 
Robert  E.  Miller,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207 

39.  Committee   Advisory   to   N.   C.   Department  of   Motor 
Vehicles  (12)  II-7 

E.  T.  Beddingfield,  Jr.,  M.D.,08  Chairman     , 

Wilson  Clinic,  Wilson  27893 
Vernon  L.  Andrews,  M.D.'12 

Box  8,  Mt.  Gilead  27306 
Allan  B.  Coggeshall,  M.D.41 

P.  O.  Box  10186,  Greensboro  27404 
Dan  S.  Currie,  M.D.2'1 

111  Bradford  Ave.,  Fayetteville  28301 
John  T.  Cuttino,  M.D.11" 

P.  O.  Box  2554,  Charlotte  28201 
William  J.  DeMaria,  M.D.32 

1 126  Woodburn  Rd.,  Durham  27705 
Harold  D.  Green,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Jesse  H.  Meredith,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
John  W.  Morris,  M.D.1'1 

2410  Evans  St.,  Morehead  City  28557 
James  F.  Newsome,  M.D.32 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Jack  M.  Rogers,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Albert  Stewart,  Jr.,  M.D.2'5 

114  Broadfoot  Ave.,  Fayetteville  28305 

40.  Committee*  Liaison   to   North   Carolina  Pharmaceutical 
Association  (6)  (2  Consultants)  V-7 

Charles  W.  Byrd,  M.D.,43  Chairman 

Box  708,  Dunn  28334 
Charles  E.  Cummings,  M.D.11 

281  McDowell  St.,  Asheville  28801 


John  T.  Dees,  M.D.eo 

Box  815,  Burgaw  28425 
Richard  A.  Fewell,  M.D.1 

1610  Vaughn  Rd.,  Burlington  27215 
T.  Reginald  Harris,  M.D.23 

808  N.  Dekalb  St.,  Shelby  28150 
John  A.  Payne,  III,  M.D.37 

Box  157,  Sunbury  27979 
Consultants: 
Mr.  W.  J.  Smith,  Exec.  Secy. 

N.  C.  Pharmaceutical  Assn. 

Chapel  Hill  27514 
Mr.  Clarence  B.  Ridout 

Dept.  of  Social  Services 

Raleigh  27602 

41.  Committee   on   Occupational    &    Environmental   Health 
(13)  (2  Consultants)  VI-9 

Harold  R.  lmbus.  M.D.,41  Chairman 

P.  O.  Box  21207,  Greensboro  27401 
John  L.  Brockmann,  M.D.41 

624  Quaker  Lane,  High  Point  27262 
M.  C.  Battigelli,  M.D.32 

UNC  Sch.  Med.,  Chapel  Hill  27514 
Emil  C.  Beyer,  M.D.1'1 

Lands    End    Rd.,    Spooners    Creek,    Morehead    City 

28557 
Thomas  Craven,  Jr..  M.D.e5 

315  N.  17th  St..  Wilmington  28401 
James  N.  Dawson,  M.D.24 

Box  68,  Riegelwood  28456 
Clyde  J.  Dellinger,  M.D.12 

Box  8,  Drexel  28619 
Charles  P.  Ford.  Jr.,  M.D."'4 

E.  I.  DuPont  DeNemours  &  Co.,  Kinston  28501 
Austin  P.  Fortney,  M.D.41 

Box  329,  Jamestown  27282 
Claud  McN.  Grigg,  M.D.«" 

217  Travis  Ave..  Charlotte  28204 
Joseph  B.  Henninger,  M.D.411 

652  Davie  Ave..  Statesville  28677 
Austin  T.  Hyde.  Jr.,  M.D.81 

Norris-Biggs  Clinic,  Rutherfordton  28139 
Charles  F.  Martin,  M.D.41 

1201  Maple  St.,  Greensboro  27405 
Consultants: 
Mr.  John  Lumsden 

State  Board  of  Health,  Raleigh  27602 
David  A.  Fraser,  Sc.D. 

UNC  Sch.  of  Public  Health,  Chapel  Hill  27514 

42.  Committee  on  Peer  Review  (20)  VII-3 
M.  Frank  Sohmer.  Jr.,  M.D.,34  Chairman 

Prof.  Bldg.,  Winston-Salem  27103 
David  S.  Johnston,  M.D.1'"  (OR) 

1822  Brunswick  Ave.,  Charlotte  28207 
Curtis  R.  Lashley,  M.D.41 

Box  20727,  Pilot  Life,  Greensboro  27401 
James  S.  Mitchener,  M.D.82  (S) 

Box  1599,  Laurinburg  28352 
Ernest  B.  Spangler,  M.D.41 

3811  Henderson  Rd..  Greensboro  27410 
Floyd  Alan  Fried,  M.D.32 

Dept.  Surgery,  UNC.  Chapel  Hill  27514 
Bernard  A.  Wansker,  M.D.6" 

Suite  400,  Metroview  Bldg., 

1900  Randolph  Rd.,  Charlotte  28207 
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James  G.  Jones,  M.D.67  (FP) 

510  College  St.,  Jacksonville  28540 
Charles  L.  Herring,  M.D.r>4  (I) 

310  Glenwood  Ave.,  Kinston  28501 
Lee  A.  Clark,  Jr.,  M.D.98  (O  &  O) 

Wilson  Clinic,  Wilson  27893 
David  T.  Tayloe,  M.D.7  (Pd) 

608  E.  12th  St.,  Washington  27889 
Louis  R.  Wilkerson,  M.D."  (OB-G) 

100  S.  Boylan  Ave.,  Raleigh  27603 
Charles  P.  Nicholson,  Jr.,  M.D.1,;  (S) 

3108  Arendell  St.,  Morehead  City  28557 
Ruth  R.  Burroughs,  M.D."2  (PH&E) 

4500  Yadkin  Dr.,  Raleigh  27609 
Salvadore  J.  Cefalu,  M.D."2  (N&P) 

Dorothea  Dix  Hospital,  Sta.  B.,  Raleigh  27602 
Morris  A.  Jones,  Jr.,  M.D.32  (R) 

3724  Darwin  Rd.,  Durham  27707 
Walter  R.  Benson,  M.D.32  (Path) 

UNC  Sch.  of  Med.,  Dept.  of  Path.,  Chapel  Hill  27514 
Merel  H.  Harmel,  M.D.32  (Anes) 

Duke    Univ.   Med.    Ctr.,   Box    3094,   Durham    27710 
John  L.  Wooten,  M.D."  (Or) 

6  Medical  Pavilion,  Greenville  27834 
Percy  Lee  Freeman,  M.D.:lli  (U) 

631  Cox  Rd.,  Gastonia  28052 

43.  Committee    on    Personnel    &    Headquarters    Operations 
(5)  1-3 

A.  Hewitt  Rose,  Jr.,  M.D.,"2  Chairman 

3801  Computer  Drive,  Raleigh  27609 
Edgar  T.  Beddingfield,  Jr.,  M.D."S 

Wilson  Clinic,  Wilson  27893 
W.  Lester  Brooks,  Jr.,  M.D."" 

21 1  Hawthorne  Lane,  Charlotte  28204 
John  S.  Rhodes,  M.D."2 

1300  St.  Mary's  Street.  Raleigh  27605 
Louis  deS.  Shaffner,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Ex  Officio: 
George  G.  Gilbert,  M.D.11  (President) 

1  Doctors  Park,  Asheville  28801 
E.  Harvey  Estes,  Jr.,  M.D.32  (Secretary) 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
John  Glasson,  M.D.3-  (Past  President) 

306  S.  Gregson  St.,  Durham  27701 

44.  Committee    on    Physical    &    Vocational    Rehabilitation 
(9)  IV-6 

Edwin  H.  Martinat,  M.D.,-'14  Chairman 

3111  Maplewood  Ave.,  Winston-Salem  27103 
Stanleys.  Atkins,  M.D.11 

283  Biltmore  Ave.,  Asheville  28801 
Scott  B.  Berkeley,  Jr.,  M.D.«" 

2400  Wayne   Mem.   Dr.,   Suite    E,   Goldsboro   27530 
L.  Lloyd  Davis,  M.D.»r> 

Wonderland  Trail,  Blowing  Rock  28605 
A.  Tyson  Jennette,  M.D."S 

Carolina  General  Clinic.  Wilson  27893 
Charles  E.  Llewellyn,  Jr.,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27710 
Edwin  T.  Preston,  M.D.32 

517  North  St.,  Chapel  Hill  27514 
Chauncey  L.  Royster,  M.D.92 

515  St.  Mary's  Street,  Raleigh  27605 
H.  William  Tracy,  Jr.,  M.D."" 

1822  Brunswick  Ave.,  Charlotte  28207 


45.  Committee  of  Physicians  on  Nursing  (6)  II-8 

W.  B.  McCutcheon,  Jr.,  M.D.,32  Chairman 

1830  Hillandale  Road,  Durham  27705 
John  D.  Bridgers,  Sr.,  M.D.41 

624  Quaker  Lane,  High  Point  27262 
J.  Samuel  Holbrook,  M.D.4" 

Davis  Hospital,  Statesville  28677 
Frederick  C.  Hubbard,  M.D.9? 

Box  39,  N.  Wilkesboro  28659 
John  L.  McCain,  M.D."* 

Wilson  Clinic,  Wilson  27893 
Wayne  B.  Venters,  M.D.67 

Box  760,  Jacksonville  28540 

46.  Medical  Society  Consultant  on  Podiatry  (1) 

Donald  B.  Reibel,  M.D.»2 

P.  O.  Box  10707,  Raleigh  27605 

47.  Committee  on  Professional  Insurance  (18)  1-2 
John  C.  Burwell,  Jr.,  M.D.,41  Chairman 

1026  Professional  Village,  Greensboro  27401 
William  B.  Blythe,  M.D.32 

UNC  School  of  Medicine,  Chapel  Hill  27514 
H.  Robert  Brashear,  Jr.,  M.D.32 

N.  C.  Memorial  Hospital,  Chapel  Hill  27514 
Thomas  B.  Dameron,  Jr.,  M.D."2 

P.  O.  Box  10707.  Raleigh  27605 
Lewis  J.  Gaskin,  M.D."-' 

1300  St.  Mary's  St.,  Raleigh  27605 
Julius  A.  Green.  Jr.,  M.D."2 

3821  Merton  Dr..  Raleigh  27609 
Charles  M.  Hassell,  Jr..  M.D.41 

1200  N.  Elm  St.,  Greensboro  27405 
IraM.  Hardy,  II,  M.D.74 

1709  W.  6th  St..  Greenville  27834 
William  W.  Hedrick,  M.D."-' 

331  1  North  Blvd.,  Raleigh  27604 
David  Herman  Jones,  M.D."2 

1300  St.  Mary's  St.,  Raleigh  27605 
Willis  E.  Mease.  M.D."7 

Box  97.  Richlands  28574 
W.  B.  McCutcheon.  Jr.,  M.D.32 

1830  Hillandale  Rd.,  Durham  27705 
Charles  E.  Morris,  M.D.32 

UNC,  Chapel  Hill  27514 
Kenneth  A.  Podger,  M.D.32 

1830  Hillandale  Rd.,  Durham  27705 
Ronald  A.  Pruitt,  M.D.1 

Kernodle  Clinic,  Burlington  27215 
William  M.  Satterwhite,  M.D.34 

200  Bethesda  Med.  Ctr.,  Winston-Salem  27103 
Samuel  H.  Walker,  M.D.11 

528  Biltmore  Ave.,  Asheville  28801 
W.  Howard  Wilson,  M.D."2 

230  Bryan  Bldg.,  Raleigh  27605 

48.  Committee  on  Programs  for  General  Sessions  (5)  III-7 

Kenneth  E.  Cosgrove.  M.D.,4"'  Chairman 

510  7th  Ave.,  W.,  Hendersonville  28739 
Lawrence  McG.  Cutchin,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
John  Glasson,  M.D.32 

306  S.  Gregson  St.,  Durham  27701 
T.  Reginald  Harris,  M.D.23 

808  N.  DeKalb  St.,  Shelby  28150 
Emery  C.  Miller,  M.D.34 

Bowman   Gray  Sch.   of  Med.,   Winston-Salem   27103 
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49.  Committee  on  Public  Relations  (4)  (8  Consultants)  V-8 

John  L.  McCain,  M.D.'-'X  (1974),  Chairman  (4th) 

Wilson  Clinic,  Wilson  27893 
Elizabeth  Kanof,  M.D.''-  (6th)  (1974) 

1300  St.  Mary's  St.,  Raleigh  27605 
Philip  Naumoff,  M.D.|;"  (7th)  (1976) 

1012  Kings  Dr.,  Charlotte  28207 
David  R.  Williams,  M.D.-"-'  (9th)  (1975) 

Southgate  Shopping  Or.,  Thomasville  27360 
Consultants: 
William  H.  Burch,  M.D.4"'  (10th) 

Lake  Lure  28746 
Ernesto  E.  de  la  Torre.  M.D.'14  (8th) 

256  Forsyth  Med.  Park.  Winston-Salem  27103 
E.  Thomas  Marshburn,  Jr.,  M.D."3  (3rd) 

1515  Doctors  Circle,  Wilmington  28401 
Josephine  T.  Melchoir,  M.D.-U  (5th) 

1661  Owen  Dr.,  Fayetteville  28304 
CO.  Plyler,  Jr..  M.D.-'"  (9th) 

1025  Randolph  Rd..  Thomasville  27360 
Marshall  S.  Redding,  M.D.7"  (1st) 

708  W.  Church  St.,  Elizabeth  City  27909 
Cecil  D.  Rhodes,  Jr.,  M.D."S  (4th) 

Carolina  General  Clinic,  Wilson  27893 
Lynwood  E.  Williams,  M.D."'-1  (2nd) 

400  Glenwood  Ave.,  Kinston  28501 

50.  Committee  on  Radiation  ( 1 ) 
Waldemar  C.  A.  Sternbergh,  M.D.6" 

Box  2554,  Charlotte  28201 

51.  Committee  on  Relative  Value  Study  (18)  11-10 
Arthur  E.  Davis,  Jr.,  M.D."-  (Path),  Chairman 

Rex  Hosp.,  Raleigh  27603 
William  T.  Berkeley,  Jr.,  M.D.,!"  (PI) 

1330  Scott  Ave.,  Charlotte  28204 
Everett  I.  Bugg,  Jr.,  M.D.1-  (Or) 

1828  Hillandale  Rd.,  Durham  27705 
Duwayne  G.  Gadd,  M.D.,!:i  (U) 

Pinehurst  Surg.  Cli..  Pinehurst  28374 
John  R.  Hoskins,  III,  M.D.14  (Anes) 

202  Doctors  Bldg..  Asheville  28801 
David  H.  Jones,  M.D.'-'-  (Oph) 

1300  St.  Mary's  St.,  Raleigh  27605 
O.  Hunter  Jones,  M.D.11"  (ObG) 

1012  Kings  Dr.,  Charlotte  28207 
Riley  M.  Jordan,  M.D.47  (GP) 

Box  276,  Raeford  28376 
Curtis  R.  Lashley,  M.D.41  (Admin) 

Box  20727,  Pilot  Life,  Greensboro  27401 
Hoke  S.  Nash.  Jr.,  M.D.11"  (Otol) 

1600  E.  Third  St.,  Charlotte  28204 
Charles  P.  Nicholson,  Jr.,  M.D.1'1  (S) 

3108  Arendell  St.,  Morehead  City  28557 
Frank  R.  Reynolds,  M.D.11"'  (Pd) 

1613  Dock  St.,  Wilmington  28401 
Ernest  B.  Spangler,  M.D.41  (R) 

3811  Henderson  Rd.,  Greensboro  27401 
Walter  T.  Tice,  M.D.41  (I) 

624  Quaker  Lane,  High  Point  27262 
Bernard  A.  Wansker,  M.D.'1"  (D) 

Suite    400,    Metroview    Bldg.,    1900    Randolph    Rd., 

Charlotte  28207 
Roston  M.  Williamson,  M.D.:!-  (ObG) 

306  S.  Gregson  St.,  Durham  27701 
George  T.  Wolff,  M.D.41  (GP) 

1311  N.  Elm  St.,  Greensboro  27401 
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Isaac  C.  Wright,  M.T>.'-^  (I) 

1 19  N.  Boylan  Ave.,  Raleigh  27603 

52.  Retirement  Savings  Plan  Committee  (7)  1-4 

Jesse  Caldwell,  Jr.,  M.D.:!«  (1975),  Chairman 

1  14  W.  Third  Ave.,  Gastonia  28052 
Vernon  L.  Andrews,  M.D.11-  ( 19761 

Box  8,  Mount  Gilead  27306 
William  F.  Hollister,  M.D.83  ( 1975) 

Box  2000,  Pinehurst  28374 
George  W.  James,  M.D.«  (1974) 

205  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Leonard  Palumbo,  M.D.:i-  (1975) 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
A.  Hewitt  Rose,  Jr.,  M.D."-  (1974) 

3801  Computer  Dr.,  Raleigh  27609 
Robert  W.  Williams.  M.D.11"'  (1976) 

3208  Oleander  Dr.,  Wilmington  28401 

53.  Committee  on  Scientific  Awards  (9)  (3-yr  Terms)  111-3 

David  S.  Citron,  M.D.11"  (  1975),  Chairman 

1900  Brunswick  Ave.,  Charlotte  28207 
John  A.  Brabson,  M.D.11"  (1976) 

225  Hawthorne  Lane,  Charlotte  28204 
Frank  M.  Mauney,  Jr.,  M.D.14  (1976) 

Suite  512,  Doctors  Park,  Asheville  28801 
Emery  C.  Miller,  M.D.41  (1974) 

Bowman  Gray.  Winston-Salem  27103 
F.  M.  Simmons  Patterson,  M.D.:1=  ( 1974  ) 

Box  2327,  Chapel  Hill  275 14 
Ted  D.  Scurletis,  M.D.»-  (1976) 

1301  Hunting  Ridge  Rd.,  Raleigh  27609 
John  K.  Williford,  M.D.4i  (1975) 

Box  578,  Lillington  27546 
Thomas  Wood,  III.  M.D.41  (1975) 

624  Quaker  Lane.  Suite  1  16,  High  Point  27262 
(  1974  to  he  filled) 

54.  Committee  on  Scientific  Exhibits  (4)  II1-5 

Josephine  E.  Newell.  M.D.,''S  Chairman 

Box  68,  Bailey  27807 
Robert  G.  Brame,  M.D.:1- 

Dept.  Ob-Gyn.  Duke  Hosp.,  Durham  27710 
Gloria  F.  Graham.  M.D."S 

1010  W.  Nash  St.,  Wilson  27893 
Rose  Pully,  M.D."'4 

1007V2  N.  College  St.,  Kinston  28501 

55.  Committee    on    Social    Services    Programs     (Including 
Medicaid)  (17)  VII-5 

James  S.  Mitchener,  M.D.,s;1  Chairman 

Box  1599,  Laurinburg  28352 
Edgar  T.  Beddingfield,  Jr.,  M.D.9* 

Wilson  Clinic.  Wilson  27893 
Bruce  B.  Blackmon,  M.D.411 

P.  O.  Box  8,  Buies  Creek  27506 
J.  Elliott  Dixon,  M.D.74 

215  E.  Second  St.,  Ayden  28513 
Albin  W.  Johnson,  M.D.»2 

1300  St.  Mary's  St.,  Raleigh  27605 
John  T.  Gentry,  M.D.'12 

UNC  Sch.  Public  Health,  Chapel  Hill  27514 
John  R.  Kernodle,  M.D.1 

Kernodle  Clinic.  Burlington  27215 
Ralph  V.  Kidd,  M.D.11" 

1928  Randolph  Rd.,  Charlotte  28207 
Thomas  W.  Kitchen,  Jr.,  M.D.C7 

510  College  St.,  Jacksonville  28540 


543 


56. 


William  T.  MacLauchlin,  M.D.'* 

Box  774,  Conover  28613 
Campbell  White  McMillan,  M.D.'1- 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
OtisB.  Michael,  M.D.11 

208  Doctors  Bldg.,  Asheville  28801 
Leslie  M.  Morris,  M.D.:iG 

Box  1495,  Gastonia  28052 
George  W.  Paschal,  Jr.,  M.D.'J- 

1110  Wake  Forest  Rd.,  Raleigh  27604 
Emery  L.  Rann,  M.D.*'" 

1001  Beatties  Ford  Rd.,  Charlotte  28204 
Donald  B.  Reibel,  M.D.»- 

P.  O  Box  10707,  Raleigh  27605 
Russell  L.  Smith.  M.D.« 

114  E.  3rd  St.,  Winston-Salem  27101 

Committee  Advisory  to  Medical  Students  (7)  II-9 

Oscar  L.  Sapp,  III.  M.D.,:i-  Chairman 

UNC  Sch.  of  Med.,  Chapel  Hill  27514 
James  A.  Bryan,  II,  M.D.'!- 

N.  C.  Mem.  Hosp.,  Chapel  Hill  275  14 
C.  Douglas  Maynard,  M.D.:i4 

Bowman  Gray,  Radiology  Dept., 

Winston-Salem  27103 
William  P.  J.  Peete.  M.D.:i- 

Duke  Univ.  Med.  Ctr..  Durham  27710 


Mr.  Edward  Warren  (BG) 

1 105  West  End  Blvd.,  Winston-Salem  27103 
Mr.  Allen  R.  Wenner  (UNC) 

38  Cedar  Court  Apts.,  Carrboro  27510 
Mr.  James  Sarn  (DUKE) 

2803  Nation  Avenue,  Durham  27707 

57.  ad  hoc  Committee  on  Constitution  and  Bylaws  Revision 
(4)  11-11 
Louis  deS.  Shaffner,  M.D.,'11  Chairman 

Bowman  Gray.  Winston-Salem  27103 
Henry  J.  Carr,  Jr.,  M.D.S- 

603  Beamon  St.,  Clinton  28328 
James  E.  Davis,  M.D.:i- 

1200  Broad  St.,  Durham  27705 
Chalmers  R.  Carr,  M.D.,!" 

1822  Brunswick  Ave.,  Charlotte  28207 

58.  ad  hoc  Committee  to  Study  and  Recommend  a  Salary 
or  Increase  in  Allowances  for  the  President  (4)  1-5 
George  W.  Paschal,  Jr.,  M.D.,11-  Chairman 

1110  Wake  Forest  Rd.,  Raleigh  27604 
Edgar  T.  Beddingfield,  Jr.,  M.D.!IS 

Wilson  Clinic,  Wilson  27893 
Louis  deS.  Shaffner,  M.D/'-i 

Bowman  Gray.  Winston-Salem  27103 
T.  Tilghman  Herring,  M.D.'IS 

Wilson  Clinic,  Wilson  27893 
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WHAT?  WHEN?  WHERE? 


July  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "for 
information.") 

I.  Current  Events  in  North  Carolina 

July  31 

Ophthalmology  for  the  Community  Physician 

(The  last  in  a  series  of  eight  programs  I 

Designed   to   help  keep   physicians   up-to-date  on   the   most 

recent  developments  in  ophthalmology. 
Acceptable  for  credit  by  the  AAFP  and  the  CME. 
Allied  health  professionals  also  welcome. 
For   information:    Department   of   Medical    Education,   The 

Edcecombe    General    Hospital,    P.    O.    Box    45,   Tarboro 

27886 

August  2-4 

Troika  Summer  Workshop  in  Patient  Management 

Place:  Holiday  Inn  Downtown,  Myrtle  Beach,  South 
Carolina 

Fee:  $75.00 

Sponsors:  Bowman  Gray  School  of  Medicine,  Duke  Univer- 
sity School  of  Medicine,  UNC  School  of  Medicine 

For  information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  27103 

September  7-8 

The  Annual  Meeting  of  the  North  Carolina  Chapter  of  the 
American  Academy  of  Pediatrics  and  The  North  Carolina 
Pediatric  Society 

Place:  The  Carolina,  Pinehurst 

For  information:  Mrs.  John  McLain,  Executive  Secretary, 
3209  Rugby  Road.  Durham,  27707 


September  21-22 

Thomas    Symposium 


1973    Walter    L. 

Malignancy  and  Surgery 
For    information:     W.    T. 

Gynecologic    Oncology, 

Gynecology,  Duke  University  Medical  Center 

3079,  Durham  27710 


on    Gynecological 


Creasman,    M.D.,    Director    of 

Department    of    Obstetrics    and 

P.  O.  Box 


September  26-29 

Annual  Committee  Conclave  of  the  North  Carolina  Medical 
Society 

Place:  Mid  Pines  Club,  Southern  Pines 

For  information:  Mr.  William  N.  Hilliard.  Executive  Direc- 
tor. P.  O.  Box  27167,  Raleigh  27611 

II.  Coming  Events  in  North  Carolina 

October  5 

24th  Annual  Winston-Salem  Heart  Symposium 

Place:  Bowman  Gray  School  of  Medicine.  Winston-Salem 

July   1973,  NCMJ 


Sponsor:  Forsyth  County  Heart  Association 
For    information:    Ms.    Kathryn    Cox,    2046  Queen    Street, 
Winston-Salem  27103 

October  31-IS'ovember  2 

North  Carolina  Academy  of  Family  Physicians  Twenty-fifth 

Annual  Meeting 
Place:  Four  Seasons  Holiday  Inn,  Greensboro 
Approved  for  12  hours  elective  AAFP  credit 
For    information:    Jack    C.    Knowles,    Executive    Secretarv, 

1002  Wake  Forest  Road,  Raleigh  27604 

III.  Meetings  in  Contiguous  States 
September  24-29 

Fourth  Annual  Family  Practice  Review  Course 

Place:  Sheraton-Fort  Sumter  Hotel,  Charleston,  S.  C. 

Enrollment  limited  to  75.  Tuition  $140 

Approved  for  forty  hours  AAFP  credit 

For  information:  Vince  Moseley,  M.D.,  Director.  Division  of 
Continuing  Education.  Medical  University  of  South  Caro- 
lina, 80  Barre  Street,  Charleston,  S.  C.  29401 

October  11-13 

Twelfth  Annual  Cardiovascular  Symposium 

Place:  Williamsburg  Colony  Inn,  Williamsburg,  Va. 

Sponsors:  Council  on  Clinical  Cardiology  of  the  American 
Heart  Association 

For  information:  Mr.  Herbert  M.  Brewer,  Chairman,  Pro- 
fessional Education  Committee,  Tidewater  Heart  Associa- 
tion. Inc..  891  Norfolk  Square.  Norfolk,  Virginia  23502 


NEW  MEMBERS 

of  the  State  Society 


Beason,  Edward  Stewart,  MD  (PI),  Bowman  Gray,  Winston- 
Salem  27103 

Bissada,  Nabil  K.,  MD  (intern-resident),  95  Willow  Terrace 
Apts.  Chapel  Hill  27514 

Faris.  John  Charles,  MD  (R).  18  Graylyn  Court,  Winston- 
Salem  27106 

Gilbert.  Terence  James,  MD  (Anes),  Box  3094,  Duke 
Medical  Center,  Durham  27710 

Jarrell,  John  Arthur,  Jr.,  MD  (Anes),  2924  Buckingham  Rd., 
Durham  27707 

Mattox,  William  Joseph,  MD  (GP).  5223  Wrightsville  Ave.. 
Wilmington  28401 

McConnachie,  Christopher,  MD  (Or),  820  Fleming  St., 
Hendersonville  28739 

Newman,  Forest  Pike,  III  (Student).  18  Colonial  Arms 
Apt.,  Chapel  Hill  27514 

Pearson.   Arthur   A.,   MD    (GP).   Mt.   Sanitarium,   Fletcher 

Weis,  Walter  Francis,  Jr.,  MD  (Or),  134  Parkwood  Rd., 
Wilmington  28401 
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News  Notes  from  the— 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


Hundreds  of  the  world's  most  distinguished 
scientists  in  the  field  of  drug-related  research  came  to- 
gether on  the  University  of  North  Carolina  campus  at 
Chapel  Hill  May  21-23  to  share  reports  of  ongoing 
research. 

The  meeting  was  the  35th  annual  session  of  the 
National  Research  Committee  on  Problems  of  Drug 
Dependence. 

Chairman  for  the  Chapel  Hill  program  was  Dr. 
Cecil  G.  Sheps,  UNC  vice  chancellor  for  health 
sciences  and  a  member  of  the  Committee  on  Prob- 
lems of  Drug  Dependence.  Co-chairman  was  Dr. 
Louis  S.  Harris,  chairman  of  the  Medical  College  of 
Virginia  Department  of  Pharmacology  and  a  profes- 
sor in  the  UNC  School  of  Medicine's  Department  of 
Pharmacology  here  in  Chapel  Hill. 

Project  Early  Aid,  a  UNC-based  program  which 
provides  mental  health  and  educational  consultation 
to  day  care  centers,  is  the  recipient  of  an  outstanding 
achievement  citation  by  the  North  Carolina  Depart- 
ment of  Human  Resources  and  North  Carolina  De- 
partment of  Mental  Health. 

Dr.  Lenore  Behar,  director  of  the  project  and  a 
psychologist  in  the  UNC  School  of  Medicine,  ac- 
cepted the  award. 

Project  Early  Aid  is  co-sponsored  by  the  Orange- 
Person-Chatham  Mental  Health  Centers  and  has  its 
emphasis  on  the  primary  prevention  of  emotional 
disorders  and  developmental  handicaps  in  young  chil- 
dren. 

*  *  * 

UNC  orthopaedic  surgeon  Dr.  R.  Beverly  Raney 
was  honored  here  recently  with  the  unveiling  of  his 
portrait. 

The  ceremony  took  place  at  a  banquet  attended  by 
his  colleagues  and  former  students  which  climaxed 
the  visit  of  the  Second  Annual  Raney  Professor.  Dr. 
Frank  Wilson,  chairman  of  the  UNC  Division  of  Or- 
thopaedic Surgery  presented  the  portrait,  which  will 
be  hung  in  the  Raney  Orthopaedic  Library  in  North 
Carolina  Memorial  Hospital. 

Dr.  Raney  was  the  first  chairman  of  the  UNC  or- 
thopaedic division,  a  position  he  held  until  1967.  He 
is  currently  a  clinical  professor. 

Dr.  James  Bryan  II,  professor  of  medicine,  has 
been  named  the  first  recipient  of  the  $1,000  Excel- 
lence in  Teaching  Prize. 

The  prize  was  established  this  month  by  the  Cen- 
tral Carolina  Bank  and  Trust  Co.  to  recognize  and 
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Rondomycin 

(methacycline  HCl) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicaled. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  developmenl ) 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue  A  decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactattng  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a  problem  m  normal  renal  function,  m  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS  It  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perlorm  darklield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood. 
renal,  hepatic). 

Treat  all  Group  A  beta-hemolytic  streptococcal  mfeclions  lor  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS  Gastrointestinal  toral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
■3 1  overgrowth)  m  the  anogemtal  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon)   Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 
Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea'  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
tramdtcated,  'Rondomycin'  (methacycline  HCl)  may  be  used  lor  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a  total  of  5.4  grams 

For  treatment  of  syphilis,  when  penicillin  is  contramdicated.  a  total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCl)  in  equally  divided  doses  over  a  period  ot  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 
Children  -  3  to  6  mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contramdicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCl)  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCl. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

iff  i       WALLACE  PHARMACEUTICALS 
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give  evidence  of  the  importance  placed  on  superior 
teaching  in  the  UNC  School  of  Medicine. 

Dr.  Bryan  was  chosen  for  the  award  by  the  White- 
head Society,  the  medical  school  student  association. 
They  cited  him  for  the  countless  hours  he  spends 
with  them  in  the  halls,  on  the  wards  and  in  the  class- 
room and  for  his  teaching  which  is  a  "humane,  sen- 
sitive, dignified  type  of  medicine  starting  with  the  day 
they  enter  medical  school  to  the  time  they  work  in  the 
Emergency  Room." 

*  =fc  ^ 

Dr.  Wayne  O.  Southwick,  professor  of  orthopaedic 
surgery  at  the  Yale  University  School  of  Medicine, 
was  the  Second  Annual  Raney  Visiting  Professor  in 
Orthopaedic  Surgery  at  the  University  of  North  Caro- 
lina School  of  Medicine  here  May  16-18. 

:■;  ^  ;■: 

A  research  study  just  completed  by  a  University  of 
North  Carolina  psychiatrist  indicates  that  the  use  of 
marijuana  and  a  feeling  of  rejection  by  society  seem 
to  go  hand  in  hand. 

Dr.  John  A.  Ewing  presented  his  findings  recently 
before  the  126th  annual  meeting  of  the  American 
Psychiatric  Association  in  Honolulu. 

Dr.  Ewing  said  that  according  to  his  study,  "as 
marijuana  use  goes  up,  so  does  alienation." 

"We  found  that  the  most  frequent  users  of  mari- 
juana said  they  also  experienced  difficulty  achieving 
identity." 

Dr.  Ewing's  research  study  involved  374  under- 
graduates and  was  conducted  on  a  major  southeastern 
university  campus. 

Dr.  Gordon  H.  DeFriese  has  been  appointed  direc- 
tor of  the  University  of  North  Carolina  Health  Ser- 
vices Research  Center,  it  was  announced  recently. 

A  sociologist  and  specialist  in  health  services  re- 
search, Dr.  DeFriese  succeeds  Dr.  Cecil  G.  Sheps 
who  stepped  down  from  the  post  to  become  UNC 
vice  chancellor  for  health  sciences  in  1972. 

Dr.  DeFriese  joined  the  Health  Services  Research 
Center  faculty  in  1971.  He  came  to  Chapel  Hill  from 
Cornell  University. 

In  addition  to  his  new  appointment.  Dr.  DeFriese 
also  holds  teaching  appointments  in  the  UNC  School 
of  Medicine's  Department  of  Family  Medicine  and 
the  UNC  Department  of  Sociology.  He  is  associate 
editor  of  "Social  Forces,"  a  monthly  research  publi- 
cation of  the  Department  of  Sociology. 

Dr.  DeFriese  holds  both  the  Ph.D.  and  M.A.  de- 
grees from  the  University  of  Kentucky  College  of 
Medicine. 

*  *  * 

Dr.  Noel  B.  McDevitt,  chief  resident  in  surgery 
at  N.  C.  Memorial  Hospital,  has  been  awarded  the 
1973  S  1,000  Nathan  A.  Womack  Scholarship 
Award. 

The  scholarship  is  given  to  the  surgical  resident 
who  best  represents  those  qualities  so  well  epitomized 


by  Dr.  Nathan  A.  Womack  —  general  excellence  in 
teaching,  investigation  and  patient  care. 

Dr.  McDevitt  joined  the  UNC  faculty  here  July  1 
as  an  assistant  professor. 

The  Department  of  Health  Administration  of  the 
University  of  North  Carolina  School  of  Public  Health 
here  has  received  $96,786  Department  of  Health 
Education  and  Welfare  grant  for  a  two-year  study  of 
professional  adoption  of  drug  abuse  service  in  com- 
munity agencies. 

Dr.  Arnold  D.  Kaluzny  is  principal  investigator  of 
the  research  project  and  Dr.  James  E.  Veney  and  Dr. 
Jerome  B.  Hallan  are  co-investigators. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Thomas  H.  Irving  and  Dr.  Robert  N.  Headley, 
both  on  the  faculty  of  the  Bowman  Gray  School  of 
Medicine,  have  been  appointed  associate  chiefs  of 
professional  services  at  North  Carolina  Baptist 
Hospital. 

Irving  is  professor  and  chairman  of  the  medical 
school's  Department  of  Anesthesia.  Headley  is  asso- 
ciate professor  of  medicine  and  director  of  the  medi- 
cal center's  coronary  care  unit. 

North  Carolina  Baptist  Hospital  is  the  main  teach- 
ing hospital  for  the  medical  school. 

The  positions  of  associate  chiefs  of  professional 
services  were  created  to  expand  communications  be- 
tween the  hospital  administration  and  the  medical 
center's  staff  of  physicians  on  matters  relating  to  pa- 
tient care. 

Dr.  Eben  Alexander  will  continue  as  chief  of  pro- 
fessional services,  a  position  he  has  held  for  20  years. 
*  *  * 

Dr.  Jesse  H.  Meredith,  professor  of  surgery  at  the 
Bowman  Gray  School  of  Medicine,  was  elected  presi- 
dent-elect of  the  North  Carolina  Chapter  of  the 
American  College  of  Surgeons  at  the  May  meeting  of 
the  chapter  in  Wrightsville  Beach. 

^  %  % 

Dr.  Frank  R.  Lock,  professor  of  obstetrics  and 
gynecology  at  the  Bowman  Gray  School  of  Medicine, 
was  honored  May  18  for  his  contributions  to  the  ad- 
vancement of  maternal  care  and  the  total  health  of 
women  in  the  United  States  for  the  past  33  years. 

During  a  dinner  which  climaxed  Frank  R.  Lock 
Day  at  the  medical  school.  Dr.  Lock  was  presented  a 
citation  signed  by  President  Richard  M.  Nixon.  A 
portrait  of  Dr.  Lock  was  presented  to  the  medical 
school  during  the  dinner. 

Dr.  Lock  was  the  first  chairman  of  the  medical 
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Now 

form  follows 

function 

Only  Candeptin  (candicidin) 
gives  you  this  unique  form 
a  soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN R  (candicidin)  VAGELETTES 
Vaginal  Capsules ...  a  unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 

the  specific  high  potency  antimonilial  agent, 

candicidin,  in  a  soft  gelatin  capsule  — the  shape 

designed  with  your  patient  in  mind.  It  permits  easy 

manual  insertion  without  the  need  for  an  applicator 

or  inserter. .  .of  particular  value  for  the  pregnant 

patient.,  .for  intravaginal  use.  By  cutting  off  the  tip 

of  the  narrow  soft  end,  the  contents  can  be  extruded 

through  an  intact  hymen  for  intravaginal  use.  And 

it  is  readily  adaptable  to  topical  application  for 

labial  involvement,  and/or  intravaginal  use  to  treat 

mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief —  itching,  burning, 

and  discharge  subside  in  48-72  hours' 

Soothing,  miscible  ointment  permits  complete 

contact  with  affected  tissue. 

Usually  cures  in  a  single  14-day  course  of  therapy2-3'4 


Safe 

Exact  dosage  assured23 

No  side  effects,  clinical  reports  of  irritation  or 

sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointment 
and  Tablets  have  a  clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!-4tTn  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a  100%  culture-confirmed 
cure  rate  was  achieved  with  a  single  14-day 
course  of  therapy.2,3 

Unique 

CANDEPTIN'(candicidin) 
VAGELETTES  "Vaginal  Capsules 


Description:  Candeptin  (candicidin) 
Vaginal  Ointment  contains  a  dispersion  of 
candicidin  powder  equivalent  to  0.6  mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U.S.  P.  petrolatum  3  mg  of  Candicidin  is 
contained  in  5  gm  of  ointment  or  one 
applicatorful.  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3  mg.  (0  3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3  mg.  of  Candicidin  activity 
dispersed  in  5  gm.  U.S. P.  petrolatum. 
Action:  CANDEPTiN'Vaginal  Ointment, 
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packaged  in  boxes  of  28.  in  foil  with 
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Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2  boxes  ) 
Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without 
prescription. 
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school's  Department  of  Obstetrics  and  Gynecology. 
Funds  to  be  used  for  the  establishmen  )f  a  Frank 
Ray  Lock  Professorship  at  the  medical  sc.    ol  were 

presented  to  the  school  during  the  banquet. 

*  *  * 

Dr.  Robert  W.  Prichard,  professor  of  pathology  at 
the  Bowman  Gray  School  of  Medicine,  was  presented 
the  Award  for  Teaching  Excellence  during  the  medi- 
cal school's  annual  student  awards  ceremony  May  25. 
He  also  received  the  Basic  Science  Teaching  Award. 

The  Award  for  Teaching  Excellence  is  the  highest 
award  for  teaching  excellence  given  by  both  the 
faculty  and  the  student  body.  Nominees  for  the  award 
are  chosen  by  the  medical  students  through  a  nomi- 
nating committee.  The  winner  is  chosen  by  a  commit- 
tee composed  of  students,  full-time  academic  faculty 
and  administrators. 

Six  faculty  members  at  the  Bowman  Gray  School 
of  Medicine  received  Clinical  Faculty  Teaching  Cita- 
tions, from  the  senior  class  of  the  medical  school. 
May  25  during  the  annual  student  awards  ceremony. 

The  six  are:  Dr.  William  T.  McLean  Jr.,  associate 
professor  of  neurology;  Dr.  Robert  L.  Gibson,  assis- 
tant professor  of  anesthesia;  Dr.  John  H.  Edmonds 
Jr.,  professor  of  medicine;  Dr.  Francis  M.  James  III, 
associate  professor  of  anesthesia;  Dr.  Charles  E.  Mc- 
Call,  associate  professor  of  medicine;  and  Dr.  Rob- 
ert C.  McKone,  associate  professor  of  pediatrics. 

Their  citations  read,  in  part,  "This  citation  recog- 
nizes our  high  regard  for  this  physician,  for  his  time 
and  devotion  to  teaching  the  principles  and  practice 
of  medical  care,  and  for  his  efforts  to  instill  in  us  the 

qualities  of  the  complete  physician." 

*  *  * 

Dr.  Robert  F.  Bond,  associate  professor  of  physi- 
ology at  the  Bowman  Gray  School  of  Medicine,  has 
been  named  to  the  editorial  board  of  the  newly 
formed  "Circulatory  Shock,"  a  professional  journal 
dealing  with  the  area  of  shock.  The  first  issue  of  the 
journal  is  expected  in  about  a  year. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


July   1973.  NCMJ 


A  new  type  of  physician,  capable  of  and  willing  to 
take  a  leadership  role  in  improving  the  nation's  health 
care  delivery  system,  is  being  trained  at  Duke  under  a 
new  graduate  training  program  in  medicine. 

Duke's  Clinical  Scholar  Program  will  be  supported 
by  grants  from  The  Robert  Wood  Johnson  Founda- 
tion. Awards  will  go  to  young  doctors  interested  in 
careers  in  developing  and  managing  major  health  sys- 
tems and  educational  programs. 

"These  people  will  have  a  combination  of  talents 
and  sensitivities  no  other  group  would  have,"  said 
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Dr.  William  R.  Harlan,  program  director.  "They're 
going  to  have  to  be  good  at  two  things.  First,  they'll 
be  board-c ualified,  skilled  clinicians  with  experience 
caring  fjr  the  individual  patient.  Then  they  will  be 
peor'.e  qualified  in  planning  and  administration  with  a 
concern  for  the  health  care  system  as  a  whole. 

"Hopefully  these  physicians  will  bring  with  them  a 
different  outlook,"  Harlan  said,  "the  same  way  the 
physician-scientist  brings  to  research  some  sensitivi- 
ties that  the  biochemist  with  a  Ph.D.  doesn't 
have.  .  .  ." 

The  Johnson  Foundation  has  committed  $5.9  mil- 
lion to  the  program  at  eight  to  12  medical  schools 
across  the  nation  in  the  next  four  years.  For  the  fiscal 
year  1973-1974  Duke  will  receive  $96,000  to  support 
four  to  six  scholars. 

The  Clinical  Scholar  Program  began  three  years 
ago  as  a  pilot  program  at  five  of  North  America's 
leading  medical  schools  —  Duke,  Case  Western  Re- 
serve, Johns  Hopkins,  Stanford,  and  McGill.  Funds 
for  the  experimental  program  were  provided  by  the 
Commonwealth  Fund  and  the  Carnegie  Corp.  Duke 
has  graduated  eleven  clinical  scholars  during  the  pilot 
program. 

The  new  national  program  will  be  based  on  the 
pilot  projects  and  will  be  administered  by  a  15-mem- 
ber  national  board.  Two  Duke  administrators  —  Dr. 
Eugene    Stead,    professor    of    medicine,    and    Dr. 


James  B.  Wyngaarden,  chairman  of  the  Department 
of  Medicine  —  will  serve  on  the  board. 

Dr.  John  C.  Beck,  currently  chairman  of  the  De- 
partment of  Medicine  at  McGill  University  in  Mon- 
treal, will  be  director  of  the  program. 

♦  ♦  ♦ 

Dr.  Donald  Hackel,  professor  of  pathology,  Dr. 
Shirley  Ostcrhout,  clinical  director  of  the  Poison  Con- 
trol Center  and  associate  in  pediatrics,  and  Dr.  An- 
drew Wechsler,  resident  in  surgery,  were  the  recipi- 
ents of  Golden  Apple  awards  for  excellence  in  teach- 
ing presented  by  students  of  the  School  of  Medicine. 

Drs.  Hackel,  Ostcrhout,  and  Wechsler  received 
their  awards  in  basic  sciences,  clinical  science  and 
house  staff  teaching  respectively. 

The  winners,  selected  by  a  vote  of  all  medical 
students  at  Duke,  received  individual  awards  and  will 
have  their  names  engraved  on  a  permanent  plaque 
located  in  the  medical  student  lounge. 

Runners-up  in  the  basic  sciences  were  Dr.  Robert 
Hill,  biochemistry;  Dr.  Steven  Vogel,  pathology;  Dr. 
Athos  Ottolenghi,  pharmacology;  and  Dr.  William 
Hylander,  anatomy. 

Runners-up  in  clinical  science  were  Dr.  Roy 
Parker,  obstetrics  and  gynecology;  Dr.  Bruce  Dixon, 
medicine;  and  Dr.  Jess  Peters,  medicine. 

In  addition,  Drs.  James  Alexander  in  surgery,  Lu- 
cien  Rice  in  medicine  and  Charles  Scott,  also  in  medi- 
cine, received  votes  for  best  house  staff  officer. 
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There's  a  world  of  things 
we're  doing  something  about 


Hopes  that  the  use  of  high  pressure  oxygen  in  hy- 
perbaric chambers  might  sucessfully  treat  brain 
damage  in  such  conditions  as  stroke  and  senility  have 
been  jolted  by  Duke  researchers. 

The  researchers  reported  in  Boston  that  elderly 
stroke  victims  and  presenile  patients  so  treated 
showed  no  more  improvement  in  lucidity  and  func- 
tioning than  control  patients  who  were  not  treated. 

Many  studies  of  the  effects  of  high  pressure  oxygen 
on  brain  function  have  been  started  around  the  coun- 
try since  1969,  when  researchers  in  Buffalo  reported 
"dramatic"  improvements  in  13  senile  patients  given 
OHP. 

The  treatment  is  based  on  the  idea  that  the  blood 
stream  can  be  supersaturated  with  oxygen  when  a 
patient  is  under  the  high  atmospheric  pressures  that 
can  be  achieved  in  a  hyperbaric  chamber. 

It  is  generally  believed  that  the  decrease  in  oxygen 
to  brain  tissue  in  strokes  and  senility  is  the  basis  for 
the  loss  of  function  seen  in  these  conditions. 

Since  the  Buffalo  report,  tentative  positive  results 
have  been  reported  from  half  a  dozen  projects. 

"But  such  research  studies  are  costly  and  difficult 
and  time  consuming  and  the  methods  used  by  many 
of  these  researchers  have  been  subject  to  criticism," 
said  Dr.  Glen  Davis,  coordinator  of  the  Duke  study. 

"Each  piece  of  our  study  and  testing  was  done  by 
experts,  and  our  testing  was  much  more  extensive 
in  all  areas  of  functioning  than  the  other  groups," 


552 


Vol.  34.  No.  7 


he  said.  "We  feel  these  very  strongly  negative  results 
are  important  because  the  government  and  institu- 
tions are  spending  a  lot  of  money  on  this." 

Davis  presented  the  findings  at  the  annual  meeting 
of  the  American  Academy  of  Neurology  in  Boston. 
Davis,  who  is  now  a  medical  intern  at  Duke,  was  a 
fellow  in  the  Center  for  the  Study  of  Aging  and 

Human  Development  at  the  time  of  the  study. 

*  *  * 

Dr.  Eugene  M.  Renkin,  professor  of  physiology, 
was  chosen  president-elect  of  the  Microcirculatory 
Society  for  1973  at  its  annual  spring  meeting  held  in 
Atlantic  City,  N.  J.,  April  14-15. 

The  Microcirculatory  Society  is  composed  of  scien- 
tists who  are  engaged  in  work  on  blood  flow  and 
transport  phenomena  in  minute  blood  vessels.  It  has 
an  international  membership  of  approximately  350. 

In  addition,  Renkin  presented  a  paper  at  the  con- 
ference entitled  "Influence  of  Compound  48/80  on 
Microvascular  Permeability  to  Plasma  Protein  in  the 

Frog." 

*  *  * 

Dr.  Lester  Wilson,  professor  of  obstetrics  and 
gynecology  at  the  University  of  Virginia,  was  elected 
chairman  of  District  IV  of  the  American  College  of 
Obstetricians  and  Gynecologists  at  a  meeting  of  the 
ACOG  in  Atlanta.  He  is  a  former  Duke  resident. 

Dr.  John  Kernodle  of  Burlington  gave  the  principle 
address  at  the  meeting. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

At  the  meeting  of  the  American  College  of  Physi- 
cians held  recently  in  Philadelphia,  Dr.  John  T.  Ses- 
sions, Jr.,  was  elected  Governor-Elect  from  the  State 
of  North  Carolina.  He  will  serve  in  this  capacity  for 
the  next  twelve  months,  then  assume  the  duties  of 
representative  of  this  state  in  ACP  affairs. 


NORTH  CAROLINA  HEART  ASSOCIATION 

The  North  Carolina  Heart  Association  has  set  a 
deadline  of  October  1,  1973  for  receiving  applica- 
tions for  research  grants-in-aid  up  to  $2,500,  except 
in  unusual  circumstances  when  they  will  consider 
applications  for  larger  amounts  from  investigators 
within  the  state  working  in  the  cardiovascular  field. 
Grants-in-aid  are  awarded  by  the  Heart  Association 
and  its  chapters  to  scientists  to  serve  as  pilot  projects 
and  as  a  method  of  encouraging  postdoctoral  scien- 
tists toward  a  research  career.  Preference  in  funding 
will  be  given  to  junior  investigators. 

Applications  for  the  grants  may  be  forwarded  to 
Richard  W.  St.  Clair,  Ph.D.,  Chairman,  Research 
Review  Subcommittee,  North  Carolina  Heart  Asso- 
ciation, P.  O.  Box  2408,  Chapel  Hill,  N.  C.  27514. 

The  grants-in-aid  are  one  phase  of  the  Heart  Asso- 
ciation's research  program,  which  is  supported  by 
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public  contributions  to  the  annual  Heart  Fund  cam- 
paign. 

The  North  Carolina  program  is  separate  from  that 
of  the  American  Heart  Association,  which  annually 
makes  numerous  research  grants  to  scientists  within 
the  state.  Those  interested  in  inquiring  about  the 
national  program  should  write  to  the  American  Heart 
Association,  44  East  23rd  Street,  New  York,  N.  Y. 
10010. 


New  Medical  Journal  Launched 

CVP,  the  Journal  of  Cardiovascular  &  Pulmonary 
Technology,    published    on    a    bimonthly    frequency 


(first  issue  dated:  May-June  1973)  debuts  with  a 
controlled  circulation  of  14,000  cardiopulmonary 
technicians,  cardiovascular  technologists,  cardiac  de- 
partment supervisors,  and  hospital  and  medical  center 
MD  directors  of  cardiology  departments. 

The  publishers,  Hal  Spector  and  Martin  Waldman, 
describe  CVP  as  a  pragmatic,  "how-to"  publication, 
containing  reports  from  professionals  plus  staff-writ- 
ten survey  articles  on  topical  matters  involving  the 
discipline  and  detailed  reporting  on  new  products  and 
services  available  to  cardiology  practitioners  and 
diagnosticians. 

CVP  is  published  by  Brentwood  Publishing  Corp., 
825  S.  Barrington  Ave.,  Los  Angeles,  Calif.  90049. 


Month  in 
Washington 


Strong  protests  from  the  American  Medical  Asso- 
ciation and  others  have  led  the  Secretary  of  the  De- 
partment of  Health,  Education,  and  Welfare  to  hold 
letters  from  Social  Security's  Bureau  of  Health  In- 
surance that  ordered  Medicare  and  Medicaid  interme- 
diaries to  augment  hospital  utilization  review  by  re- 
quiring a  pre-admission  certification  program,  and 
the  use  of  national,  regional  or  other  appropriate  data 
on  length  of  stay  by  diagnosis  to  establish  extended- 
stay  cut-off  dates. 

In  letters  and  visits  with  HEW  Secretary  Caspar  W. 
Weinberger,  AMA  board  chairman,  John  R.  Ker- 
nodle,  M.D.  urged  that  ".  .  .  the  Social  Security  di- 
rective be  reviewed,  not  only  from  the  standpoint  of 
its  validity  under  the  Medicare  law,  but  also  with  re- 
spect to  its  apparent  preemption  of  functions  given  by 
the  Congress  to  Professional  Standards  Review 
Organizations  (PSRO). 

".  .  .  We  believe  the  purpose  of  an  intermediary 
letter  should  be  limited  to  administrative  matters  af- 
fecting carriers.  If  providers  of  service  are  affected 
we  believe  that  any  changes  should  be  the  subject  of 
proposed  regulations  under  which  the  providers  and 
the  carriers  are  given  an  opportunity  to  present  their 
views.  In  the  case  of  the  intermediary  letters  under 
consideration,  we  question  their  validity  and  appro- 
priateness at  this  time.  We  believe  that  they  should 
not  be  issued  at  this  time  and  that  they  would  more 
appropriately  be  included  in  the  PSRO  regulations." 

Social  Security  stated  that  the  proposed  new  in- 
structions in  its  intermediary  letters  "are  intended  to 
be  supportive  of  the  PSRO  effort." 

The  reason  for  the  new  procedures,  according  to 


Social  Security,  is  "increasing  public  concern  at  all 
levels  over  the  need  for  more  effective  utilization  of 
health  care  while  maintaining  or  improving  the 
quality  of  care  rendered." 

Social  Security  describes  the  new  instructions  as 
"processes  that  are  to  be  employed  for  the  period 
prior  to  the  emergence  of  PSROs.  Hospitals  will  re- 
quire that  the  attending  physician  present  appropriate 
documentation  for  use  by  the  UR  committee,  or  its 
representative,  for  approval  of  the  hospital  admission 
prior  to  —  or  at  the  time  of  —  elective  admissions, 
and  within  one  working  day  subsequent  to  emergency 
or  urgent  admissions. 

"A  representative  of  the  utilization  review  commit- 
tee will  review  all  applications  for  admission  of  Medi- 
care beneficiaries;  however,  not  all  would  be  reviewed 
in  the  same  depth.  By  employing  a  selection  technique 
found  appropriate  by  SSA,  the  utilization  review 
committee  will  subject  an  appropriate  number  of  the 
applications  for  admission  to  close,  professional  scru- 
tiny. For  example,  the  utilization  review  committee 
will  be  required  to  review  intensively  all  questionable 
admissions  (i.e.,  those  involving  questionable  di- 
agnosis, and  treatments,  for  which  close  review  is 
appropriate  because  of  high  cost,  frequency  of  abuse, 
or  propensity  for  potential  misutilization.") 

"All  admissions  approved  by  the  utilization  review 
committee  will  be  certified  by  the  committee  for  a 
specific  duration  based  on  appropriate  percentile  of 
past  data  (or  other  data  acceptable  to  the  Secretary). 
Where  the  committee  does  not  approve  the  admis- 
sion, the  attending  physician  and  the  beneficiary  is  to 
be  notified  immediately,  i.e.,  within  24  hours.   Re- 
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views  of  admissions  are  to  be  scheduled  prior  to  or  at 
the  time  of  the  expiration  of  the  initial  projected 
length-of-stay  and  in  subsequent  additional  stays 
where  the  attending  physician  recommends  and  the 
utilization  review  committee  approves  continuing 
hospitalization.  Appeal  rights  are  to  be  provided  to 
protect  the  beneficiary,  hospital,  and  the  attending 
physician  from  improper  denials. 

"The  proposed  new  procedure  calls  not  only  for  a 
change  in  timing  of  review  but  for  analysis  of  utiliza- 
tion review  findings  and  the  correction  of  problems 
that  are  identified.  .  .  ." 

Social  Security  said  the  intermediaries  would 
conduct  on-site  reviews  to  "verify  that  pre-admission 
certifications  and  subsequent  reviews  are  made  timely 
and  conscientiously."  Carriers  would  be  required  to 
exchange  information  to  identify  "potentially  aber- 
rant patterns  of  service  and  to  take  appropriate  cor- 
rective action." 

Some  150  physicians  representing  38  state  medical 
associations  and  foundations  have  visited  congress- 
men and  federal  officials  to  make  a  case  that  state- 
wide PSRO  coordinating  systems  should  be  permitted 
when  the  program  is  implemented. 

The  government  has  indicated  that  statewide 
PSROs  are  likely  only  in  very  small  states,  though  the 
law  contains  no  such  restriction.  Chief  congressional 
sponsor  of   PSRO,   Senator  Wallace   Bennett    (R., 


Utah),  insists  the  intent  of  the  law  is  to  bar  statewide 
setups  in  larger  states. 

PSRO  is  the  provision  of  last  year's  Medicare- 
Medicaid  amendments  that  calls  for  a  structured  pro- 
fessional review  system  for  Medicare  and  Medicaid 
which  will  review  initially  all  institutional  care  and 
later  all  care,  including  private  physicians'  care. 

Most  of  the  lawmakers  visited  expressed  sympathy 
for  the  position  of  the  state  groups  and  said  they 
would  transmit  the  concern  to  HEW.  At  a  follow-up 
meeting  HEW  officials,  however,  indicated  no  change 
in  policy  is  planned  at  this  time. 

Henry  Simmons,  M.D.,  Deputy  Assistant  Secretary 
for  Health,  said:  "It  appears  clear  that  statewide 
PSROs  would  be  difficult  to  square  with  congres- 
sional intent."  The  legislative  history  of  the  provision. 
Dr.  Simmons  added,  "makes  plain"  that  there  should 
be  a  number  of  PSROs  in  the  larger  states. 

However,  state  and  AMA  representatives  argued 
that  there  should  be  some  arrangement  under  which 
a  state-wide  umbrella  organization  can  be  part  of  the 
PSRO  program,  and  that  medicine  desired  a  condi- 
tion under  which  those  state  organizations  which  are 
interested  and  qualified  could  participate  in  a 
management  role  in  the  PSRO  program  in  their 
states. 

PSRO  Director  William  Bauer,  M.D.  told  the  state 
representatives  that  final  area  designations  won't  be 
made  until  November  at  the  earliest  and  that  "states 
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with  a  significantly  large  number  of  physicians  can  be 
expected  to  have  more  than  one  PSRO."  Dr.  Bauer 
stressed,  however,  that  he  will  be  as  flexible  as  possi- 
ble in  operating  the  program. 

In  the  exchange  of  communications  between  the 
HEW  Secretary  and  AMA  officials,  two  other  stands 
of  organized  medicine  were  made  abundantly  clear. 

Dr.  Kernodle  in  a  letter  to  the  Secretary  took  issue 
with  Social  Security's  opposition  to  current  pro- 
cedural terminology  (CPT)  as  a  coding  system  for 
carriers.  Dr.  Kernodle  said  the  AMA  has  spent  many 
years  and  hundreds  of  thousands  of  dollars  in  de- 
veloping "what  we  think  is  the  finest  and  most  com- 
plete description  of  medical  and  surgical  procedures 
that  is  possible." 

Dr.  Kernodle  pointed  out  that  the  physicians  of  at 


least  six  states  and  the  carriers  operating  in  these 
states  wish  and  stand  ready  to  put  CPT  into  opera- 
tion. But  Social  Security  continues  to  prohibit  this  on 
grounds  that  it  might  raise  costs.  Actually,  Dr.  Ker- 
nodle said,  studies  indicate  that  costs  increases  would 
be  minimal  at  most  and  at  least  one  state  has  found 
the  use  of  CPT  reduced  costs. 

In  the  same  letter  to  the  HEW  Secretary,  Dr.  Ker- 
nodle wrote:  ".  .  .  The  final  and  most  important 
point  we  wish  to  make  (and  one  that  is  at  the  core 
of  many  other  areas  of  concern)  is  our  firm  belief 
that  medical  and  health  matters  currently  under  the 
jurisdiction  of  the  Social  Security  Administration  and 
the  Social  and  Rehabilitation  Service  should  be  under 
the  jurisdiction  of  the  Office  of  the  Assistant  Secre- 
tary for  Health." 


Handbook  of  Pediatrics.  Edition  10.  By  Henry  K.  Silver. 
C.  Henry  Kempe,  and  Henry  B.  Bruyn.  693  pages.  Price, 
$6.50.  Los  Altos,  California:  Lange  Medical  Publica- 
tions, 1973. 


The  10th  edition  of  this  widely  used  handbook 
continues  to  be  a  reliable,  well-organized,  and  rather 
inexpensive  pocket  reference.  It  has  changed  very 
little  in  format  or  content  since  the  9th  edition  of 
1971,  but  it  still  is  probably  as  up  to  date  as  any 
book  of  its  type.  Although  intended  for  use  by  medi- 
cal students  and  practicing  physicians,  it  is  in  many 
ways  an  ideal  handbook  for  paramedical  personnel. 

The  present  edition  has  the  usual,  probably  un- 
avoidable, shortcomings  of  any  "complete"  handbook 
— fine  print,  a  striking  lack  of  references,  and  a  seem- 
ingly endless  array  of  charts,  tables,  and  outlines. 
Perhaps  less  detailed  information  on  general  subjects 
and  a  few  more  pertinent  references  would  add  to  the 
value  of  the  book. 

Especially  good  are  the  sections  on  disorders  of  the 
skin,  the  general  physical  examination  of  children, 
and  the  general  care  of  sick  children.  The  chapter  on 
toxins  and  poisons  is  brief,  yet  has  most  of  the  facts 
needed  in  an  emergency  situation.  The  chart  correlat- 
ing presenting  symptoms  and  most  likely  cause  of 
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poisoning  gives  several  pages  of  very  useful  informa- 
tion at  a  glance.  The  section  on  infantile  colic  may  be 
the  most  humorous  treatise  ever  written  on  this  sub- 
ject. Every  logical  treatment  for  colic  imaginable,  plus 
a  few  more,  is  given  wholehearted  approval  by  the 
authors.  In  other  sections,  however,  the  authors  have 
taken  a  more  dogmatic  approach  and  sometimes  pre- 
sent one  idea  or  plan  of  therapy  without  so  much  as  a 
reference  to  other  accepted  therapy.  For  example, 
only  tetracycline  is  listed  as  the  antibiotic  for  Rocky 
Mountain  spotted  fever,  although  many  authorities 
believe  intravenous  chloramphenicol  to  be  a  better 
drug  for  children  who  are  seriously  ill  with  this 
disease.  Also,  the  plan  for  treatment  of  cystic  fibrosis 
that  is  given  is  not  universally  accepted. 

The  antibiotics  section  probably  gives  more  infor- 
mation than  is  needed,  especially  concerning  antibi- 
otics rarely  used  in  pediatrics  such  as  lincomycin, 
vancomycin,  clindomycin,  etc.  In  general,  however, 
the  information  on  antibiotics  is  up  to  date. 

Despite  its  shortcomings,  this  edition  deserves  the 
success  of  previous  editions.  In  view  of  its  current  in- 
formation, it  should  remain  a  reliable  source  of  infor- 
mation for  many  years. 

Carey  E.  Stroud,  M.D. 
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Robert  A.  Ross,  M.D. 

Dr.  Robert  A.  "Daddy"  Ross  died  in  Chapel  Hill, 
April  15,  1973,  at  the  age  of  73  years.  He  was  a  na- 
tive of  Morganton,  North  Carolina. 

Dr.  Ross  received  his  B.S.  degree  in  Medicine  from 
the  University  of  North  Carolina  on  completion  of  the 
first  two  years  of  medicine  in  1920  and  his  M.D.  de- 
gree from  the  University  of  Pennsylvania  in  1922.  His 
postgraduate  training  consisted  of  an  internship  at  the 
Episcopal  Hospital  in  Philadelphia  (1922-24)  and  a 
residency  in  Obstetrics  and  Gynecology  at  Kensington 
Hospital  for  Women  (1924-26).  In  1926  Dr.  Ross 
entered  the  private  practice  of  Obstetrics  and  Gyne- 
cology in  Durham. 

He  became  Chief  of  Obstetrics  and  of  the  Operat- 
ing Committee  at  Watts  Hospital.  In  1930  he  helped 
organize  the  Department  of  Obstetrics  and  Gyne- 
cology at  the  Duke  University  School  of  Medicine, 
where  he  served  on  the  faculty  for  22  years.  In  1952 
he  was  appointed  the  first  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the  University 
of  North  Carolina  School  of  Medicine.  Dr.  Ross  re- 
tired as  Chairman  of  the  Department  in  1965  but 
continued  on  the  teaching  faculty  until  his  death. 

Dr.  Ross  was  a  member  of  numerous  national, 
state  and  local  professional  organizations.  In  1967  he 
served  as  President  of  the  North  Carolina  Society  and 


in  1969  became  President  of  the  American  College  of 
Obstetrics  and  Gynecology.  The  Robert  A.  Ross  Ob- 
stetrical and  Gynecological  Distinguished  Professor- 
ship was  established  in  1971  in  his  honor  by  the 
Robert  A.  Ross  Obstetrical  and  Gynecological 
Society,  which  is  composed  of  his  former  students 
and  residents. 

During  World  War  I  Dr.  Ross  served  with  the 
Medical  Corps  of  the  Naval  Reserve.  He  also  served 
in  World  War  II,  retiring  in  1962  with  the  rank  of 
rear  admiral. 

Dr.  Ross's  death  grieves  a  host  of  colleagues,  stu- 
dents, onetime  patients,  and  friends.  He  was  indeed 
"Daddy"  to  generations  of  medical  students  at  both 
Duke  and  Chapel  Hill.  That  affectionate  nickname 
reflects  the  paternal  interest  which  Dr.  Ross  took  in 
both  students  and  patients.  And  this  genuine  human 
interest  was  one  of  the  major  contributing  factors 
to  his  distinguished  achievements  in  the  practice  of  his 
profession.  His  professionalism  was  never  cold  and 
aloof,  but  was  warmly  human,  characteristic  of  the 
personally  genial  and  gracious  man  he  was. 

Surviving  are  two  sons,  Charles  Allen  Ross  of 
Chapel  Hill  and  Robert  A.  Ross,  Jr.,  of  Durham; 
one  daughter,  Miss  Rosalie  Walter  Ross  of  Chapel 
Hill;  one  brother,  Charles  Ross  of  Morganton;  and 
two  grandchildren. 


Women,  in  all  civilized  nations,  have  the  management  of  domestic  affairs,  and  it  is  very 
proper  they  should,  as  Nature  has  made  them  less  fit  for  the  more  active  and  laborious 
employments.  This  indulgence,  however,  is  generally  carried  too  far;  and  females,  instead  of 
being  benefited  by  it  are  greatly  injured,  from  the  want  of  exercise  and  free  air.  To  be 
satisfied  of  this,  one  need  only  compare  the  fresh  and  ruddy  looks  of  a  milk-maid  with 
the  pale  complexion  of  those  females  whose  whole  time  is  spent  within  doors.  Nature  has 
made  an  evident  distinction  between  the  male  and  female,  with  regard  to  bodily  strength 
and  vigour,  yet  she  certainly  never  meant,  either  that  the  one  should  be  always  without, 
or  the  other  always  within  doors.  — William  Buchan:  Domestic  Medicine,  or  a  Treastise  on 
the  Prevention  and  Cure  of  Diseases  bv  Regimen  and  Simple  Medicines,  etc.,  Richard 
Folwell,  1799,  p.  355. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 
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August  1,  1973 


fhe  perspective  for  this  NEWSLETTER   may  not  reflect  as  clearly  as  it  should 
he  actions  of  your  State  Medical  Society  for  the  month  of  July.   Your  Presi- 
ent  has  been  the  recipient  of  a  hernia  repair  with  vacation.   A  number  of  im- 
ortant  meetings  have  taken  place.   Your  State  Medical  Society  committees  have 
ontinued  to  meet  without  my  personal  attendance.   There  have  also  been  urgent 
nd  called  meetings  which  will  have  to  be  digested  and  their  significance  re- 
orted  to  you  next  month. 

jour  Legislative  Committee  has  had  to  work  harder  and  longer  during  this  period 
nd  will  continue  to  do  so  because  of  the  reconvening  of  our  State  Legislature 
n  January  of  1974.   They  are  working  on  many  bills  that  were  considered  and  not 
assed  of  medical  interest  which  are  being  considered  by  committees  at  the  pre- 
ent  time  and  will  come  up  again  in  our  Legislature  for  the  1974  Session. 

ssential  correspondence  and  communications  have  been  carried  out  with  the  help 
f  your  Headquarters  staff.   There  have  been  received  and  answered  a  full  number 
f  letters  stimulated  by  the  previous  NEWSLETTERS.      Opposition  to  the  compulsory 
spects  of  our  continuing  medical  education  program  has  been  the  most  common 
heme.  All  of  these  have  been  conscientiously  answered  and  we  urge  again  as  in 
y  first  NEWSLETTER,   please  keep  the  themes  and  letters  coming  whether  pro  or  con 
s  to  anything  relevant  to  the  practice  of  medicine  in  our  State. 

onstant  and  continuing  review  of  all  publications  reflecting  medically  related 
loncerns  on  the  national  scene  continues.   PSRO  remains  in  the  forefront.   Repre- 
entatives  of  your  Society  and  staff  continue  to  attend  all  appropriate  meetings 
hich  seem  to  be  coming  up  more  and  more  frequently  —  some  sponsored  by  the  AMA 
ad  some  by  HEW.   More  and  more  "PSRO"  newsletters  are  appearing  on  the  scene.   The 
oard  members  and  Officers  of  our  North  Carolina  Medical  Peer  Review  Foundation, 
nc,  are  staying  on  top  of  all  developments,  particularly  as  to  the  continuing 
ontroversy  of  geographic  boundaries  for  each  PSRO. 

erhaps  the  next  most  serious  concern  involving  the  whole  health  care  industry  is 
he  continued  Phase  II  restrictions  having  been  carried  over  now  into  Phase  IV. 
normous  squeeze  on  practicing  physicians,  hospitals,  and  medical  schools  gets 
ore  critical  with  the  passage  of  time. 

ational  health  insurance  and  "HMO"  are  still  looming  on  the  horizon.   Although, 
lie  experts  feel  confident  national  health  insurance  in  any  form  will  not  be  en- 
cted  for  another  one  to  two  years,  we,  of  course,  must  still  exercise  continuing 
igilance  in  keeping  both  our  patients  and  our  legislators  informed.   The  entire 
omplexion  of  this  potential  legislation,  along  with  many  others,  may  well  change 

Representative  Wilbur  Mills,  the  Chairman  of  the  House  Ways  and  Means  Committee 
eels  he  cannot  run  for  office  again,  as  announced  last  week.   Representative  Al 
llman  of  Oregon  would  probably  be  a  successor.   He  has  been  considered  on  the 
iberal  side  and  was  the  sponsor  for  this  year's  "HR-1"  bill  which  is  the  American 
ospital  Association's  form  of  national  health  insurance. 
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Just  like  the  AMA,  the  Officers  and  staff  of  your  State  Medical  Society  continues 
to  be  criticized  with  emphasis  that  the  average  doctor  cannot  make  his  voice  heard. 
Our  organizational  setup  is  just  as  democratic  as  it  can  possibly  be.   Be  reminded 
that  anyone  of  our  members  who  wants  to  be  heard  can  be,  not  only  through  this  local 
society  but  is  also  welcome  at  all  committee  meetings,  especially  during  the  Committee 
Conclave,  September  26-29,  1973,  at  the  MID  PINES  CLUB,  Southern  Pines,  as  well  as  the 
meeting  of  the  Executive  Council. 

A  press  release  from  the  North  Carolina  Department  of  Human  Resources  announces  that 
for  the  first  time  this  fall,  the  North  Carolina  Schools  for  the  Deaf  will  offer  a 
new  state-supported  program  of  preschool  education  for  deaf  or  hard  of  hearing  child- 
ren aged  five  and  under.   Current  plans  call  for  establishment  of  18  community  centers 
to  be  staffed  with  a  specially  trained  teacher  of  the  deaf  and  a  teacher's  aide.   The 
Department  of  Human  Resources  is  requesting  that  pediatricians  or  other  physicians 
who  know  of  a  deaf  or  hard  of  hearing  child  who  should  be  enrolled  in  the  preschool 
program  contact  the  School  of  Deaf  in  his  region.   They  are:   N.  C.  School  for  the 
Deaf,  Morganton  -  (704)  433-2903;  Central  N.  C.  School  for  the  Deaf,  Raleigh  -  (919)  i 
772-8464;  and  Eastern  N.  C.  School  for  the  Deaf,  Wilson  -  (919)  237-2450. 

Implementation  of  the  PSRO  law  is  becoming  more  and  more  a  topic  of  discussion  among 
our  members.   The  Board  of  Directors  of  the  North  Carolina  Medical  Peer  Review  Foun- 
dation, Inc.,  has  adopted  the  position  that  the  Secretary  of  HEW  should  designate  only 
one  PSRO  per  state  acting  as  the  prime  contractor,  who  in  turn  would  subcontract  with 
review  mechanisms  (Foundations,  Utilization  Review  Committees,  etc.)  already  in  exist- 
ence or  soon  to  be  organized  for  this  purpose.   This  concept  recognizes  and  supports 
the  principle  that  peer  review,  to  be  effective,  has  to  be  done  at  the  "local  level" 
by  "local  physicians."  This  also  would  provide  a  buffer  mechanism  between  the  review- 
ing group  of  physicians  and  the  Department  of  HEW.   Those  who  are  familiar  with  the 
cost  of  developing  computer  capabilities,  technical  assistance  and  administrative 
staffing  would  feel  that  one  statewide  PSRO  could  most  economically  support  and  serve 
any  and  all  groups  organized  within  the  state  to  carry  on  the  review  process.   It  is 
not  the  intent  of  the  Board's  position  that  a  statewide  PSRO  infringe  upon  the  auton-  Ec 
omy  of  any  other  entity  that  may  be  organized  within  this  state  for  the  purpose  of    • " 
peer  review  at  the  "local  level."  Only  in  areas  where  sparse  physician  population 
discourages  objective  review  or  a  lack  of  adequate  specialty  representation  exists, 
would  the  statewide  PSRO  undertake  the  review  required  by  law  and,  only  then,  if  re-   ,' 
quested  by  the  medical  community  which  is  in  under-supply  in  that  geographical  area.   ...' 

The  Second  Edition  of  the  AMA' s  compendium  of  prescription  drugs,  AMA  Drug  Evaluation!  , 
will  be  published  early  in  September.  The  new  volume,  prepared  by  the  AMA  Department  Leco 
of  Drugs  with  the  advice  of  more  than  300  consultants,  is  being  published  under  con-  v/ 
tract  with  Publishing  Sciences  Group,  Inc.  The  book  will  be  sold  to  AMA  members  and 
students  for  $16.50  upon  publication.  The  price  for  non-AMA  members  is  $22.00.  To  sidi 
order,  write:  Publishing  Sciences  Group,  Inc.,  411  Massachusetts  Ave.,  Acton,  Mass. 
01720.  The  volume  contains  descriptions  of  some  1200  drugs,  about  95%  of  the  drugs 
used  in  medical  practice,  and  the  material  has  been  completely  updated  from  the  1971 
edition. 
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FLASH! 

GREAT  NEWS!     The  MID  PINES  CLUB  announces 
that  every  room  will  be  air  conditioned  when  they 
open  on  September  15th.  Make  your  reservations  to 
attend  the  Committee  Conclave,  September  26-29 
—your  room  will  be  comfortable. 


Sincerely, 


George  G.  Gilbert,  M.  D. 


■■  ■■ 


Coronary  Cineangiography  and 
Coronary  Artery  Grafting 


Francis  Robicsek,  M.D.,  Norris  B.  Harbold,  Jr.,  M.D.,  Harry  K.  Daugherty,  M.D.,  Donald  C.  Mullen,  M.D., 
Donald  G.  Hall,  M.D.,  Thomas  N.  Masters,  Ph.D.,  and  Gary  McClain 


Today  large  numbers  of  patients  with  coronary  ar- 
tery disease  are  undergoing  surgery.  Nearly  any 
other  statement  concerning  this  new  field  would  be 
controversial. 

John  W.  Kirklain 

S  T  N  THE  United  States  alone  about  500,000  persons 
suffer  myocardial  infarctions  annually;  25  percent, 
or  125,000,  of  these  people  die.2  The  majority  of 
persons  who  succumb  to  heart  attacks  have  coronary 
arteries  larger  than  1.5  mm  in  diameter  distal  to  the 
site  of  occlusion,  and  thus  possibly  could  have  been 
saved  by  a  timely  graft-bypass  procedure.  These  sta- 
tistics certainly  emphasize  the  importance  of  coronary 
artery  surgery. 

At  the  Department  of  Thoracic  and  Cardiovascu- 
lar Surgery  at  Charlotte  Memorial  Hospital  we  have 
performed  495  operations  for  coronary  artery  disease 
and  its  cardiac  complications.  These  procedures  in- 
volved 6  patients  with  congenital  malformations  of 
the  coronary  arteries,  25  with  postinfarction  left  ven- 
tricular aneurysm,  28  with  severe  papillary  muscle 
dysfunction  or  rupture,  262  with  heart  block  or  re- 
lated dysrhythmias,  and  175  with  severe  angina  pec- 
toris, with  or  without  heart  failure. 

Prior  to  July  1970,3  our  attitude  toward  the  sur- 
gical management  of  angina  pectoris  was  character- 
ized by  the  occasional  application  of  the  Vineberg- 
Sewell  operation  (internal  mammary  artery  implant). 
Fifty-four  such  operations  were  performed  during  a 
period  of  14  years.  Since  then  the  more  liberal  use  of 
autogenous   saphenous-vein   bypass   has   largely  re- 


From  the  Department  of  Thoracic  and  Cardiovascular  Surgery  and 
the  Department  of  Cardiology.  Charlotte  Memorial  Hospital.  Char- 
lotte. 

Reprint   requests   to    1929   Randolph    Road,   Charlotte,  N.   C.   28207. 

*  Since  submission  of  this  paper  for  publication  an  additional 
120  vein-grafts  and  42  direct  mammary  artery  grafts  were  done  by  the 
authors. 


placed  the  former  procedure.  Altogether,  through 
November,  1972,  we  have  performed  194  vein  grafts* 
on  121  patients  suffering  from  angina  pectoris.  The 
experience  presented  in  this  study  is  limited  to  the 
first  8 1  patients  who  were  operated  on  during  the 
period  July,  1970 -August,  1972. 

CORONARY  CINEANGIOGRAPHY 

Because  of  the  important  role  coronary  cineangi- 
ography plays  in  the  evaluation  of  patients  with  an- 
gina pectoris,  it  is  appropriate  to  discuss  the  tech- 
nique presently  applied  in  our  laboratory,  as  well 
as  our  views  regarding  the  indications  for  the  perfor- 
mance of  this  procedure. 

A.  Equipment 

Our  hemodynamics  laboratory  consists  of  two  in- 
dependent diagnostic  units,  each  equipped  with  a  6- 
inch  image  intensifier  system  (Phillips)  and  a  75  mm 
lens  camera  (Arriflex)  suitable  for  fluoroscopy  and 
cineangiographic  filming  at  64  frames  per  second. 
The  cineangiograms  are  video-taped  with  a  tape  re- 
corder (Ampex)  for  instant  play  back.  One  of  the 
rooms  is  also  equipped  with  an  11 -inch 
rapid  film  changer  (Franklin)  for  large  field  angi- 
ography. Cordis  pressure  injectors  are  used  to  intro- 
duce constrast  material.  A  variable  load  bicycle  er- 
gometer  (Quinton)  is  utilized  for  exercise  studies.  All 
the  pressure  measurements,  dye  dilution  curves,  and 
calculations  are  displayed  for  immediate  review  with 
the  aid  of  an  on-line  laboratory  computer  system 
(Honeywell). 

B.  Technique 

Initially  we  used  the  retrograde  transbrachial  ap- 
proach for  left  heart  catheterization  and  coronary 
cineangiography    as    recommended   by    Sones.    Our 
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preference  has  gradually  been  transferred  to  the  per- 
cutaneous retrograde  transfemoral  route.  The  left 
ventricular  and  aortic  root  pressures  at  rest  and  after 
angiography  were  measured  and  recorded  in  all  cases. 
Many  patients  also  underwent  right  heart  catheteriza- 
tion, oxygen  uptake  determinations,  and  dye  dilution 
studies  to  measure  the  cardiac  output.  Right  atrial 
pacing  and  measurements  of  the  coronary  sinus  lac- 
tate and  pyruvate  were  obtained  when  indicated.  All 
patients  with  normal  or  near  normal  values  were  also 
exercised  and  changes  in  their  hemodynamics  moni- 
tored on  the  bicycle  ergometer. 

Our  on-line  cardiac  catheterization  laboratory 
computer  also  made  it  feasible  to  incorporate  more 
complicated  hemodynamic  calculations  into  our  rou- 
tine study:  the  maximum  velocity  of  left  ventricular 
contractions,  dp-dt,  systolic  time  intervals,  strike 
work  index,  thermal  dilution,  cardiac  output,  coro- 
nary artery  phasic  flow  ratio,  time-tension  index,  sys- 
tolic and  diastolic  left  ventricular  volumes,  and  ejec- 
tion fraction. 

C.  Indications 

The  quality,  safety,  and  proficicnty  of  a  hemody- 


namic laboratory  depends  on  many  factors.  Accord- 
ing to  the  Inter- Society  Commission  for  Heart  Dis- 
ease Resources,  at  least  ten  procedures  a  week  are  the 
very  minimum  to  maintain  laboratory  proficiency, 
and  each  investigator  should  perform  not  less  than 
five  studies  a  week.  This  Committee  also  recommends 
that  the  cardiovascular  diagnostic  laboratory  be  lo- 
cated in  a  hospital  which  routinely  performs  a  mini- 
mum of  four  to  six  open  heart  operations  weekly. 
Close  medico-surgical  communication  and  prompt 
surgical  consultation  if  complications  develop  dur- 
ing diagnostic  procedures  should  be  available  if 
the  necessity  arises.  Our  institution  satisfactorily  com- 
plies with  these  requirements. 

With  the  expansion  of  our  equipment,  techniques 
and  experience,  we  have  also  extended  the  indications 
for  coronary  artery  studies.  Through  the  years  the 
personnel  in  our  catheterization  laboratory  have 
grown  into  a  highly  efficient  team,  and  we  find  our- 
selves more  and  more  aggressive  in  performing  coro- 
nary cineangiograms.  This  seems  only  natural  as  we 
look  back  into  the  procedural  statistics  of  our 
last  1,000  cardiac  catheterization  patients  (July, 
1971  -  September,  1972),  which  are  comparable  to 
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Fig.    1.    Hemodynamic   studies   at   the    Heineman   Research  Center,  Charlotte  Memorial  Hospital. 
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the  best  reported  results  of  other  cardiac  laboratories 
in  this  country.  Our  complication  rates  are  shown  in 
Tables  1  and  2. 

At  present  we  consider  the  following  as  indications 
for  coronary  cine  studies: 

1.  Diagnostic  problems  associated  with  chest  pain. 
Patients  with  wide  varieties  of  chest  pain  are 
seen  daily  in  the  physician's  office.  The  majority  of 
these  conditions  arc  diagnosed  readily  by  conven- 
tional clinical  methods.  A  relatively  small  number  of 
cases,  however,  remain  a  definite  diagnostic  problem. 
In  these  cases,  it  is  often  desirable  to  prove  or  dis- 
prove the  presence  of  coronary  heart  disease  by  coro- 
nary cineangiography.  Some  of  our  most  rewarding 
experiences  have  come  from  this  group.  Many  pa- 
tients whose  complaints  were  diagnosed  for  years  as 
"functional"  turned  out  to  have  significant  coronary 
artery  disease.  It  also  happened  not  infrequently  that 
a  person  who  had  been  living  the  life  of  a 
cardiac  cripple  because  of  his  "angina"  turned  out 
to  have  completely  normal  angiographic  findings. 

2.  The  need  to  determine  the  extent  of  coronary 
artery  disease  in  patients  requiring  surgery  for  other 


Table  1 

Major  Complications 

No. 

Percent 

(Death) 

(1) 

(0.1) 

Myocardial  infarction  within  24  hours 

2 

0.2 

Femoral  artery  occlusion  necessitating 
thrombectomy  and  or  arterial  repair 

6 

0.6 

Total 

0.9 

Table  2 

Minor  Complications 

No. 

Percent 

Temporary  ventricular  fibrillation 
responding  to  electroshock 

4 

0.4 

Loss  of  radial   pulse 

3 

0.2 

Asymptomatic  coronary  artery  embolus 

1 

0.1 

Total 

0.7 

No.  I 


- 
Fig.  2.  The  hemodynamic  computer  at  the  Heineman  Research  Center. 
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conditions.  Coronary  angiograms  are  done  routinely 
in  patients  of  "coronary  disease  age"  who  are  under- 
going cardiac  catheterization  for  other  cardiac  prob- 
lems (valvular  disease,  congenital  heart  disease,  etc.) 
Occasionally  patients  with  clinically  proven  coronary 
artery  disease  who  are  to  undergo  major  surgery  for 
other  conditions  (abdominal  aneurysm,  major  opera- 
tions on  the  gastrointestinal  tract,  etc.)  also  require 


a  coronary  artery  study  to  aid  in  determining  the  sur- 
gical risks  and  prognosis. 

3.  Abnormal  electrocardiogram  in  asymptomatic 
patients  in  critical  professions.  Persons  in  certain  oc- 
cupations which  involve  the  safety  of  others,  such  as 
aircraft  pilots,  are  required  to  undergo  regular  physi- 
cal and  electrocardiographic  examinations.  These 
studies  may  occasionally  suggest  the  possibility  but 


Fig.  3.  Photographs  showing  autogenous  vein  grafts  at  operation:  (a)  Y  graft  connecting  the  ascending  aorta  with  the  right 
main  and  left  circumflex  coronary  arteries;  (b)  saphenous  vein  grafts  to  the  right  main  and  the  anterior  descending  coronary 
arteries  with  separate  orifices;  (c)  triple  coronary  graft  supplying  the  right  main,  the  anterior  descending,  and  the  circumflex 
arteries;  (d)  single  grafl  to  the  anterior  descending  coronary  artery  "plication"  of  a  small  ventricular  aneurysm. 
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Fig.  4.  Consumption  of  nitroglycerin  before  and  after  re- 
,  constructive  coronary  artery  surgery. 


do  not  prove  the  presence  of  coronary  heart  disease. 
These  patients  need  cardiac  catheterization  and  coro- 
nary arteriography  to  define  their  cardiac  status  so 
that,  if  normal,  they  may  continue  in  their  profession. 

4.  Angina  pectoris  or  previous  myocardial  infarc- 
tion in  young  patients.  This  situation  is  one  of 
the  most  controversial  at  this  stage  of  our  knowledge. 
As  in  social  life,  so  in  medicine,  the  interpretation  of 
"young"  varies  considerably  and  involves  an  inter- 
action between  the  patient  and  the  physician.  We  feel 
that  all  productive  individuals  less  than  50  years  of 
age  who  have  coronary  disease  should  undergo  coro- 
nary angiography  regardless  of  their  symptoms.  Ade- 
quate medical  control  of  angina  does  not  necessarily 
exempt  such  patients  from  study.  Also,  we  advise  all 
"young"  patients  who  have  suffered  a  myocardial  in- 
farction to  undergo  angiography  three  months  after 
the  attack,  or  sooner  if  their  condition  is  unstable. 
Statistics  show  that  in  general  the  younger  the  patient, 
the  worse  the  prognosis,  and  we  feel  that  life  can  be 
either  improved  or  extended  or  both  by  properly  uti- 
lizing the  information  gained  from  the  coronary  an- 
giographic study. 

5.  Coronary  heart  disease  in  patients  being  consid- 
ered for  cardiac  or  coronary  surgery  or  both.  It  is  evi- 
dent that  neither  the  indications  nor  the  operative 
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Clinical  Results  I 
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Fig.  5.  Clinical  results  in  different  time  periods. 
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plan  for  coronary  artery  surgery  can  be  established 
without  knowledge  of  the  pathological  anatomy, 
which  is  supplied  only  by  the  complete  catheterization 
study.  The  examination  is  recommended  for  patients 
in  the  following  situations: 

a.  The  patient  with  stable  or  progressive  angina  is 
the  most  frequent  laboratory  referral,  and  most  of  our 
data  and  experience  are  drawn  from  patients  in  this 
category.  Progressive  angina,  whether  previously 
stable  or  of  new  onset,  is  a  serious  problem  requiring 
prompt  attention. 

b.  The  patient  with  preinfarction  angina  has  re- 
cently become  a  center  of  attention.  Many  centers 
have  become  quite  aggressive  in  their  approach  to 
such  patients.  The  risk  of  coronary  angiography  is 
probably  doubled,  but  in  good  hands  the  procedure 
still  carries  a  mortality  of  less  than  1  percent — much 
less  than  that  of  the  impending  myocardial  infarction. 
We  support  early  angiography  and,  if  possible,  sur- 
gery in  the  suitable  candidate.  Almost  all  centers  re- 
port that  the  outcome  with  angiography  and  coronary 
surgery  in  this  type  of  patient  is  favorable  and  statis- 
tically better  than  the  patient's  overall  prognosis  with 
medical  treatment  alone.  The  availability  of  emer- 
gency coronary  artery  surgery  and  temporary  life- 
supporting  devices,  such  as  the  intra-aortic  balloon 
assist  pump,  have  shown  this  approach,  in  our  hands, 
to  be  workable  on  several  occasions. 

c.  Patients  in  the  period  immediately  following  a 
myocardial  infarction  (less  than  three  to  four  hours 
from  onset)  compose  another  extremely  controversial 
group.  These  patients  can  undergo  the  study  in  rela- 
tive safety  if  external  circulatory  support  and  facili- 
ties for  emergency  coronary  artery  surgery  are  im- 


mediately available.  While  no  general  agreement 
exists,  most  experts  believe  that  myocardial  ischemia 
is  irreversible  six  hours  after  the  onset  of  an  infarc- 
tion, and  any  surgical  approach  after  this  period  is 
probably  not  worth  the  increased  risk.  In  this  respect 
we  are  conservative  and  perform  the  study  only  if  the 
patient  can  reach  the  catheterization  laboratory 
within  three  hours  after  infarction. 

d.  Patients  with  complications  of  myocardial  in- 
farction present  widely  varying  pathological  lesions. 
Many  of  these  lesions — such  as  mitral  valve  incom- 
petence, left  ventricular  aneurysm,  or  ventricular  sep- 
tal defects — are  surgically  correctable.  If  the  presence 
of  such  a  lesion  is  suspected,  cardiac  catheterization 
and  a  coronary  study  should  be  done  in  most  cases. 
Patients  with  congestive  heart  failure  have  undergone 
the  studies  with  acceptable  risks  at  various  institu- 
tions. The  prognosis  in  such  cases  is  extremely  poor 
even  with  the  most  energetic  medical  therapy  (mor- 
tality, more  than  80  percent),  and  some  experts  think 
that  emergency  surgical  intervention  might  improve 
this  grim  outlook. 

6.  Postoperative  coronary  artery  evaluation.  We 
agree  with  Effler's  comment-  that  coronary  artery 
surgery  should  begin  and  end  with  coronary  arteriog- 
raphy. This  is  necessary  to  assess  fully  the  long-term 
effects  of  this  type  of  operation.  At  present  we  repeat 
the  study  only  with  patients  who  present  specific 
problems,  but  we  plan  to  repeat  coronary  cineangi- 
ography in  all  our  patients  approximately  three  years 
after  operation. 

In  summary,  the  decision  as  to  whether  to  perform 
coronary  angiography  on  a  particular  patient  involves 
many  details,  since  each  patient  presents  an  individual 
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problem.  The  physician  must  be  influenced  by  his  ex- 
perience, his  knowledge,  the  logistics  of  each  situa- 
tion, and  many  other  facets  which  make  hard  and  fast 
guidelines  impractical.  We  have  seen  enough  "angio- 
graphic surprises"  to  make  us  aggressive  in  favoring 
a  coronary  study  whenever  doubt  exists. 

INDICATIONS  FOR  CORONARY 
ARTERY  SURGERY 

We  would  like  to  emphasize  that  the  recommen- 
dation of  coronary  angiography  does  not  necessarily 
imply  that  the  patient  is  a  candidate  for  coronary  ar- 
tery surgery.  In  fact  many  patients  undergoing  angi- 
ography have  conditions  that  are  relative  contraindi- 
cations to  surgery — old  age,  obesity,  poor  pulmonary 
function,  other  diseases,  etc. 

When  the  clinical  information  pertaining  to  a  suit- 
able surgical  candidate  has  been  assembled,  the  car- 
diologists present  the  patient  and  all  the  clinical  and 
laboratory  data  to  the  surgeons.  The  ensuing  discus- 
sion and  decison  regarding  surgical  recommendations 
are  based  on  the  interrelationships  of  three  major 
factors:  the  patient's  symptomatic  status,  (2)  the  pa- 
thological anatomy,  and  (3)  left  ventricular  function. 

A.  Symptomatic  status 

1.  To  be  considered  as  a  candidate  for 
surgery,  most  patients  have  significant  disability  that 


is  unresponsive  to  medical  therapy.  The  disability  in- 
cludes angina  pectoris  with  or  without  such  compli- 
cations as  mitral  valve  incompetence,  left  ventricular 
aneurysm,  ventricular  septal  defect,  and,  in  excep- 
tional cases,  congestive  heart  failure  or  shock  re- 
sponding to  intra-aortic  balloon  assist  pumping. 

2.  Preinfarction  angina  is  now  considered  a  sepa- 
rate syndrome,  and  we  favor  surgical  intervention 
whenever  possible. 

3.  Intractable  dysrhythmias  occasionally  require 
urgent  surgical  intervention. 

B.  Pathological  anatomy 

A  variety  of  anatomic  situations  are  presented  to 
the  surgeon  daily,  and  we,  like  others,  lack  sufficient 
data  to  substantiate  all  our  guidelines  fully.  Our  gen- 
eral views,  however,  are  as  follows: 

1.  Extreme  narrowing  of  a  coronary  artery  (more 
than  75  percent  of  the  internal  diameter)  must 
be  present  before  we  recommend  surgery  on  a  single 
vessel.  In  patients  with  multiple-vessel  disease,  we 
may  "prophylactically"  bypass  a  second  or  third  ves- 
sel with  approximately  50  percent  narrowing. 

2.  The  distal  vessel  must  be  1.0  mm  or  more  in  in- 
ternal diameter  to  be  accessible  for  grafting. 

3.  The  distal  vessel  should  have  adequate 
distal  "run-off"  into  a  viable  myocardium.  This  is 
now  an  "eyeball"  judgment  based  on  experience,  but 
it  is  hoped  that  new  techniques  will  provide  more  in- 
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Fig.  8.  Clinical  results  as  related  to  blood  flow  through  the  grafts  measured  at  time  of  operation. 


formation  on  which  to  base  a  decision. 

4.  The  patient  with  multiple  lesions  presents  a 
challenging  problem,  for  here  we  try  to  prognosticate. 
We  must  try  to  differentiate  scarred  areas  from  areas 
of  ischemic  dysfunction  and  forecast  which  lesions 
are  most  significant  and  most  symptomatic.  Again, 
controlled  studies  are  lacking  on  which  to  base  a  de- 


cision. The  presence,  interpretation  of,  and  future 
formation  of  collaterals  is  another  important  area  of 
speculation.  These  vessels  have  obviously  carried  pa- 
tients through  many  asymptomatic  years,  and  we 
would  like  to  be  able  to  select  the  patients  in  which 
this  is  likly  to  happen  and  treat  them  conservatively, 
and  operate  on  those  who  fail  to  develop  collateral 
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Fig.  9.  Comparison  of  blood  flow  as  measured  at  the  time  of  operation  according  to  the  date  of  surgery. 
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circulation.  Everyone  is  just  starting  to  learn  about 
collaterals,  but  we  adopt  a  conservative  approach  in 
the  presence  of  large  collateral  systems. 

C.  Left  ventricular  function 

A  candidate  for  coronary  surgery  should  have 
a  left  ventricle  with  little  permanent  scarring,  since 
scarred  areas  do  not  respond  to  revascularization. 
Conventional  x-ray  and  electrocardiographic  studies 
are  helpful  guides,  but  careful  viewing  of  the  left  ven- 
triculogram is  the  basis  for  overall  evaluation  of  ven- 
tricular contractility. 

Cardiac  hemodynamics  at  rest  and  with  stress  are 
also  important  indicators  of  ventricular  function.  The 
use  of  our  on-line  cardiac  catheterization  computer, 
which  rapidly  provides  many  hemodynamic  parame- 
ters, is  an  important  aid  in  the  selection  of  patients 
for  surgery.  The  more  important  parameters  routinely 
evaluated  are  left  ventricular  and  diastolic  pressure, 
cardiac  output,  dp-dt,  systolic  and  diastolic  volumes, 
ejection  fraction,  contractile  element  velocity,  stroke 
work  index,  systolic  time  intervals,  coronary  artery 
phasic  flow  ratio,  and  time-tension  index. 

In  summary,  we  usually  select  for  coronary  artery 
surgery  a  patient  with  significant  symptoms  caused 
by  a  coronary  lesion  that  is  technically  approachable, 
and  who  has  a  relatively  undamaged  myocardium  ca- 
pable of  responding  to  revascularization.  This  is  an 
extremely  oversimplified  statement,  and  many  pa- 
tients present  unique  problems  which  must  be  inter- 
preted and  solved  in  a  flexible,  individualized  fashion. 

OPERATIVE  TECHNIQUE 

The  heart  is  exposed  and  cannulated  by  the  tech- 
nique we  usually  use  for  open  heart  operations.4  Si- 
multaneously, according  to  the  operative  plan,  one 
or  both  saphenous  veins  are  removed  to  serve  as 
coronary  artery  grafts.  A  portion  of  the  ascending 
aorta  is  excluded  with  the  aid  of  a  partially  occluding 
clamp.  Separate  openings  are  made  in  the  excluded 
area  by  excising  a  small  ellipse  of  the  aortic  wall  for 
each  graft.  The  distal  ends  of  the  grafts  are  now  ap- 
propriately tailored  and  anastomosed,  end-to-side, 
to  the  ascending  aorta  with  a  6-0  polypropylene  su- 
ture. The  anastomosis  and  the  grafts  are  tested  for 
satisfactory  flow  as  well  as  for  possible  leakage. 

The  left  ventricle  is  vented  through  the  interatrial 
groove  via  the  mitral  valve,  and  total  cardiopulmo- 
nary bypass  circulation  is  instituted  with  the  use  of  a 
roller  pump  (Pemco)  and  disposable  bubble  oxygen- 
ator (Bennett),  50  percent  dilution  prime,  and  a  cal- 
culated flow  rate  of  3  liters  per  minute  per 
square  meter  of  body  surface.  An  effort  is  made  to 
maintain  the  perfusion  pressure  in  the  neighborhood 
of  65  mm  of  mercury.  The  temperature  of  the  blood 
is  kept  constant  at  37  C  with  the  aid  of  a  heat 
exchanger  (Brown-Harrison).  Ventricular  fibrillation 
is  established  with  intermittent  fibrillatory  current."' 

The  respective  coronary  arteries  are  identified  and 


dissected  out  as  considered  necessary.  A  dry  field  is 
maintained  by  passing  loops  of  polyester  thread  under 
the  arteries  1  cm  distal  and  proximal  to  the  ends  of 
the  planned  arteriotomy.  The  coronary  artery  is  then 
opened  with  a  No.  15  blade,  carefully  probed  with 
dilators  of  different  sizes,  and  anastomosed  end-to- 
side  with  the  free  end  of  the  saphenous  vein 
graft,  using  2Vz  lupe  magnification  and  continuous  6- 
0  polypropylene  sutures.  After  the  final  anastomosis 
is  completed,  cardiac  defibrillation  is  achieved  elec- 
trically. Most  patients  come  off  the  bypass  with 
a  forceful  and  regular  heart  beat.  Graft  flows  are  then 
measured  with  electromagnetic  flow  probes  (Stat- 
ham). 

When  the  operation  is  completed,  the  patient 
is  taken  immediately  to  a  specially  equipped  area  of 
the  recovery  room  with  a  nasal  endotracheal  tube  in 
place.  Postoperatively  the  ventilation  is  assisted  with 
a  volume-cycled  respirator  for  a  minimum  of  18 
hours.  The  arterial  and  central  venous  pressures  as 
well  as  the  electrocardiogram  are  monitored  continu- 
ously. Arterial  blood  gases,  electrolyte,  and  blood 
volume  determinations  are  obtained  frequently  dur- 
ing the  first  postoperative  days.  The  usual  stay  in  the 
recovery-intensive  care  area  is  three  days,  after  which 
the  patient  is  transferred  to  the  cardiac  recuperation 
floor.  Most  patients  are  discharged  between  the  ninth 
and  twelfth  postoperative  days. 

(During  the  past  8  months  most  occlusive  lesions  of 
the  anterior  descending  coronary  artery  were  treated 
by  end-to-side  mammary  artery  to  coronary  artery 
anastomosis.  Our  results  with  this  procedure  were 
more  favorable.) 

RESULTS 

Of  the  81  patients  who  underwent  coronary  bypass 
surgery,  4  died  while  in  the  hospital — a  surgical  mor- 
tality of  5  percent. 

The  survivors  were  evaluated  3  to  26  months  after 
operation.  While  this  evaluation  included  x-ray  and 
electrocardiographic  studies,  the  postoperative  re- 
sults were  graded  subjectively,  mainly  on  the  basis  of 
changes  in  symptomatology.  The  patients  were  ques- 
tioned in  detail,  especially  in  regard  to  the  occurrence 
and  intensity  of  angina  pectoris  and  tolerance  of  ex- 
ercise. Their  current  status  was  compared  to 
their  condition  before  the  operation  and  graded  ac- 
cording to  the  degree  of  improvement  or  residual 
disability. 

The  results  were  generally  accepted  as  "excellent" 
if  the  patient  became  free  of  angina;  patients  with  ad- 
vanced disease  who,  though  not  completely  symptom- 
free,  showed  dramatic  postoperative  improvement 
were  also  included  in  this  category.  The  label  "good" 
was  used  if  the  patient,  while  continuing  to  have  occa- 
sional angina,  experienced  a  considerable  reduction 
in  the  frequency  as  well  as  the  intensity  of  the  attacks. 
The  result  was  termed  "fair"  if  the  patient  showed 
measurable  improvement  but  continued  to  require 
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close  medical  supervision  and  treatment.  "Un- 
changed" and  "worse"  signified  unsatisfactory  post- 
operative results. 

We  have  found  that  factors  which  may  influence 
the  results  of  coronary  artery  surgery  can  be  roughly 
divided  into  three  groups:  physiological,  anatomical, 
and  technical. 

Some  of  the  physiological  factors  which  may  ad- 
versely influence  the  outcome  have  been  discussed 
previously.  The  matter  of  left  ventricular  function, 
however,  warrants  further  mention.  While  patients 
who  had  diffuse,  severe  occlusive  disease  of  the  coro- 
nary arteries,  with  generally  poor  ventricular  contrac- 
tility, were  not  accepted  as  surgical  candidates,  we 
have  operated  on  numerous  patients  whose  ventricu- 
lar dysfunction  was  localized  in  specific  areas.  Some 
of  these  pateints  underwent  additional  procedures, 
such  as  excision  of  the  nonfunctioning  segment  or  re- 
section of  a  ventricular  aneurysm.  On  examining  our 
results,  it  is  evident  that  a  patient  with  a  stricture  of 
a  major  coronary  vessel  could  indeed  undergo  recon- 
structive surgery  with  most  satisfactory  results  even 
in  the  presence  of  some  degree  of  myocardial  dys- 
function. It  is  also  noted,  however,  that  the  group  of 
patients  with  impaired  left  ventricular  function  had 
somewhat  higher  mortality  and  morbidity  than  other 
patients. 

The  anatomical  factors  may  be  the  most  important 
with  regard  to  prognosis."  In  this  respect,  coronary 
artery  surgery  is  no  different  from  other  types  of 
peripheral  vascular  reconstruction.  If  at  the  site  of  the 
!  anastomosis  the  coronary  artery  had  a  satisfactory 
diameter,  and  if  the  distal  vessel  had  a  good  lumen 
and  was  supplying  a  vascular  bed  of  considerable 
magnitude,  the  results  were  usually  favorable.  The 
opposite  situation,  on  the  other  hand,  led  to  unsatis- 
factory results  in  several  instances.  The  arterial  run- 
off was  studied  preoperatively  on  the  angiogram  and 
also  during  the  operation  by  the  measurement  of  the 
blood  flow  with  electromagnetic  flow  meters.  High- 
flow  grafts  were  generally  associated  with  satisfactory 
clinical  results.  It  also  happened,  however,  that 
in  several  cases  a  relatively  modest  flow  through  the 
grafts  led  to  significant  clinical  improvement,  indi- 
cating the  sometimes  "borderline"  stage  of  myo- 
cardial perfusion. 

Technical  factors,  though  of  secondary  impor- 
tance, could  determine  the  success  or  failure  of  the 
operation.  While  it  is  our  definite  impression  that  as 
time  passed  and  more  experience  was  gained  we  were 
doing  a  better  job,  the  proportion  of  success  and  fail- 
ure remained  roughly  the  same.  This  was  probably 
because  the  acceptance  for  surgery  of  more  advanced 
cases  offset  the  gains  obtained  by  the  improvement 
of  the  operative  technique. 

DISCUSSION 

It  is  evident  to  any  realist  that,  except  for  a 
few    varieties    of    congenital    anomalies,    the    surgi- 
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cal  treatment  of  heart  disease  is  merely  palliative. 
Coronary  bypass  grafting  is  by  no  means  an  excep- 
tion. It  is  also  evident  that,  to  this  date,  efforts  to  pre- 
vent coronary  arteriosclerosis  have  been  only  mini- 
mally rewarding.  Until  the  prevention  of  this  meta- 
bolic disease  becomes  more  effective,  the  thrust  of 
medical  and  surgical  therapy  will  be  directed  toward 
the  treatment  of  its  complications. 

On  the  basis  of  our  own  experience  as  well  as  that 
of  other  investigators,1-  714  it  appears  that  some  of 
the  problems  associated  with  the  most  controversial 
aspects  of  coronary  artery  surgery  are  undoubtedly 
clarified: 

1.  There  is  no  doubt  that  complete  evaluation  of  a 
patient  with  coronary  heart  disease  requires  angi- 
ography. One  may  argue  about  the  symptoms  which 
urge  or  contraindicate  this  study,  but  in  the  mind  of 
the  cardiologist  who  realizes  and  is  accustomed  to  the 
immense  and  accurate  information  that  this  study 
yields,  there  is  no  question  that  it  is  the  only  way  to 
obtain  satisfactory  data  on  the  anatomic  extension 
of  coronary  arteriosclerosis  and  ventricular  function. 

2.  Contrary  to  beliefs  expressed  by  surgeons  for 
many  decades,  it  has  been  proved  that  delicate  anas- 
tomoses to  minute  coronary  arterial  branches  can  in- 
deed be  performed  with  refined  techniques,  instru- 
ments, and  suture  material.  The  blood  flow  through 
these  anastomoses  could  approximate  the  flow  rate 
through  normal  coronary  arteries. 

3.  It  has  now  been  demonstrated  that  it  is  possible 
to  perform  surgery  for  occlusive  coronary  artery  dis- 
ease with  a  well  acceptable  operative  risk  and  a  rela- 
tively low  postoperative  mortality. 

4.  As  far  as  the  effects  of  the  operation  are  con- 
cerned, there  can  be  no  doubt  that  coronary  bypass 
grafts  can  indeed  eliminate  or  reduce  the  frequency 
and  intensity  of  angina  pectoris  in  the  great  majority 
of  patients. 

5.  It  has  been  shown  by  others  as  well  as  by  us  that 
in  impending  myocardial  infarction,  coronary  bypass 
grafts  can  often  prevent  this  serious  and  often  fatal 
complication  of  coronary  arteriosclerosis. 

6.  Judging  from  the  clinical  and  experimental  ma- 
terial available  on  this  subject,  it  appears  certain  that 
in  many  individual  cases,  a  bypass  graft  performed 
for  a  chronic  ischemic  condition  will  not  only  elimi- 
nate or  lessen  angina  pectoris,  but  will  prevent  myo- 
cardial dysfunction  in  the  affected  area  after  stricture 
on  the  coronary  artery  progresses  further  or  even 
occludes  the  vessel  completely. 

B.  Besides  these  fairly  well  clarified  questions, 
there  are  several  problems  over  which  controversy 
still  persists. 

1.  Will  the  anastomosis  stay  open?  Our  pres- 
ent study,  which  is  based  solely  on  the  patient's  sub- 
jective symptomatic  status,  indicated  that  the  great 
majority  of  the  grafts  must  function  properly  for  pro- 
longed periods.  It  is  evident,  however,  that  an  objec- 
tive evaluation  can  be  done  only  by  means  of  re- 
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peated  angiograms.  At  present  we  perform  follow-up 
control  studies  only  if  occlusion  is  suspected,  but  we 
plan  to  subject  every  patient  operated  upon  for  oc- 
clusive coronary  arteriosclerosis  to  control  cineangi- 
ography three  years  after  the  procedure.  Others  who 
have  already  done  so  report  that  about  80  percent  of 
the  grafts  are  patent  and  functioning  well  one  to  two 
years  after  the  operation.  This  figure  compares  fa- 
vorably with  the  patency  rate  of  bypass  grafts  on  the 
peripheral  vascular  system.  These  studies  also  em- 
phasize the  significance  of  anatomic  factors  in  regard 
to  the  patency  of  coronary  bypass  grafts:  the  diame- 
ter of  the  recipient  artery,  the  extent  of  the  vascular 
bed  to  receive  the  flow,  and  the  degree  of  arterio- 


sclerosis in  the  other  vessels.  It  has  been  shown  that  in 
the  absence  of  unfavorable  factors,  approximately  90 
percent  of  the  grafts  remained  patent  and  well  func- 
tioning. 

2.  Will  the  vein  graft  undergo  secondary  changes? 
This  is  perhaps  the  most  crucial  question  at  the  pres- 
ent time.  While,  as  mentioned  previously,  most  of 
the  grafts  with  good  "run-off"  undoubtedly  stay  open, 
there  is  also  evidence  that  some  of  the  seemingly 
"good"  grafts  do  develop  strictures  or  become 
occluded.  The  explanation  might  be  that,  as  we  some- 
times now  see  during  surgery,  some  veins  are  already 
fibrotic  when  they  are  removed  from  the  leg.  It  is  also 
likely  that  the  same  metabolic  process  which  attacked 


r 
®  f 

^  Rife  rit  CORON AR Y 

1 

*— STRICTUR 

5y     „ 

.■ 

■ 

^gafl 

ANASTAMQ** 

RIGHfflSTAL 

CORONARY  ART. 

Mr , 


i 


l^^BB 


Fig.  11.  (1-2)  Preoperative  injection  of  the  right  coronary  artery  shows  significant  stricture  in  its  mid-portion.  (3-4)  Postopera- 
tive injection  of  the  same  vessel  shows  further  progression  and  decrease  of  the  flow  in  the  vessel.  (5-6)  Cineangiogram  of  the 
saphenous  bypass  graft  shows  good  filling  of  the  distal  portion  of  the  right  coronary  artery  through  the  graft. 
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the  coronary  artery  could  affect  the  vein  which  re- 
placed it.  This  problem  will  require  further  and  care- 
ful evaluation. 

C.  A  number  of  controversial  questions  concerning 
the  indication  for  surgery  also  remain: 

1.  The  patient  with  stable  angina  under  adequate 
control  with  medical  management.  We  know  that  we 
can  probably  cure  his  angina,  but  do  we  prolong  his 
life?  In  such  cases  we  try  to  predict  the  natural  course 
of  his  disease  without  surgery.  If  the  disease  process 
is  scattered,  if  the  occlusive  lesions  involve  mainly  the 
smaller  vessels,  and  if  the  collaterals  are  well  devel- 
oped, then  it  is  reasonable  to  suppose  that  the  patient 


may  go  a  long  time  without  an  infarction,  and  that  if 
an  infarction  should  occur,  it  will  probably  be  well 
tolerated.  In  a  case  like  this,  we  presently  favor  con- 
servatism. On  the  other  hand,  if  cineangiography  re- 
veals severe  narrowing  of  one  of  the  proximal  major 
coronary  arteries,  we  recommend  surgery  even  if  the 
symptoms  are  being  controlled  with  medical  therapy. 
Our  reasoning  is  that  occlusion  of  a  principal  branch 
will  most  likely  lead  to  extensive  loss  of  functioning 
myocardium  or  even  death. 

2.  Our  policy  is  somewhat  similar  with  regard  to 
the  patient  who  presently  has  no  significant  symptoms 
three  to  six  months  following  a  myocardial  infarction. 


Fig.  12.  (1)  Preoperative  injection  of  the  left  main  coronary  artery  shows  a  severe  stricture  of  the  circumflex  branch.  (2)  Post- 
operative injection  of  the  left  coronary  artery  shows  complete  occlusion  of  the  circumflex  branch.  (3-4)  The  portion  of  the 
circumflex  coronary  artery  distal  from  the  site  of  occlusion  readily  fills  through  a  well  functioning  autogenous  saphenous  vein 
bypass  graft. 
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Fig.  13.  (1)  Dye  injection  of  the  right  coronary  artery  shows  complete  occlusion  of  the  main  trunk  close  to  its  origin.  (2)  The 
distal  portion  of  the  right  coronary  artery  fills  through  collaterals.  Preoperative  injection  of  the  left  main  coronary  artery 
shows  severe  stricture  of  the  left  main  anterior  descending  and  circumflex  vessels  (3).  Postoperative  injection  of  the  left  main 
coronary  artery  shows  complete  occlusion  of  its  main  branches  (4).  Injection  of  the  autogenous  saphenous  vein  graft 
anastomosed  to  the  bifurcation  of  the  left  main  coronary  artery  readily  fills  the  left  coronary  arterial  system  (5-6). 
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If  the  disease  is  scattered  among  the  smaller  branches 
or  does  involve  major  coronary  arteries  but  they  are 
already  completely  occluded,  conservatism  appears 
to  be  the  proper  attitude.  If,  however,  one  or  more  of 
the  principal  arteries  has  a  significant  stricture,  sur- 
gery should  be  given  serious  consideration. 

3.  There  is  a  significant  gray  area  as  to  what  degree 
\of  myocardial  dysfunction  represents  a  contraindi- 
cation to  surgery.  It  has  been  recognized  that  ad- 
vanced forms  of  coronary  heart  disease  characterized 
by  enlargement  of  the  heart  and  a  poorly  contracting 
.myocardium,  with  elevated  diastolic  pressure  in  the 
jleft  ventricle  and  other  abnormal  functional  hemody- 
inamics  associated  with  clinical  signs  of  heart  failure, 
iimpose  a  high  operative  risk  and  respond  poorly  even 
if  the  patient  survives  myocardial  revascularization. 
There  is,  however,  a  wide  range  of  "in-between" 
leases  in  which  bypass  grafting  can  be  performed  with 
la  relatively  low  risk  and  acceptably  good  results.  Our 
ipolicy  in  this  respect  is  still  evolving.  At  present  we 
do  not  accept  patients  for  surgery  because  of  im- 
paired myocardial  function  if  contractility  is  severe 
and  diffuse,  regardless  of  the  coronary  artery  anat- 
omy. Patients  with  significant  myocardial  dysfunc- 
tion, in  whom  the  occlusive  lesions  are  limited  to  the 
major  coronary  trunks,  as  well  as  patients  with  mild 
and  moderate  localized  myocardial  dysfunction,  are 
accepted  for  bypass  grafting  if  the  occulsive  lesion 
appears  to  be  operable. 

The  matter  of  surgical  indications  is  certainly 
a  complex  one.  The  factors  which  influence  against 
the  decision  to  operate  is  as  follows: 

1.  Advanced  age. 

2.  Clinically  manifest  arteriosclerosis  of  vessels 
other  than  the  coronaries. 

3.  Associated  pathological  conditions  such  as  dia- 
betes, hypertension,  obesity,  and  pulmonary  disease. 

4.  Diffuse  involvement  of  the  coronary  arterial 
tree. 

5.  Myocardial  dysfunction. 

None  of  the  foregoing  factors  are  absolute  indica- 
tions against  surgery,  but,  if  present,  they  weigh 
heavily  in  the  decision. 

CONCLUDING  COMMENT 

In  a  recent  volume  of  the  American  Heart  Journal, 
Henry  I.  Russek,15  a  Staten  Island  cardiologist,  con- 
tends that  angina  pectoris  can  almost  always  be  man- 
aged medically,  and  better  utilization  of  existing 
drugs  can  avoid  "haste  for  often  unattainable  surgical 
solutions."  George  T.  Burch  of  Tulane  has  also  re- 
sisted thus  far  having  any  of  his  patients  operated  on, 
because,  in  his  opinion,  the  outlook  of  the  pa- 
tient with  even  severe  angina  is  better  with  medical 
therapy.  Most  cardiologists,  however,  look  at  coro- 
nary bypass  grafting  not  as  a  substitute  for,  but  as  a 
supplement  to,  medical  therapy. 

In  a  recent  issue  of  the  Journal  of  the  American 


Medical    Association 
Feinleib  writes: 


(Nov.    27,    1972),    Manning 
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A  mortality  survey  has  been  taken  in  the  affluent 
surburban  Maryland  community  of  250,000.  Dur- 
ing the  calendar  year  1969,  there  were  719  re- 
corded deaths  for  persons  aged  36-74  years,  of 
which  257  (36%)  were  due  to  coronary  heart  dis- 
ease (CHD).  Fifty-four  (21%)  of  the  CHD  deaths 
were  certified  as  occurring  elsewhere  than  in  a 
hospital.  One  hundred  eighty-seven  CHD  victims 
reached  the  local  medical  facilities:  of  these,  101 
(54%)  were  either  dead  on  arrival  or  pronounced 
dead  in  the  emergency  room.  Thus,  in  a  mini- 
mum of  155  instances  or  60%  of  the  total  CHD 
experience,  the  patients  died  before  receiving 
definite  medical  care. 

From  the  foregoing  it  is  evident  that  the  key  prob- 
lem in  the  management  of  the  patient  with  coronary 
heart  disease  is  not  how  to  treat  his  infarction  after  it 
has  occurred,  but  how  to  prevent  infarction  from  oc- 
curring. In  this  effort  of  prevention,  direct  coronary 
artery  surgery  appears  to  be  an  important  weapon.  In 
his  editorial,  the  otherwise  conservative  Friedberg 
wrote : 

It  seems  reasonable  and  promising  and  the 
surgical  risk  acceptable  when,  despite  prolonged 
and"  thorough  medical  treatment,  anginal  pain  oc- 
curs frequently  each  day  with  little  or  no  provoca- 
tion, or  when  it  interferes  seriously  with  gainful 
employment  or  the  conduct  of  an  acceptable  way 
of  life. 

On  the  basis  of  our  limited  experience,  we  can  but 
concur  with  his  opinion. 
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SPECIALLY  equipped  hospital  units  staffed  by 
highly  trained  personnel  for  the  care  of  acute 
myocardial  infarction  patients  underwent  clinical  trial 
in  Kansas  City  and  Philadelphia  in  the  early 
1960s.1-  -  The  development  of  electronic  heart  moni- 
toring equipment,  pacemaking  devices,  and  the  intro- 
duction of  closed  chest  resuscitation,  defibrillation, 
and  cardioversion  techniques  provided  the  clinical 
armamentarium  for  the  skilled  staff  of  these  modules, 
henceforth  known  as  coronary  care  units.  As  electro- 
cardiographic monitoring  devices  provided  more 
documentation  about  the  natural  history  of  acute 
myocardial  infarction,  it  became  apparent  that  most 
arrhythmias  producing  death  were  preceded  by  other 
cardiac  arrhythmias  of  a  less  serious  hemodynamic 
nature.  By  identification  of  these  warning  arrhyth- 
mias and  by  appropriate  intervention,  the  lethal  ar- 
rhythmias could  be  prevented. :!  Early  results  have 
indicated  that  the  hospital  mortality  in  acute  myocar- 
dial infarction  may  be  reduced  approximately  one 
third  (30  percent  to  20  percent)  by  coronary  care 
units,  and  that  most  of  this  reduction  in  mortality  is 
due  to  the  prompt  recognition  and  treatment  of  pri- 
mary arrhythmias. *• 4  Although  this  improvement  in 
the  mortality  was  demonstrated  initially  in  larger  hos- 
pitals, it  has  been  shown  subsequently  that  compara- 
ble improvement  can  be  achieved  in  the  smaller  com- 
munity institution. 


*  The  State  of  Franklin  refers  to  seven  counties  in  extreme  western 
North  Carolina.  The  term  was  used  in  the  Revolutionary  War  to 
designate  an  area  of  western  North  Carolina  and  eastern  Tennessee 
which  nearly  became  a  separate  state. 

From  the  Department  of  Medicine,  the  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  University.  Winston-Salem,  and  the  North 
Carolina  Regional  Medical  Program,  4019  North  Roxboro  Road, 
Durham,  N.  C.  27704. 

Reqtiests  for  reprints  to  the  Department  of  Medicine,  Bowman 
Gray  School  of  Medicine.  Winston-Salem.  N.  C.  27103.  (Dr.  Headley). 


DESCRIPTION  OF  THE  PROGRAM 

In  1967  a  program  to  improve  medical  care  for 
patients  with  myocardial  infarction  in  the  rural  area 
of  western  North  Carolina  known  as  the  State  of 
Franklin  was  initiated. s  The  local  physicians  and  hos- 
pital administrators  decided,  for  many  reasons,  to  es- 
tablish coronary  care  units  in  each  of  the  community 
hospitals  rather  than  provide  one  central  unit  for  the 
entire  region.  Characteristics  of  the  hospitals  have 
been  described  previously8  and  are  summarized  in 
Table  1.  Locations  of  the  hospitals  participating  in 
the  program  are  shown  in  Figure  1. 

Once  the  financial  support  was  secured  from  the 
North  Carolina  Regional  Medical  Program,  an  edu- 
cational program  for  the  coronary  care  nurses  was 
initiated.  At  the  beginning,  one  nurse  from  each  of 
the  eight  hospitals  was  provided  a  four-week  pro- 
gram which  included  one  week  of  didactic  instruction 
and  three  weeks  of  practical  experience  in  an  estab- 
lished coronary  care  unit  within  North  Carolina.  The 
nurses  returned  to  their  home  hospitals  with  this 
newly  acquired  expertise  and  conducted  in-service 
education  programs  for  other  nursing  personnel  who 
would  be  working  in  the  coronary  care  units  or  with 
the  monitored  patients.  Educational  programs  were 
provided  for  the  physicians  who  were  to  become  the 
unit  directors  in  the  eight  institutions.  Policies  were 
established  so  that  procedures  such  as  defibrillation, 
cardiopulmonary  resuscitation,  cardioversion,  and 
the  administration  of  intravenous  medication  could 
be  performed  by  a  trained,  certified  coronary  care 
nurse  even  in  the  absence  of  an  attending  physician. 
In  those  instances  in  which  there  was  no  qualified  or 
certified  coronary  care  nurse  available,  definitive  de- 
cisions to  administer  lifesaving  therapy  in  the  event 
of  an  emergency  situation  could  have  been  delayed 
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Table  1 
Characteristics  of  State  of  Franklin  Hospitals 


Staff 

No. 

ecu 

Hospital 

Physicians 

Beds 

Beds 

1 

3 

22 

1 

2 

31 

154 

4 

3 

6 

44 

1 

4 

5 

31 

1 

5 

14 

50 

3 

6 

5 

31 

1 

7 

3 

35 

1 

8 

2 

27 

1 

pending  the  arrival  of  the  qualified  nurse  or  of  the  at- 
tending physician.  Fortunately,  this  circumstance  oc- 
curred very  rarely  throughout  the  conduct  of  the  pro- 
gram. 

Acknowledging  initially  that  there  were  not  enough 
trained  and  certified  personnel  to  provide  continuous 
coverage  in  all  of  the  participating  hospitals,  it  was 
still  hoped  that  by  setting  up  either  a  single  monitored 
bed  in  the  smaller  hospitals  or  establishing  a  discrete 
coronary  care  unit  in  the  larger  hospitals  of  the  re- 
gion, and  by  subsequently  evaluating  the  mortality 
rates  from  myocardial  infarction  before  and  after  the 
units  began  operation,  we  could  reach  a  conclusion 
as  to  the  feasibility  of  this  type  of  program  for  rural 
communities.  The  coronary  care  units  in  the  eight 

Total    Population    (I960  Census) 
109,106 

Estimated    Population   (1967) 
115,000 

Area -3041    square   miles 


participating  hospitals  began  operation  in  the  fall  of 
1968. 

DATA  COLLECTION 

Retrospective  data  were  collected  from  each  hos- 
pital for  the  year  preceding  the  establishment  of  the 
units.  Every  myocardial  infarction,  suspected  or 
proved,  for  that  period  was  reported  together  with 
information  concerning  mortality  and  the  incidence 
of  various  arrhythmias,  shock,  and  congestive  heart 
failure.  After  the  units  began  operation,  similar  data 
were  collected  relative  to  each  patient  admitted  to  a 
coronary  care  bed  in  the  State  of  Franklin  during  the 
the  next  three  years.  In  cooperation  with  the  North 
Carolina  State  Board  of  Health,  a  review  of 
death  certificates  was  made  for  the  years  1966 
through  1970,  with  particular  attention  paid  to  deaths 
attributable  to  myocardial  infarction.  These  data  were 
also  analyzed  and  are  reported. 

INTERPRETATION  OF  DATA 

Because  of  the  different  patient  populations 
involved  before  and  after  establishment  of  the  coro- 
nary care  units,  only  the  mortality  and  incidence  of 
complications  from  documented  cases  of  myocardial 
infarction  were  compared.  During  the  almost  three- 
year  period  of  the  program  (fall  1968  through  June 
1971)  1,305  patients  were  admitted  to  the  coronary 
care  beds,   and  of  these,   529    (40  percent)    were 
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Figure  1.  State  of  Franklin.  This  seven  county  area  located  in  the  extreme  southwest  portion  of  N.  C.  comprises  the  State  of 
Franklin  and  is  served  by  the  eight  hospitals  in  the  communities  indicated. 
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Table 

2 

Deaths 

per 

Infarction 

in  Each 

Hospital 

BEFORE 

AFTER 

YEARLY    ANALYSIS 

Total 

Deaths/ 
Infarcts  (%) 

Total 

First 

Second 

Third 

Hospital 

Infarcts 

Deaths 

l 

nfarcts 

Deaths 

Percent 

Year* 

Year* 

Year* 

1 

5 

1 

20 

25 

4 

16 

2/9 

2/13 

0/3 

2 

38 

18 

47 

259 

49 

19 

16/81 

22/99 

11/79 

3 

7 

2 

29 

34 

12 

35 

3/6 

1/10 

8/18 

4 

19 

6 

32 

37 

8 

22 

1/7 

4/16 

3/14 

5 

15 

6 

40 

80 

11 

14 

5/44 

5  22 

1/14 

6 

13 

7 

54 

35 

11 

31 

7/17 

2/11 

2/7 

7 

18 

0 

0 

22 

2 

9 

2/10 

0/12 

— 

8 

5 

0 

0 

37 

10 

27 

5  20 

5/11 

0/6 

Totals: 

120 

40 

33 

529 

107 

20 

21% 

21% 

18% 

as  deaths  over 

total   myocard 

(40/120) 
ial  infarctions 

for 

that   year. 

(107,529) 

(41/194) 

(41/194) 

(25/141) 

*  Expressed 

proven  to  have  had  an  acute  myocardial  infarction  by 
the  usual  electrocardiographic  and  serum  enzyme 
techniques.  These  529  confirmed  cases  of  myocardial 
infarction  constitute  the  basis  for  the  present  analysis. 
The  number  of  deaths  by  infarction  for  each  hospital 
before  and  after  the  units  began  functioning  is  shown 
in  Table  2.  The  overall  decrease  in  mortality  from  33 
percent  to  20  percent  after  the  units  opened  compares 
favorably  with  the  nationwide  experience  in  coronary 
care  units.3- 4  The  significant  impressive  improvement 
from  year  to  year  that  some  units  have  reported  was 
not  demonstrated.'1  The  data  from  some  of  the  hos- 
pitals, both  before  and  after  opening  the  units,  repre- 
sent so  few  patients  that,  taken  in  isolation,  these  fig- 
ures are  not  meaningful.  When  data  from  all  eight 
hospitals  are  combined,  the  results  assume  more  sta- 
tistical validity  for  the  region  as  a  whole.  Therefore, 
the  mortality  figures  for  the  smaller  hospitals  cannot 
be  interpreted  as  an  index  of  that  hospital's  perfor- 
mance in  coronary  care,  since  they  may  reflect  vari- 
ables beyond  the  control  of  the  hospital — for  ex- 
ample, the  duration  of  the  patient's  symptoms  prior 
to  arrival  at  the  hospital,  severity  of  the  infarction, 
and  incidence  of  complications  not  amenable  to  any 
therapy. 

The  relationship  between  anterior-lateral  and  in- 


ferior-posterior infarctions  and  the  incidence  of  vari- 
ous arrhythmias,  congestive  heart  failure  and  shock, 
and  the  change  in  survival  for  each  hospital  was  also 
studied  (Tables  3  and  4).  The  overall  mortality 
from  both  anterior-lateral  and  inferior-posterior  in- 
farctions showed  a  decrease  after  the  units  were  es- 
tablished, but  the  decrease  (32  percent  to  20  percent) 
in  the  anterior-lateral  groups  was  most  striking.  The 
incidence  of  potentially  lethal  arrhythmias  (ven- 
tricular tachycardia,  standstill,  and  fibrillation)  was 
approximately  the  same  before  and  after  the 
units  opened,  but  there  was  considerable  improve- 
ment in  the  outcome.  Improved  mortality  in  conges- 
tive heart  failure  when  associated  with  anterior- 
lateral  infarctions  was  observed,  but  this  was  not  the 
case  with  the  inferior-posterior  infarctions.  There- 
fore, the  major  improvement  in  mortality  resulted 
from  the  successful  treatment  of  arrhythmias,  with 
lesser  gains  being  made  in  the  treatment  of  congestive 
heart  failure,  and  no  improvement  in  the  handling 
of  cardiogenic  shock. 

Analysis  of  death  certificates  from  the  seven  coun- 
ties comprising  the  State  of  Franklin  for  the  years 
1966-1970  shows  no  consistent  reduction  in  resident 
deaths  from  acute  myocardial  infarction  (Table  5). 
Kuller10   reports   that   at  least  50  percent  of  indi- 


Table3 

Incidence  of  Complications  and  Mortality  Associated  with 
Anterior-Lateral    Infarctions   Before   and   After   Establish- 
ment of  CCU  Program 

Before  CCU  During  CCU 

Number  Percent   Number  Percent 

Anterior-lateral   infarctions  (total)     50 
Deaths 

Potentially  lethal  arrhythmias 
Deaths 

Congestive  heart  failure 
Deaths 

Shock 
Deaths 


50 

166 

16 

32* 

34 

20* 

11 

22 . 

35 

21* 

6 

55t 

14 

40t 

19 

38* 

67 

40* 

9 

47; 

22 

33: 

7 

14* 

21 

13* 

5 

71; 

15 

71t 

*  Figured  as  the  percentage  of  the  total  number  of  anterior-lateral 
infarctions. 

t  Figured  as  the  percentage  of  infarctions  in  the  specific  cate- 
gory. 
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Table  4 

Incidence  of  Complications  and  Mortality  Associated  with 
Inferior-Posterior  Infarctions  Before  and  After  Establish- 
ment of  CCU  Program 

Before  CCU  During  CCU 

Number  Percent     Number  Percent 

Inferior-Posterior   Infarcts 
Deaths 

Potentially  lethal  arrhythmias 
Deaths 

Congestive   Heart  Failure 
Deaths 

Shock 
Deaths 


7 

213 

9 

24* 

41 

19* 

5 

14* 

47 

22* 

3 

60r 

18 

38  f 

2 

32* 

61 

29* 

4 

33t 

24 

39+ 

8 

22* 

34 

16* 

3 

38t 

21 

62t 

*  Figured  as  percentage  of  total  inferior-posterior  infarctions, 
t  Figured  as  percentage  of  infarctions  in  each  specific  category. 
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Table  5 

Resi 

dent  Deaths  from  Acute  Myocardial  Infarction  with  Rates  per  100,000  Population:  State  of  Franklin 

1965-1970 

BEFORE 

AFTER 

COUNTY 

1966 

1967 

1968 

1969 

1970 

Number 

Rate            Number 

Rate            Number 

Rate 

Number 

Rate              Nl 

imber 

Rate 

Cherokee 

29 

177.6                  25 

153.1                    27 

165.3 

23 

140.8 

34 

208.2 

Clay 

19 

358.0                     15 

284.3                   12 

229.1 

12 

230.5 

18 

348.0 

Graham 

6 

92.1                    10 

153.2                   10 

152.9 

15 

228.9 

20 

304.6 

Haywood 

78 

190.4                   92 

223.5                   77 

186.2 

74 

178.1 

82 

196.4 

Jackson 

39 

193.4                     45 

219.0                   29 

138.6 

44 

206.5 

31 

142.9 

Macon 

25 

161.7                     30 

192.9                   29 

185.4 

35 

222.6 

39 

246.7 

Swain 

25 

310.3                     31 

387.3                   18 

226.3 

25 

316.5 

24 

305.7 

Total: 

221 

1483.5                 248 

1613.3                 202 

1283.8 

228 

1523.9 

248 

1752.5 

Average: 

31 

211.93                 35 

230.47                 28 

183.4 

32 

217.77 

35 

250.36 

viduals  dying  from  acute  myocardial  infarction  do  so 
outside  of  the  hospital  and  before  any  medical  care 
can  be  rendered.  Since  the  mortality  of  hospitalized 
patients  with  myocardial  infarction  can  be  improved 
only  by  about  10  percent,  the  absence  of  statistical 
documentation  of  decreased  mortality  for  this  con- 
dition in  the  counties  surveyed  is  understand- 
able. Changes  made  by  the  State  Board  of  Health  in 
the  criteria  for  reporting  myocardial  infarction  in 
death  certificates  may  also  have  affected  this  assess- 
ment. At  any  rate,  it  appears  that  the  coronary  care 
network  had  little  perceptible  or  measurable  lowering 
effect  on  the  resident  deaths  from  acute  myocardial 
infarction  when  death  certificate  data  are  used  as  the 
criterion  for  assessment. 

DISCUSSION 

This  study  has  shown  that  any  hospital,  regardless 
of  size,  can  practice  good  coronary  care.  As  would 
be  expected,  major  improvements  in  survival  were 
accomplished  primarily  in  the  treatment  of  cardiac 
arrhythmias.  The  nurses  became  more  adept  at  rec- 
ognizing warning  arrhythmias,  and  on  their  own  ini- 
tiative were  able  to  institute  appropriate  treatment, 
so  that  the  more  serious  arrhythmias,  which  are 
so  often  fatal,  could  be  averted.  The  intervention 
was  made  possible  by  their  initial  education  in 
coronary  care  and  continuing  in-service  educational 
programs.  In  addition,  the  hospital  administrative 
and  medical  staffs  in  conjunction  with  the  nurses 
developed  policies  and  procedures  for  the  units,  not 
only  defining  standing  routine  orders,  but  authoriz- 
ing definitive  nurse  action  for  almost  any  real  or 
potential  emergency.  By  first  training  the  nurses  and 
then  certifying  them  to  initiate  the  definitive  life- 
saving  treatment  prior  to  the  arrival  of  a  physician, 
a  reduction  in  hospital  mortality  was  achieved.  This  is 
i  not  to  say  that  the  educational  programs  for  the  phy- 
sicians did  not  improve  the  general  level  of  cardiac 
care,  but  it  is  the  opinion  of  the  authors  that  the  plau- 
dits should  go  primarily  to  the  nurses  of  the  State  of 
Franklin  hospitals  for  producing  the  successes  re- 
ported herein.  Other  authors  have  pointed  out  this 
dependent  relationship  between  the  availability  of 
i  trained  nurses  in  a  coronary  care  unit  and  the  result- 
ing quality  of  care.2' 6  The  trained  and  certified  nurse 


must  be  immediately  available  to  the  acute  heart  vic- 
tim, since  cardiac  emergencies  know  no  time  sched- 
ule. 

Recognizing  that  seven  of  the  eight  hospitals  in  the 
region  had  less  than  50  beds  and  that  six  of  the  eight 
had  only  one  designated  as  a  coronary  care  bed,  it  is 
obvious  that  the  special  nurse  had  to  have 
assignments  other  than  coronary  care.  The  authors 
know  of  several  instances  in  the  smaller  hospitals 
where  a  licensed  practical  nurse  was  the  only  nurse 
on  duty  in  the  facility  during  certain  shifts  and  had 
responsibilities  not  only  for  the  heart  patient,  but  for 
the  other  20  to  25  patients  in  the  hospital,  emergency 
room,  delivery  room,  and  other  clinical  areas.  In  spite 
of  this  periodic  absence  of  adequate  nursing  staff,  in 
most  hospitals  the  mortality  of  hospitalized  patients 
with  acute  myocardial  infarction  was  significantly  re- 
duced. This  reduction  compares  very  favorably  with 
national  statistics. 

Although  either  discrete  coronary  care  units  or 
designated  monitored  beds  for  heart  patients  were 
established  in  the  eight  State  of  Franklin  hospitals  in 
1968,  and  even  though  improved  survival  statistics 
for  hospitalized  patients  with  acute  myocardial  in- 
farction resulted,  the  authors  raise  the  possibility  that 
the  effort  would  not  have  occurred  without  outside 
stimulation  and  financing.  Certainly,  the  lar- 
ger hospital  in  the  area  was  well  on  its  way  to  achiev- 
ing a  good  coronary  care  program  at  the  time 
this  concept  was  initially  presented.  Several  of  the  in- 
termediate sized  hospitals  were  making  plans.  The 
smaller  hospitals,  prior  to  1967-1968,  had  neither 
made  plans  nor  taken  any  definitive  action.  The 
authors  speculate  whether  any  action  would  have 
been  taken  by  the  time  of  this  communication  with- 
out outside  backing.  This  raises  the  further  question 
of  whether  the  smaller  hospitals  can  continue  to  pro- 
vide the  nurse  and  physician  coverage  for  the  acute 
myocardial  infarction  patient  in  the  single  monitored 
bed  arrangement  in  order  to  maintain  the  improved 
survival  trend.  If  an  inordinate  proportion  of  a  hos- 
pital's professional  inpatient  services  and  educational 
programs  is  devoted  to  coronary  care,  certainly  edu- 
cation in  other  areas  of  general  medical  care  must  suf- 
fer. Likewise,  if  adequate  attention  and  care  is  pro- 
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vided  for  the  acute  heart  patient  to  detect  and  remedy 
any  change  in  cardiac  status,  patients  in  other  areas  of 
the  hospital  may  become  relegated  to  second  class 
care  through  inadvertent  inattention  by  the  staff.  This 
is  inevitable  unless  more  nurses  and  physicians  are  se- 
cured to  deal  with  acute  heart  conditions,  and  it  is 
well  known  that  these  extra  personnel  are  not  avail- 
able within  the  State  of  Franklin. 

We  have  pointed  out  some  of  the  difficulties  in  sus- 
taining a  successful  coronary  care  effort  in  the  small 
rural  hospital.  We  have  shown  that  good  coronary 
care  in  a  hospital  with  less  than  50  beds  can  be  pro- 
vided by  a  continuing  major  commitment  on  the  part 
of  the  hospital  administration,  nursing  staff,  and  phy- 
sicians. Adequate  staffing  of  the  unit  presents  the  ma- 
jor recurring  problem,  but  continuing  education  to 
maintain  proficiency  of  the  personnel,  financial  sup- 
port for  the  initiation  and  continuation  of  the  pro- 
gram, operation  and  maintenance  of  the  specialized 
electronic  equipment,  and  other  considerations  also 
present  special  long  term  obligations  which  a  small 
hospital  has  difficulty  in  meeting. 

In  order  to  fulfill  the  need  for  quality 
coronary  care  over  a  prolonged  period  within  a  re- 
gion, an  integrated  system  may  have  to  be  established 
as  has  been  proposed  by  the  Inter-Society  Commis- 
sion for  Heart  Disease  Resources.11'  12  In  the  State  of 
Franklin,  the  stationary  life  support  station  could  well 
be  the  emergency  room  of  each  of  the  smaller  hos- 
pitals. Strategically  located  mobile  coronary  care  ve- 
hicles, each  with  its  own  complement  of  trained  atten- 
dants, could  pick  up  the  heart  attack  victim  for  trans- 
port to  the  life  support  station.  After  preliminary 
evaluation  and  stabilization  of  the  patient's  condition, 
he  could  then  be  transported  to  the  regional  coronary 
care  center.  The  system  would  have  to  be  integrated 
by  a  well  defined  and  workable  communications  sys- 
tem, which  might  include  telemetry.  This  approach 
to  coronary  care  could  provide  earlier  access  to  an 
organized  system  of  coronary  care  for  all  inhabitants 
of  the  State  of  Franklin.  It  also  could  relieve  some  of 
the  overwhelming  financial  and  personnel  burdens 
of  some  hospitals  by  allowing  them  to  get  out  of  the 
coronary  care  field  without  sacrificing  the  quality  of 
care  for  heart  patients  within  their  geographic  area. 
It  is  quite  probable  that  under  this  integrated,  strati- 
fied system,  patients  would  receive  adequate  care 
earlier  in  the  evolution  of  the  acute  process,  and  then 
could  be  transported  safely,  under  monitored  condi- 
tions, to  an  institution  where  they  should  receive 
more  expert  cardiac  care,  more  consistently,  and 
without  the  gaps  in  personnel  staffing  that  they  might 
have  received  in  their  own  smaller  hospital. 

This  concept  may  border  on  lunacy  in  the  minds 
of  some  of  the  State  of  Franklin  citizenry,  but  during 
recent  years  the  people  of  Western  North  Carolina 
have  developed  a  richly  deserved  reputation  for 
working  together  in  the  health  planning  field.  The  day 
has  passed  when  inhabitants  of  one   cove  or  val- 


ley have  to  feud  with,  compete  with  and  even  excel 
over  their  neighbors  in  the  next  valley.  Cooperation 
in  the  pooling  of  resources  to  meet  common  goals 
is  essential  to  the  success  of  a  stratified  system  of 
coronary  care.  Identification  of  each  hospital's 
strength,  weaknesses,  and  capabilities  in  areas  of 
medical  care  other  than  heart  disease  can  make  pos- 
sible the  sharing  of  responsibilities  within  the  State  of 
Franklin  to  solve  unmet  health  care  delivery  needs. 

SUMMARY  AND  CONCLUSION 

In  1968,  thirteen  coronary  care  beds  were  estab- 
lished in  eight  small  community  hospitals  in 
rural  Western  North  Carolina.  Educational  programs 
in  coronary  care  were  conducted  for  physicians  and 
nurses.  The  mortality  in  hospitalized  myocardial  in- 
farction patients  for  one  year  prior  to  the  opening  of 
the  beds  was  33  percent  (40  deaths  among  120  pa- 
tients); the  mortality  during  the  three  years  of 
the  program  dropped  to  20  percent  (107  of  529). 
Death  rates  in  the  anterior-lateral  infarctions  (32  per- 
cent to  20  percent)  decreased  more  than  did  mor- 
tality in  inferior-posterior  infarctions  (24  percent  to 
19  percent).  Improvement  in  survival  rates  occurred 
in  those  patients  with  potentially  lethal  arrhythmias 
and  in  congestive  heart  failure  (especially  in  the  an- 
terior-lateral infarction  group).  No  statistically  valid 
reduction  in  deaths  from  myocardial  infarction  was 
demonstrated  for  the  entire  region  by  analysis  of 
death  certificate  data. 

This  study  has  shown  that  a  reduction  in  hospital 
mortality  from  myocardial  infarction  can  be  achieved 
in  small  rural  hospitals.  The  reduction  can  be  accom- 
plished only  through  dedicated  and  sustained  com- 
mitment to  the  concept  of  excellence  in  coronary  care 
by  the  hospital  administration,  physicians,  and 
nurses.  An  alternate  method  for  the  provision  of 
coronary  care  through  a  stratified,  integrated  system 
has  been  discussed. 
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Revival  of  a  Federal  Prison  Hospital  Project: 
The  Federal  Center  for  Correctional  Research 

at  Butner,  N.  C. 

Charles  E.  Smith,  M.D.,  and  Johnnie  L.  Gallemore,  Jr.,  M.D. 


'T'HE  imminent  opening  of  a  model  federal  institu- 
tion for  the  care  and  treatment  of  mentally  dis- 
ordered offenders  in  the  Research  Triangle  Area  at 
Butner,  North  Carolina,  and  the  interest  which  this 
new  institution  has  engendered  at  both  the  local  and 
national  level,  have  prompted  a  review  of  the  back- 
ground and  potential  of  this  unique  undertaking.1  In 
many  ways,  the  Butner  facility  exemplifies  Robert 
Burns'  oft-quoted  aphorism  that  "the  best  laid 
schemes  o'mice  an'  men  gang  aft  a-gley."  Perhaps  the 
persistence  in  planning  for  this  institution  in  the  face 
of  several  adversities  also  illustrates  man's  determina- 
tion to  serve  his  fellows  in  the  best  tradition  of  hu- 
manistic endeavor.  In  any  event,  it  appears  timely  to 
give  an  account  of  the  background  and  possible  fu- 
ture course  of  development  of  this  institution,  with 
the  hope  of  providing  a  more  general  exposition  of  its 
philosophy,  purpose  and  goals.  Special  emphasis  is 
placed  upon  the  implications  which  this  new  institu- 
tion may  have  at  the  local  level,  particularly  in  the 
areas  of  treatment,  training,  and  research. 

HISTORICAL  PERSPECTIVES 

The  Federal  Bureau  of  Prisons  has  long  recognized 
the  importance  of  psychiatry  in  dealing  with  offenders 
and  in  modifying  faulty  behavioral  patterns.  The  Bu- 
reau operates  a  500-bed  psychiatric  service  at  its 
Medical  Center  for  Federal  Prisoners  in  Springfield, 
Missouri.  In  addition,  full-time  psychiatrists  perform 
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diagnostic,  treatment,  and  training  functions  at  a 
number  of  its  regular  penal  institutions. 

For  a  number  of  years,  the  Bureau  has  recognized 
the  need  to  expand  the  treatment  resources  which  are 
available  to  it  for  needful  prisoner-patients.  In  a  re- 
port published  in  January  of  1961,2  it  was  conser- 
vatively estimated  that  15  percent  of  all  commitments 
to  the  Bureau  of  Prisons,  or  some  2,000  cases  annu- 
ally, carry  a  recommendation  from  the  court  that  the 
individual  have  the  benefit  of  psychiatric  study  and 
any  indicated  treatment.  A  survey  made  at  the  time 
yielded  data  suggesting  that  there  were  nearly  700 
prisoners  then  confined  in  regular  penal  institutions 
whose  needs  for  psychiatric  treatment  were  not  be- 
ing effectively  met.  To  meet  those  needs,  the  Bureau 
considered  alternative  ways  of  providing  additional 
psychiatric  treatment  facilities  and  concluded  that  the 
best  solution  would  be  the  construction  of  a  new  fa- 
cility. Toward  that  end  it  recommended  the  construc- 
tion of  a  600-bed  hospital  which  would  provide  an 
optimal  setting  for  the  diagnosis  and  treatment  of  the 
mentally  ill  offender  and  for  basic  behavioral  re- 
search, especially  into  the  relationships  between  men- 
tal disorder  and  crime. 

The  site  selected  early  in  the  last  decade  for  this 
proposed  institution  was  in  the  Research  Triangle,  at 
Butner,  North  Carolina.  One  of  the  important  factors 
influencing  the  selection  of  this  site  was  its  proximity 
to  university  centers,  which  would  encourage  the  de- 
velopment of  collaborative  programs  in  both  training 
and  research.  It  was  recognized  that  there  was  then  a 
critical  shortage  of  qualified  mental  health  workers 
in  correctional  institutions,  and  it  was  anticipated  that 
the  new  hospital  would  become  a  training  center  for 
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mental  health  workers  with  special  emphasis  on  the 
mental  problems  of  prisoners.3' 4 

One  author  (CES)  participated  in  the  planning  of 
the  original  institution,  whose  design  was  intended  to 
"promote  an  atmosphere  that  will  be  therapeutic,  per- 
mitting development  of  self-reliance  and  initiative, 
and  encouraging  normal  socialization  and  community 
living."  The  architects  charged  with  designing  this 
institution  were  to  be  given  the  "maximum  degree  of 
freedom  for  imaginative,  innovative  and  economical 
design."  The  basic  functions  of  the  new  institution 
were  to  be  diagnosis,  treatment,  training,  and  re- 
search, with  major  emphasis  upon  early  intensive 
treatment  of  recoverable  patients  in  order  to  stem 
the  growth  of  the  group  of  chronic  cases  then  taxing 
the  Bureau's  resources.  Thus,  it  was  felt  essential  that 
patients  with  severe  neurosis  and  borderline  condi- 
tions be  afforded  early  intensive  treatment  to  pre- 
vent the  development  of  more  serious  incapacitating 
illness.  It  was  felt  that  the  fullest  benefit  of  the  pro- 
gram would  be  attained  through  the  development  of 
its  training  and  research  functions.  The  program 
planners  envisioned  affiliations  with  existing  training 
programs  in  the  academic  community,  and  further 
proposed  that  the  research  program  be  designed  to 
stimulate  interest  in  the  problem  of  crime  in  the  com- 
munity at  large  and  in  the  world  of  science. 

The  original  institution  was  intended  to  be  a  thera- 
peutic community  in  every  sense  of  the  word,  with 
excellent  facilities  for  individual  and  group  treatment 
as  well  as  all  the  ancillary  therapeutic  measures.  The 
living  units  were  to  be  attractive,  one-story  cottage- 
type  buildings  with  unobtrusive  custodial  and  security 
features.  The  original  concept  called  for  three  identi- 
cal treatment  centers  grouped  around  a  central  com- 
munity square  housing  chapel,  school  and  library,  au- 
ditorium, shops,  gymnasium,  and  food  services.  In 
addition,  the  original  design  called  for  a  fully 
equipped  unit  to  have  medical  and  surgical  services 
as  well  as  research  facilities,  including  laboratory 
space. 

As  planning  progressed,  a  design  for  the  new  hos- 
pital was  developed  and  the  United  States  Congress 
appropriated  funds  for  its  construction.  However,  the 
project  ran  afoul  of  budgetary  problems.  In  Septem- 
ber, 1964  the  project  was  offered  for  bids,  and  the 
low  bid  was  several  million  dollars  in  excess  of  the 
funds  available.  After  the  Congress  enacted  a  defi- 
ciency appropriation  bill  in   1965  the  project  was 
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Dr.  Desmond  P.  Ellis,  Department  of  Sociology,  University  of  North 
Carolina,  Chapel  Hill;  Dr.  Allen  Feinberg,  Department  of  Psychiatry, 
University  of  North  Carolina,  Chapel  Hill;  Dr.  Johnnie  L.  Gallemore, 
Jr.,  Department  of  Psychiatry.  Duke  University  Medical  Center.  Dur- 
ham; Dr.  Pedro  Irigaray,  John  Umstead  Hospital,  Butner;  Dr. 
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Wilson,  State  of  North  Carolina  Department  of  Corrections,  Raleigh. 


again  put  out  to  bid,  and  in  October  of  1965  the  low 
bid  was  still  several  million  dollars  above  the  avail- 
able funds.  At  this  juncture,  it  was  decided  to  defer 
the  project  pending  a  reappraisal  of  available  alterna- 
tives. 

During  the  ensuing  years  reassessment  of  the  medi- 
cal facility  needs  of  the  Bureau  led  to  the  recommen- 
dation that  several  regional  medical  centers  be  de- 
veloped to  be  located  in  or  near  metropolitan  areas 
and  preferably  close  to  universities  and  other  training 
complexes."'  Provisionally  it  was  suggested  that  such 
centers  be  located  in  the  northeastern,  southeastern, 
mid-continent  and  west  coast  areas  of  the  United 
States.  Within  this  framework  it  was  proposed  that 
the  Butner  project  be  altered  to  serve  as  the  regional 
medical  center  for  the  southeastern  area  of  the  United 
States.  In  November  of  1969  the  project  received 
new  impetus  when  President  Nixon  included  in  his 
thirteen-point  prison  reform  program  the  following 
objective:  "to  expedite  design  and  construction  of 
the  long-planned  and  delayed  Federal  psychiatric 
study  and  treatment  facility  for  mentally  disturbed 
and  violent  offenders."0 

NORTH  CAROLINA  ADVISORY  PANEL 

To  assist  in  the  planning  of  the  Butner  institution  a 
local  advisory  group  (North  Carolina  Advisory 
Panel)  was  first  convened  in  November,  1970.  The 
Panel  included  faculty  members  from  the  University 
of  North  Carolina  at  Chapel  Hill,  Duke  University, 
and  North  Carolina  State  University,  and  representa- 
tives of  the  North  Carolina  Department  of  Correc- 
tions and  the  North  Carolina  Department  of  Mental 
Health.* 

Backgrounds  represented  on  the  panel  included  the 
disciplines  of  psychiatry,  psychology,  nursing,  law, 
sociology,  engineering,  and  administration.  Federal 
Bureau  of  Prison  personnel  who  met  with  the  panel 
included  architects,  officials  charged  with  program 
development,  and  administrators.  Periodic  meetings 
were  held  in  the  Triangle  area,  and  the  panel  also  had 
a  meeting  at  the  Robert  F.  Kennedy  Youth  Center 
at  Morgantown,  West  Virginia,  during  which  it  had 
an  opportunity  to  make  a  detailed  inspection  of  this 
facility.  As  the  planning  progressed,  the  North  Caro- 
lina Advisory  Panel  also  met  on  several  oc- 
casions with  members  of  the  staff  of  the  North  Caro- 
lina-based architectural  firm  which  had  been  chosen 
to  design  the  Butner  institution. 

At  these  various  meetings  the  staff  members  of  the 
Federal  Bureau  of  Prisons  presented  detailed  pro- 
gram information  and  preliminary  design  concepts 
for  study  and  discussion  by  the  local  advisory  panel. 
During  these  discussions  many  aspects  of  the 
proposed  new  facility  and  its  program  elements  were 
considered.  For  instance,  detailed  consideration  was 
given  to  the  types  of  patients  which  it  was  intended 
to  serve,  followed  by  discussions  of  the  projected 
treatment  needs  of  these  types  of  patients,  and  con- 
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sideration  of  a  variety  of  treatment  modalities  which 
might  be  beneficial  to  each  group.  Special  emphasis 
was  given  to  the  nursing  care  needs  and  the  require- 
ments for  custodial  and  supervisory  personnel. 
Various  ancillary  treatments  were  also  considered. 
Throughout  these  discussions  emphasis  was  placed 
on  the  need  to  provide  a  plant  which  would  afford 
a  flexible  and  secure  hospital-type  environment  with- 
in which  a  full  range  of  individual  and  group  thera- 
peutic techniques  could  be  employed  and  properly 
evaluated.  These  planning  discussions  also  antici- 
pated the  involvement  of  staff  members  from  the  in- 
stitutions and  organizations  represented  by  members 
of  the  North  Carolina  Advisory  Panel  in  the  eventual 
implementation  and  evaluation  of  the  treatment  and 
research  programs  to  be  developed  within  the  new 
Institution. 

THE  PRESENT  INSTITUTION 

Although  the  program  design  for  the  Federal  Cen- 
ter for  Correctional  Research  now  under  build- 
ing contract  reflects  some  substantial  difference  from 
the  concept  envisioned  in  the  original  1961  proposal, 
it  has  retained  much  of  the  original  philosophy  relat- 
ing to  the  functions  of  the  institution  and  the  design 
and  organization  of  its  living  and  treatment  units.7 
Thus,  although  the  new  institution  has  been  reduced 
to  a  capacity  of  400  patients,  which  is  thought  today 
to  be  more  nearly  an  optimal  population  for  efficient 
administration,  it  is  still  intended  to  function  prima- 
rily as  an  intensive  treatment  hospital  for  offenders 
who  are  in  the  acute  phase  of  mental  disturbance. 
Furthermore,  its  program  philosophy  stems  from  a 
belief  that  patients  may  be  motivated  to  take  initia- 
tive in  seeking  self-improvement.  The  program 
stresses  innovation  and  flexibility  in  that  it  is  intended 
to  permit  each  of  the  several  units  within  the  hospital 
to  develop,  implement,  and  evaluate  its  own  treat- 
ment program  in  coordination  with  other  units  in  the 
institution. 

As  in  the  original  concept,  housing  areas  in  the  new 
center  are  designed  to  encourage  interaction  among 
small  groups  of  patients  in  attractive  surroundings, 
with  effective  but  unobtrusive  security  features,  and 
so  arranged  as  to  permit  the  greatest  possible  flexi- 
bility in  the  modification  of  programs  as  new  insights 
and  techniques  may  require.  Thus  the  new  institution, 
which  will  occupy  some  42  acres,  has  preserved  much 
of  the  campus-like  atmosphere  envisioned  in  the 
original  plans.  For  practical  purposes  it  is  divided  into 
four  areas,  a  mental  health  area,  a  behavioral  modi- 
fication area,  a  community  green  area,  and  an  admin- 
istrative area. 

The  administrative  area  incorporates  executive  of- 
fices, business  offices,  conference  rooms,  mail  hand- 
ling facilities,  a  personnel  lounge,  and  a  control  cen- 


*  This  facility  is  expected  to  become  partially  operational  during 
1973,  with  reception  of  first  inmates  during  the  first  half  of  1974; 
construction  is  actively  under  way,  and  a  psychiatrist  has  been  named 
as  warden. 
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ter.  A  spacious  visiting  area  is  planned  contiguous 
with  the  administrative  complex. 

The  community  green,  around  which  the  patient 
living  areas  will  be  clustered,  includes  an  auditorium, 
chapel,  kitchen  and  dining  rooms,  laundry  and  ma- 
chine shops,  and  classroom  and  training  areas.  There 
will  also  be  a  small  infirmary  for  patients  who  require 
nursing  services  for  intercurrent  physical  illness. 

The  mental  health  area  will  be  made  up  of  a  clus- 
ter of  four  structures  designed  to  accommodate  38 
youthful  offenders,  64  adult  male  offenders,  and  38 
female  offenders — a  total  of  144  patients. 
These  units  will  be  designed  to  provide  facilities  for 
a  full  range  of  services  for  mentally  ill  offenders  in- 
cluding nursing,  casework,  and  counseling  services, 
educational-vocational  guidance,  as  well  as  psycho- 
logical and  psychiatric  services.  Each  of  the  units  will 
have  its  own  administrative  director  as  well  as  a  co- 
ordinator for  research  activities  within  the  unit  and 
a  supervisor  for  security  services. 

The  behavior  modification  area  will  comprise  four 
50-bed  units,  one  of  which  is  to  be  designated  as  a 
secure  unit.  These  units  will  contain  a  variety  of  liv- 
ing arrangements  compatible  with  the  graduated  acti- 
vity programs  which  are  planned  for  the  individuals 
under  treatment.  Each  of  the  behavior  modification 
units  will  have  its  own  unit  and  research  coordinators 
as  well  as  a  unit  security  supervisor,  and  will  offer 
casework,  counseling,  educational-vocational  and 
psychological  services. 

Patients  will  be  encouraged  to  avail  themselves  of 
the  opportunities  to  take  part  in  the  various  activities 
going  on  in  the  community  green  insofar  as  their  be- 
havior permits.  Both  staff  and  patients  will  share  a 
common  dining  room  in  this  area,  taking  food  from 
a  common  serving  line.  Each  of  the  cottage  units 
within  the  complex  is  designed  to  accommodate  all 
but  the  most  disturbed  or  violent  offender,  for  whom 
special  facilities  are  provided  in  the  secure  unit  of  the 
behavior  modification  complex.  In  addition,  each  of 
the  units  has  provisions  for  patient  activities  as  well 
as  space  for  individual  and  group  treatment  activities. 
Finally,  modest  provision  for  clinical  laboratory  space 
has  been  made  in  an  area  which  will  permit  expansion 
as  need  arises. 

IMPLICATIONS  FOR  THE  FUTURE 

Now  that  operation  of  a  new  federal  correctional 
facility  at  Butner  is  assured,*  it  is  appropriate  to  con- 
sider ways  in  which  this  institution  may  usefully  re- 
late to  the  universities  and  other  correctional  interests 
in  the  community  and  surrounding  areas.  Considera- 
tion of  several  factors  may  be  helpful  in  this  regard. 

Suitability  of  institutional  design  for  the  intended 
functions  of  the  facility.  The  planning  for  the  new 
Butner  institution  has  departed  substantially  from 
traditional  modes  of  planning  for  penal  institutions. 
In  particular,  it  has  proceeded  from  the  outset  on  the 
assumption  that  requirements  for  custody  and  secu- 
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rity  must  be  reconciled  with  those  for  rehabilitation 
and  treatment,  if  these  latter  missions  of  the  institu- 
tion are  to  have  any  measure  of  success.  In  this  re- 
spect, the  planners  were  fully  cognizant  of  past  fail- 
ures, which  have  been  characterized  by  rapid  turn- 
over of  institutional  personnel,  overt  internal  distur- 
bances, political  hypersensitivity  and  atmospheres  of 
defensiveness  or  apathy. 

Although  specific  operational  details  remain  to  be 
clarified,  considerable  emphasis  has  been  placed  on 
flexibility  and  versatility.  For  instance,  separate  units 
have  been  designed  for  the  treatment  of  a  variety  of 
emotionally  disturbed  prisoners  and  for  research  acti- 
vities which  may  involve  "non-patient"  inmates.  Se- 
curity measures  are  unobtrusive,  yet  should  be  ade- 
quate for  a  selected,  relatively  short-term  population. 
Since  a  physically  healthy  population  is  anticipated, 
the  obtaining  of  necessary  medical  services  on  a  con- 
tract basis  has  been  planned.  In  addition  to  direct 
inmate  care,  facilities  will  also  be  available  for 
staff  training,  administration,  and  visiting.  To  date 
it  appears  unlikely  that  any  foreseeable  trends  in  the 
uses  of  the  facility  will  be  limited  by  its  structural  de- 
sign, and  one  only  hopes  that  its  treatment  programs 
will  fully  exploit  the  potential  inherent  in  the  innova- 
tive architecture. 

Use  of  current  mental  health  concepts  in  the  pro- 
gram planning.  Although  much  is  written  about  the 
need  for  enlightened  thinking  in  correctional  circles 
and  the  application  of  more  recent  ideas  and  findings 
in  confronting  very  traditional  problems  in  correc- 
tions, infrequently  does  such  an  opportunity  for  im- 
plementation present  itself  from  the  very  beginning 
— that  is  in  the  development  of  a  totally  new  institu- 
tion. Within  the  past  few  years  Menningcr  has  vigor- 
ously presented  the  case  for  a  reexamination  of  long- 
standing notions  about  crime  and  response  to  it.8 
And  Keith  addressed  this  issue  as  he  envisioned  the 
original  Butner  facility  ten  years  ago:  "a  unique  in- 
stitution in  which  the  psychiatrist  and  prison  official 
will  have  the  opportunity  to  amalgamate  and  blend 
their  respective  former  roles  of  treatment  and  custody 
into  new  and  more  challenging  modes  of  coopera- 
tion."'1 

Despite  current  emphasis  on  the  location  of 
the  federal  unit  in  the  Research  Triangle  Area  and 
in  the  proximity  of  several  major  universities,  there 
was  little  tangible  evidence  a  decade  ago  that  a  viable, 
cooperative  venture  between  federal  and  local 
interests  on  the  one  hand  and  correctional  and  uni- 
versity interests  on  the  other  would  be  a  cornerstone 
in  the  forthcoming  development  of  the  original  faci- 
lity. To  a  significant  degree,  however,  the  Federal  Bu- 
reau of  Prisons  has  taken  this  type  of  initiative  in  the 
early  planning  stages  of  the  present  facility  through 
its  national  and  local  advisory  panels.  It  is  quite  clear, 
nevertheless,  that  the  ultimate  test  will  come  as  the 
unit  begins  operation. 

Evaluation  and  research.  For  both  practical  and 


scientific  reasons,  staff  members  of  the  neighboring 
institutions  can  make  substantial  contributions  to  the 
evaluation  of  the  treatment  programs  in  the  new  fa- 
cility. Members  of  the  surrounding  scientific  com- 
munity can  lend  desirable  objectivity  to  the  evalua- 
tion process,  being  "outsiders"  and  not  formally  re- 
sponsible to  the  institution's  administrative  direction. 
Also,  they  have  special  expertise  in  research  method- 
ology which  can  be  usefully  employed  in  this 
important  role. 

Current  developments  suggest  that  such  participa- 
tion in  the  evaluation  process  may  be  one  of  the  more 
important  contributions  of  the  area  institutions  in  the 
immediate  future.  The  institution  has  already  come 
under  fire  in  the  public  press  from  civil  libertarian 
activists,  and  others  who  have  decried  the  unspeci- 
fied nature  of  the  new  treatment  techniques  which  it 
promises  to  provide,  at  the  same  time  expressing  cau- 
tion over  the  possibilities  for  abuse.1"'  n  In  its  re- 
sponse to  these  criticisms,  the  Federal  Bureau  of 
Prisons  has  promised  that  it  intends  to  depend  on  out- 
siders to  moniter  activities  within  the  new  institution. 
In  this  vein,  a  recent  editorial  in  a  Washington,  D.  C. 
newspaper1-  states:  "Butner  is  near  three  large  uni- 
versities whose  people  and  resources  will  be  called 
upon  to  advise  and  assist  in  whatever  takes  place 
there.  A  healthy  happenstance."  Under  these  cir- 
cumstances, the  role  of  neighboring  institutions  in 
the  evaluation  and  research  of  on-going  programs  in 
the  new  facility  could  be  both  highly  challenging  and 
responsible. 

Other  relationships  with  the  surrounding  commu- 
nity. Despite  the  widely  publicized  attractions  of  the 
Research  Triangle  and  the  early  advisory  ties  with 
local  university  and  state  correctional  person- 
nel, it  remains  unclear  at  present  how  relationship  of 
the  facility  to  the  community  will  proceed.  Very 
possibly  the  most  consistent  problem  all  correctional 
units  face  is  establishing  mutually  profitable  and  de- 
sirable relationships  with  the  surrounding  area.  While 
considerable  discretion  must  vest  in  the  unit's  admin- 
istrative officers  as  they  assume  responsibility  for  an 
effective  program  within  the  facility,  the  importance 
of  a  base  of  support  through  ties  with  the  area  com- 
munity may  be  critical  if  the  institution  is  to  achieve 
its  stated  goals.  Fortunately,  a  strong  state  correc- 
tional system  has  developed  important  ties  with  local 
universities  and  the  community  at  large,  ties  which 
were  emphasized  in  the  first  symposium  on  "Correc- 
tions and  Community  Response"  held  at  Duke  Uni- 
versity in  the  summer  of  1972.  The  opportunity  is 
ripe  for  federal  participation  in  this  climate,  and  ex- 
perience with  the  North  Carolina  Advisory 
Panel  warrants  some  optimism  in  this  regard.  Poten- 
tial for  significant  involvement  with  the  universities 
appears  greatest  in  the  area  of  resources  for  mutual 
training  needs,  resources  for  basic  and  clinical 
research,  and  in  exchange  staff  consultations.  The 
federal  and  state  correctional  systems  could  opt  for 
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staff  and  inmate  exchanges  in  various  specialized 
programs.  Any  model  for  federal-local  cooperation 
should  continue  to  place  the  emphasis  on  complemen- 
tary rather  than  competitive  programs,  however,  ex- 
tending to  the  use  of  area  talent,  facilities  and 
resources,  mutual  training  opportunities,  and  patient 
care  and  research. 

CONCLUSION 

The  impact  of  the  new  institution  at  the  local  level 
may  depend  to  a  large  extent  upon  the  way  in  which 
the  above  considerations  are  resolved.  Just  over 
a  year  ago  a  communication  from  the  Federal  Bureau 
of  Prisons  stated: 

The  location  of  the  center  makes  possible  close 
working  relationships  with  the  medical  schools 
and  universities  in  the  Raleigh.  Durham.  Chapel 
Hill  area.  Staff  members  of  these  organizations,  as 
well  as  representatives  of  the  National  Institute  of 
Mental  Health,  The  Department  of  Health,  Edu- 
cation, and  Welfare,  and  the  National  Advisory 
Panel  to  the  Bureau  of  Prisons,  and  the  North 
Carolina  Advisory  Panel  have  assisted  the  Bureau 
of  Prisons'  planning  staff  in  developing  a  pro- 
gram and  design  for  the  facility. 


It  is  fair  to  say  that  the  long  anticipated  institution 
has  made  a  promising  start  in  this  direction.  Perhaps 
only  time  can  tell  whether  it  will  fulfill  its  promises 
of  innovative  leadership  in  correctional  planning  and 
fruitful  affiliations  with  neighboring  institutions. 
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might,  without  all  doubt,  by  proper  care,  be  restored  to  life. — William  Buchan:  Domestic  Medi- 
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Dr.  Jerome  L  Reeves  on  the  New  Sexuality 


An  Interview 
Hugh  A.  Matthews,  M.D. 


Interviewer:  Back  in  the  pre-War  days,  what  was 
the  public  attitude  toward  illegitimacy,  premarital 
sex,  abortions? 

Dr.  Reeves:  Perhaps  a  case  history  will  be  worth 
more  than  a  lot  of  theorizing. 

I  guess  it  was  1914,  perhaps  1913,  at  least 
late  May,  that  Mazie  brought  her  teen-age  daughter, 
Susie,  to  my  house.  Mazie  had  already  made  the  diag- 
nosis that  Susie  had  a  tumor. 

The  young  girl  was  obviously  about  five  months 
pregnant.  You  could  feel  fetal  movement  and  hear 
fetal  sounds. 

You  didn't  dare  tell  a  mother  her  daughter  was 
pregnant  then.  I  told  Mazie  that  I  could  feel  move- 
ment and  hear  heart  sounds.  Mazie  got  the  message 
loud  and  clear,  and  I  got  a  message  loud  and  clear. 
No  man  had  ever  touched  Susie,  most  particularly 
"down  there."  Men  never  touched  any  of  her  daugh- 
ters before  the  time.  She  didn't  appreciate  my  sugges- 
tion. She  dusted  her  skirt  off  on  my  doorway. 

I  never  heard  from  Mazie  or  Susie  again  until  late 
September.  Word  was  sent  to  me  to  come  quick.  Susie 
was  bleeding  from  her  tumor.  When  I  got  to  Thorny 
Creek  about  two  o'clock,  Susie's  tumor  had  drasti- 
cally diminished,  but  the  source  of  movements  and 
heart  sounds  could  not  be  found  in  Susie's  belly  or 
in  the  house,  and  I  was  invited  in  no  uncertain  terms 
to  get  out  of  the  house.  When  Mazie  mentioned  the 
law,  I  told  her  I  was  legally  bound  to  stick  around  to 
keep  check  on  the  bleeding  tumor.  For  evidence  in 
the  diagnosis,  I  continued  searching  around  the 
house.  Down  behind  the  spring  house  I  found  the 
diagnostic  evidence.  Whether  the  clue  was  a  rustle 
in  the  leaves  or  a  whimper,  I  don't  remember.  But 
there  all  covered  with  fall  leaves  was  the  winged 


tumor.  All  the  leaves  stuck  to  the  little  fellow  made 
him  look  like  a  flying  squirrel. 

He  was  cold  from  the  mountain's  evening  chill  of 
late  September.  He  was  vigorous  and  content  after 
cleansing  and  gradual  warming. 

You  know,  he  did  well.  He  made  a  good  soldier  in 
World  War  II.  But  neither  Susie  nor  the  winged  tu- 
mor, although  fine  people,  ever  lived  down  the  stigma 
of  a  human  problem. 

Interviewer:  What  about  legitimate  pregnancies? 
You  have  indicated  that  most  families  really  wanted 
and  loved  new  babies,  even  if  by  our  present  stan- 
dards they  couldn't  afford  them.  Still,  if  I  have 
it  right,  even  legitimate  pregnancy  was  a  hush-hush 
affair  with  some  overtone  of  shame. 

Dr.  Reeves:  That's  right,  in  a  way.  Even 
grown  children  were  sent  away  from  home.  They  and 
all  the  younger  children  stayed  with  neighbors  during 
labor  and  delivery.  The  mother's  pregnancy  was  never 
mentioned  in  the  home. 

Of  course  homes  were  small  and  open.  Inside 
doors  were  few.  But  this  isn't  the  primary  reason 
siblings  were  farmed  out. 

Mrs.  Fannie  Burnette  and  I  were  laughing  about 
this  the  other  day.  Fannie  was  born  up  on 
Caney  Creek  in  Jackson  County.  There  were  about 
nine  of  the  Huffman  children.  Fannie  was  a  Huffman. 
Her  mother  and  the  children  ran  a  little  farm.  Mr. 
Huffman  worked  in  wood  at  Smokemont,  Sunburst, 
likely  out  at  Ravenford  in  lumber,  and  helped  as  he 
could  with  the  farming. 

When  Fannie  was  4  or  5  years  old,  she  and  three 
older  sisters  were  sent  to  the  neighbors  the  night  the 
blessed  event  was  to  occur.  Early  the  next  morning 
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Mr.  Huffman  went  for  the  girls.  He  was  springy- 
legged  and  happy.  Addressing  the  oldest  girl  he 
asked,  "What  do  you  guess  we  have  at  home?"  In  high 
expectancy  and  glee,  the  grown  young  lady  answered, 
"An  orange."  "What  do  you  think?"  Mr.  Huffman 
addressed  the  second  girl.  "Oh  I  bet  we  have  sugar 
instead  of  molasses  for  the  coffee,"  she  answered  with 
anticipation.  "And  what  do  you  guess?"  He  queried 
the  third  girl,  perhaps  12  years  of  age.  "I'll  say  some 
flour  from  the  store  so  we  can  have  biscuits  instead 
of  cornbread,"  she  replied. 

What  Fannie  remembers  best  about  those  morn- 
ings now  is  her  repeated  disappointments  in  not  hav- 
ing an  orange — denied  all  the  year  through,  if 
not  available  at  Christmas — then  having  to  return  to 
molasses  instead  of  the  temporarily  anticipated  sugar, 
and  finally  having  to  settle  for  more  cornbread  in- 
stead of  cherished  but  rarely  tasted  biscuits.  But  when 
the  blessed  event  was  proudly  announced,  she  was 
perfectly  happy  that  the  surprise  at  home  was  not  an 
orange,  sugar,  or  biscuits,  but  another  baby. 

Even  so,  across  the  years  Fannie  has  entertained 
disappointment  that  her  father  bypassed  her  in  the 
guessing  game.  "But  I  didn't  know  either,"  Fannie 
laughingly  admitted. 

Interviewer:  What  about  abortions  on  demand, 
when  the  physical  health  of  the  mother  and  develop- 
mental hazards  of  the  fetus  are  not  implicated? 

Dr.  Reeves:  I  get  you.  But,  why  ask  me?  I  have  no 
opinions,  and  most  particularly  feelings,  that  are  sat- 
isfactory to  me  or  to  any  one  else. 

Interviewer:  O.  K.  You  are  85.  You  have  experi- 
enced 60  years  of  dealing  with  every  conceivable 
problem  in  family  life  throughout  our  seven  most 
southwestern  mountainous  counties.  You  are  re- 
spected by  your  fellow  physicians  throughout  the  re- 
gion. In  retirement  for  two  years,  you  have  had  time 
to  reflect,  and  we  haven't. 

Dr.  Reeves:  Pat  answers  are  not  easy  to  find.  In 
unwanted  pregnancies,  no  possible  alternative  is  com- 
pletely satisfactory  for  the  physician,  for  society,  for 
the  family,  and  most  particularly  the  pregnant 
woman.  In  line  of  most  importance,  I  guess  I  got 
the  thing  entirely  backward. 

It  was  much  easier  for  the  physician  when  the  law 
settled  the  matter — that  is,  for  any  physician  that  de- 
served the  title.  I  am  not  sure  that  it  was  always  easier 
for  society,  the  family,  or  the  patient  ...  or  as  a 
matter  of  fact,  the  unborn  baby. 

I  have  seen  many  married  and  some  unmarried  wo- 
men who  first  completely  rejected  their  pregnancies 
and  later  welcomed  their  babies  and  did  a  good  job 
in  rearing  adjusted  and  contributing  citizens.  I  have 
seen  it  the  other  way  around,  too. 

I  have  seen  many  girls  give  up  their  babies 
for  adoption  and  later  go  on  in  marriage  doing  good 


jobs  as  wives  and  mothers.  I  have  also  suffered  with 
women  and  their  children  who  never  reached  their 
potential,  primarily  because  of  the  attitudes  of  society 
in  regard  to  illegitimacy.  I  have  also  seen  the  ravages, 
physical  and  mental,  of  illegal  abortions  by  so-called 
professionals  and  non-professionals. 

Abortion  on  demand  will  not  solve  this  problem 
so  long  as  attitudinal  and  financial  barriers  force 
either  illegal  abortions  or  illegitimate  pregnancies. 
In  many  cases,  the  situation  is  not  likely  to  change  in 
a  generation  to  two.  Most  people  beyond  30  put  a  girl 
down  more,  at  least  immediately,  for  having  an  abor- 
tion than  for  having  an  illegitimate  child.  Many 
parents,  given  a  chance,  would  support  an  illegitimate 
child  in  preference  to  paying  for  or  permitting 
an  abortion.  Herein  is  posed  a  problem  that  prohibits 
my  taking  a  comfortable  seat  on  any  band- 
wagon. When  and  if  abortive  procedures  become  a 
public  health  offering,  and  community  attitudes  be- 
come more  generous  toward  abortions  than  bastards, 
what  will  happen  to  the  family  and  the  entire  struc- 
ture of  our  society?  I  am  apprehensive  in  concluding 
that  society  will  be  better  off. 

Interviewer:  Wherein  lie  the  answers? 

Dr.  Reeves:  I  told  you  before  there  are  no  pat  an- 
swers. If  I  thought  I  had  them,  I  wouldn't,  in  my  sta- 
tion in  life,  attempt  to  hand  them  out.  That  would  be 
as  "pearls  cast  before  the  swine."  You  wouldn't  be- 
lieve it.  I  am  in  the  luxurious  position  now  of  search- 
ing for  the  right  questions  without  having  to  pretend 
that  I  have  the  answers.  I  don't  intend  to  be  pushed 
out  of  this  position  even  by  a  good  friend.  (Pause,  un- 
comfortably long.) 

The  direction  of  the  search  lies  in  prevention  and 
education.  Education  itself  may  prove,  in  the  long 
run,  the  most  significant  preventive  measure,  but 
herein,  too,  lie  more  questions.  For  example,  who  will 
be  the  educator — the  parents,  public  school  teachers, 
physicians,  health  and  welfare  agencies?  Will  increas- 
ing knowledge  favorably  or  unfavorably  change  be- 
havior? 

Interviewer:  Without  seeking  a  simple  answer,  I 
must  ask,  "Who  do  you  think  should  be  responsible 
for  teaching  human  sexuality?" 

Dr.  Reeves:  Actually,  the  question  is  not  whether 
any  responsible  adult  will  teach  sex  education.  The 
question  is  how  well.  Evading  the  entire  human  need 
is  negative  teaching,  and  perhaps  most  usually  bad 
teaching.  You  see,  we  get  caught  up  in  this  "either- 
or"  proposition  when  the  answer  may  be  in  "neither- 
nor"  or  "both-and" — and  in  this  case,  "all." 

And  the  church.  Human  attitudes  and  feelings  and 
beliefs,  right  or  wrong,  are  for  real.  Fortunately,  we 
cannot  escape  the  conscious  and  unconscious  teach- 
ing of  our  parents  and  the  truth  out  of  history.  Cer- 
tainly as  important  as  interpersonal  human  relation- 
ships are,  no  man's  God  could  want  His  follower  to 
close  his  mind  to  the  truth  in  this  area.  A  reasonable 
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conclusion  is  that  you  can  depend  on  God's  having 
some  sense. 

Out  in  the  community,  you  may  know  that  a  teen- 
age child  is  having  exposures  for  pregnancy.  You  also 
know  in  some  cases  that  all  manner  of  the  talk,  beat- 
ing, and  confinement  hasn't  changed  and  won't 
change  the  situation.  You  also  know  that  "the  pill," 
like  all  medicines,  carries  some  dangers,  but  that 
pregnancy  in  early  adolescense  is  more  dangerous.  It 
is  one  thing  to  say,  "To  hell  with  the  parents  and 
community  supports  of  the  child."  It  is  another  to 
have  to  live  day  by  day  with  your  decisions  among 
the  same  people. 


Interviewer:  What  in  the  future  do  you  see  as  the 

outcome  of  the  so-called  "new  morality"? 

Dr.  Reeves:  The  entire  scene  may  improve.  Once 
human  sexuality  is  accepted  as  a  normal  part  of  per- 
sonal development  and  the  life  process,  more  sound 
reasoning  and  less  thoughtless  behavior  may  be  evi- 
denced. 

Many  things  were  certainly  wrong  during  the  first 
quarter  of  the  century  .  .  .  and  the  second  and  third. 
The  problem  has  been  here  since  Adam  and 
Eve.  What's  going  on  must  be  accepted  as  a  challenge 
and  not  a  calamity. 


Strains  are  often  attended  with  worse  consequences  than  broken  bones.  The  reason  is  obvious: 
they  are  generally  neglected.  When  a  bone  is  broken,  the  patient  is  obliged  to  keep  the  member 
easy,  because  he  cannot  make  use  of  it;  but  when  a  joint  is  only  strained,  the  person,  finding  he 
can  still  make  a  shift  to  move  it,  is  sorry  to  lose  his  time  for  so  trifling  an  ailment.  In  this  way, 
he  deceives  himself,  and  converts  it  into  an  incurable  malady,  what  might  have  been  removed 
by  only  keeping  the  part  easy  for  a  few  days. — William  Buchan:  Domestic  Medicine,  or  a  Trea- 
tise on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard 
F dwell,  1799,  p.  404. 
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SUGGESTIONS  FOR  AUTHORS 

The  North  Carolina  Medical  Journal  wel- 
comes original  contributions  to  its  scientific  pages, 
expecting  only  that  they  be  under  review  solely  by 
this  Journal  at  a  given  time,  and  that  they  follow  a 
few  simple  guidelines.  The  guidelines  are  as  follows: 


1.  Subject  Matter 

Educational  articles,  especially  those  in  which  particular 
applications  to  the  practice  of  medicine  in  North  Carolina 
are  developed,  are  one  of  the  main  objectives  of  this 
Journal. 

Articles  reporting  original  work  by  North  Carolina  phy- 
sicians are  invited,  whether  the  work  is  done  in  a  clinic,  a 
laboratory,  or  both.  The  editor  and  his  consultants  will 
evaluate  the  work  by  the  usual  criteria,  including  a  proper 
discussion  of  previous  work,  control  observations,  and  sta- 
tistical tests  where  indicated. 

Historical  articles,  especially  those  dealing  with  local  his- 
tory, are  considered  of  real  value  and  interest. 

2.  Manuscripts 

An  original  and  a  carbon  copy  of  the  manuscript  should 
be  submitted,  one  for  review  by  the  editorial  staff,  the  other 
by  referees.  The  manuscript  should  be  typed  on  standard- 
size  paper,  double-spaced,  with  wide  margins  (one  inch  on 
each  side). 

3.  Bibliographic  References 

References  to  books  and  articles  should  be  indicated  by 
consecutive  numerals  throughout  the  text  and  then  typed, 
double-spaced,  on  a  separate  page  at  the  end  of  the  manu- 
script. Books  and  articles  not  indicated  by  numerals  in  the 
paper  should  not  be  included. 

References  will  be  much  more  valuable  to  the  reader  if 
they  are  given  in  a  proper  form  and  contain  the  full  infor- 
mation necessary  to  locate  them  easily.  The  North  Caro- 
lina Medical  Journal  follows  the  form  used  in  the  journals 
of  the  American  Medical  Association  and  the  Index  Medius. 
giving  the  author's  surname  and  initials,  title  of  the  article, 
name  of  the  periodical,  volume,  inclusive  page  numbers,  and 
the  date  of  publication.  It  is  believed  that  this  style  makes  it 
easier  for  the  reader  to  judge  whether  the  reference  is  likely 
io  prove  useful  to  him,  and  enables  him  to  locate  it  more 
quickly. 

4.  Tables  and  Illustrations 

Tables  and  legends  for  illustrations  should  be  typed  on 
separate  sheets  of  paper.  The  illustrations  should  be  glossy 
black-and-white  prints  or  line  drawings.  It  is  necessary  to  ob- 
tain permission  from  the  author  or  publisher  to  reproduce 
illustrations  which  have  been  published  elsewhere.  Costs  in 
excess  of  $15.00  for  illustrations  are  borne  by  the  author. 
Costs  for  setting  of  tables  are  also  borne  by  the  author  as  are 
charges  for  art  work  which  might  be  needed  for  proper 
printing  of  figures. 


5.  Style 

The  style  followed  by  this  Journal  will  be,  in  general,  that 
outlined  in  the  Style  Book  issued  by  the  Scientific  Publica- 
tions Division  of  the  American  Medical  Association,  John  H. 
Talbot,  M.D..  director.  All  manuscripts  are  subject  to  edi- 
torial revision  for  such  matters  as  spelling,  grammar,  and 
the  like. 

By  following  the  above  suggestions,  writers  will  greatly 
expedite  the  publication  of  papers  accepted  by  the  North 
Carolina  Medical  Journal. 


THE  IMPORTANCE  OF  WHEN  YOU  EAT 

Most  of  the  current  attention  paid  to  diet  is  given 
to  caloric  content,  type  and  amount  of  fat,  and  choles- 
terol content,  largely  in  relation  to  preventing  or  al- 
leviating atherosclerosis  and  its  dire  effects.  Just 
about  everything  imaginable  in  human  life  has  been 
dragged  into  consideration  for  its  effect  on  atheroscle- 
rosis, including  meal  frequency.  There  is  evidence 
that  eating  one  or  two  big  meals  a  day  gives  higher 
blood  fat  levels  than  the  same  food  divided  into  more 
numerous  smaller  meals.  The  founding  editor  of  this 
Journal,  Dr.  Wingate  Johnson,  was  interested  in 
that  work  when  it  came  out,  and  commented  that  he 
had  another  reason  for  thinking  that  people  ought  to 
divide  up  their  daily  bread  into  three  or  more  pieces: 
namely  to  prevent  gallstones.  It  had  been  his  obser- 
vation— and  he  said  that  others  agreed  with  him  (all 
very  unscientific) — that  people  who  ate  only  one 
large  meal  a  day  were  more  likely  to  have  gallbladder 
disease  than  nibblers  or  three-squares-a-day  types. 
Scientific  evidence  has  now  come  along  to  confirm 
Dr.  Johnson's  impressions. 

Metzger  and  colleagues1  have  shown  that  hepatic 
bile  produced  during  fasting  is  more  lithogenic  than 
that  produced  during  feeding.  The  finding  was  the 
same  in  American  Indian  women  and  in  Caucasian 
women,  despite  the  higher  incidence  of  gallstones  in 
Indian  women.  They  suggest  that  if  the  bile  does  not 
mix  throughly  in  the  gallbladder,  stone  formation 
might  be  enhanced  by  fasting  bile.  Considering  the 
relationship  between  gallbladder  emptying  and  feed- 
ing, the  one-meal-a-day  pattern  might  well  contribute 
to  cholelithiasis. 

Perhaps  the  coffee  break  has  a  physiologic  basis 
after  all,  and  is  not  merely  another  affront  to  the  work 
ethic. 

References: 
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PEDIATRIC  EMERGENCY  MEDICAL  CARE 

Ralph  H.  Kunstadter,  M.D.,  Fellow 

American  Academy  of  Pediatrics 

Pediatric  emergency  medical  care,  as  emergency 
service  for  all  ages,  is  contingent  upon  three  basic  re- 
quirements: 

1.  The  best  possible  care  at  the  location  of  an  ac- 
cident or  acute  illness; 

2.  Transportation  of  the  patient  to  an  appropriate 
hospital  in  a  modern  ambulance  staffed  by  well- 
trained  attendants; 

3.  A  community  hospital  emergency  facility  capa- 
ble of  giving  lifesaving  care  to  any  critically  injured 
or  ill  infant  or  child. 

Pediatric  nurse  practitioners  and  physicians'  assis- 
tants provide  a  potential  source  of  personnel  for  hos- 
pital-based ambulances  and  emergency  rooms.  The 
training  of  these  attendants  to  achieve  the  necessary 
skills  and  judgement  is  best  done  under  the  super- 
vision of  nurses  and  physicians.  Such  training  should 
include  experience  in  the  hospital  intensive  care  unit, 
inhalation  therapy,  pediatric  intensive  care,  resusci- 
tation of  the  newborn,  and  observation  of  obstetric 
deliveries. 

Well  equipped  ambulances  must  have  a  two-way 
communications  system,  and  those  providing  pediat- 
ric care  must  have  adequate  space  and  electric  power 
to  operate  a  modern  transport  incubator  for  the  high- 
risk  infant.   (Requirements  for  pediatric  ambulance 


equipment  are  outlined  in  the  Manual  on  Disaster  and 
Emergency  Medical  Services  of  the  American  Acad- 
emy of  Pediatrics.) 

Mobile  intensive  care  nurseries,  such  as  the  one 
operated  by  the  Children's  Hospital  in  San  Francisco, 
may  be  practical  in  large  urban  areas.  Although  ex- 
pensive, this  may  be  one  solution  for  life-saving  trans- 
portation and  care  of  the  high-risk  infant  en  route  to 
an  appropriate  pediatric  hospital  facility. 

Even  with  optimum  facilities  and  personnel,  in  case 
of  disaster  time  may  be  of  the  essence  in  survival.  In 
such  cases,  air  transportation  either  by  helicopter  or 
airplane  may  be  vitally  important. 

Pediatric  emergency  facilities  obviously  will  de- 
pend on  the  general  capabilities  of  the  hospital 
to  treat  emergency  patients.  Guidelines  for  categori- 
zation of  hospital  emergency  facilities  have  been  re- 
commended at  a  conference  sponsored  by  the  Ameri- 
can Medical  Association  and  published  recently.  The 
organization,  structure  and  equipment  of  pediatric 
emergency  medical  facilities  have  been  outlined 
by  the  Committee  on  Disaster  and  Emergency  Medi- 
cal Serivces  of  the  American  Academy  of  Pediatrics. 

Abstracted  by  Ernest  N.  Kraybill,  M.D.  From 
"Emergency  Medicine  Today,"  AM  A  Commission 
on  Emergency  Medical  Services,  Volume  2,  No.  5, 
John  M.  Howard,  M.D.,  Editor.  Original  article  may 
be  obtained  from  the  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago,  Illinois  60610 


More  of  those  unhappy  persons,  who  die  intoxicated,  lose  their  lives  from  an  inability  to  con- 
duct themselves,  than  from  the  destructive  quality  of  the  liquor.  Unable  to  walk,  they  tumble 
down,  and  lie  in  some  awkward  posture,  which  obstructs  the  circulation  or  breathing,  and  often 
continue  in  this  situation  till  they  die.  No  drunk  person  should  be  left  by  himself,  till  his  clothes 
have  been  loosened,  and  his  body  laid  in  such  a  posture  as  is  most  favourable  for  continuing  vi- 
tal motions,  discharging  the  contents  of  the  stomach,  etc. — William  Bnchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc., 
Richard  Folwell,  1799.  p.  421. 
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"The  Sound  of  Music" 

To  the  Editor: 

The  standing  of  pissing  as  an  art  form  had  escaped 
me  until  I  chanced  upon  your  editorial  comment 
about  the  dramatic,  if  transient,  social  climbing  and 
subsequent  micturition  of  M.  Marioni.  His  feat  how- 
ever seems  to  warrant  less  attention  than  you  have 
given  it  if  only  because  any  red-blooded  American 
boy  can  boast  of  greater  artistic  achievement  in 
M.  Marioni's  chosen  medium.  Remember  the  compe- 
tition on  a  moonlit  night,  with  snow  on  the  ground, 
between  pre-tumescent  boys  about  how  far  and  how 
much  they  could  piss  at  a  single  standing.  Measuring 
the  volume  of  projectile  urine  is  at  best  difficult  so  the 
winner  was  usually  the  one  who  could  write  his  name 


clearly  on  the  snow,  the  longer  the  name  the  more  sat- 
isfactory the  triumph.  The  all-time  champion  was  a 
young  German  lad  who  would  have  been  a  fit  subject 
for  a  novel  by  Thomas  Mann  or  Hermann  Hesse  be- 
cause he  was  able  to  piss  his  name  in  Gothic  script. 
Unfortunately  in  our  debased  culture  both  art  and  life 
are  short  so  we  have  no  record  of  his  skill.  Still  those 
of  us  witness  to  his  heroism  now  in  our  middle  age 
feel  tears  (tears?)  well  in  our  eyes  when  we  hear 
Eline  Kleine  Nachtmusik  and  beyond  Mozart  the  sad 
tinkle  of  youthful  urine  seeking  the  snow  and  the 
eternal  rustle  of  winter  wind  through  the  evergreens. 

Yours  in  art  and  science, 

J.  H.  Felts,  M.D. 


WHAT?  WHEN?  WHERE? 


August  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "for 
information." 

Continuing  Education  in  North  Carolina 
August  17-19 

Third  State  Workshop  on  Clinical  Hypnosis 
Place:  Bowman  Gray  School  of  Medicine,  Winston-Salem 
Fee:  $125.00 

Sponsor:  N.  C.  Society  of  Clinical  Hypnosis 
For  Information:   Dr.  Joan  Scagnelli,  Department  of  Psy- 
chiatry, UNC  Memorial  Hospital,  Chapel  Hill  27514 

August  28 

1973  AAFP-ACOG  Seminar 
Place:  Asheville,  N.  C,  1:00  p.m. 

Host:  Harry  Summerlin,  M.D.,  944  Tunnel  Road,  Asheville 
28805 

August  29 

1973  AAFP-ACOG  Seminar 

Place:  Thomasville,  N.  C,  1 :00  p.m. 

August  1973,  NCMJ 


Host:  C.  O.  Plyer.  M.D.,  1025  Randolph  Road,  Thomasville 
27360 

August  30 

1973  AAFP-ACOG  Seminar 
Raleigh,  N.  C,  1:00  p.m. 
Host:  Lyn  Church.  M.D. 

September  4 

Laparoscopy    and    Tubal    Ligation    through    the    Umbilical 

Approach. 
Place:  Halifax  Memorial  Hospital  Learning  Center,  Roanoke 

Rapids 
Sponsors:   Halifax-Northampton  County  Medical  Society  in 

cooperation  with  the  Department  of  Community  Medicine. 

The  Edgecombe  General  Hospital 
This  is  one  in  a  series  of  programs.  Other  programs  include: 

Oct.  2 — Diagnosis  and  Management  of  Chronic  Obstruc- 
tive  Pulmonary   Diseases;   Nov.   6  —  to  be  announced; 

Dec.    4   —   The    Management   of   Chronic    Uremia    and 

Chronic  Kidney  Ailments. 
Programs  will  begin  at  8:00  p.m.,  preceded  by  refreshments 

and  dinner,  beginning  at  6:30  p.m. 
Approved  for  AAFP  credit. 
For  Information:  Department  of  Community  Medicine,  The 

Edgecombe    General    Hospital,    P.    O.    Box    45,    Tarboro 

27886 

September  7-8 
The  Annual  Meeting  of  the  North  Carolina  Chapter  of  the 
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American  Academy  of  Pediatrics  and  The  North  Carolina 

Pediatric  Society 
Place:  The  Carolina,  Pinehurst 
For  Information:   Mrs.  John  McLain,  Executive  Secretary, 

3209  Rugby  Road,  Durham  27707 

September  21-22 

1973  Walter  L.  Thomas  Symposium  on  Gynecological 
Malignancy  and  Surgery 

For  Information:  W.  T.  Creasman,  M.D.,  Director  of  Gyne- 
cologic Oncology,  Department  of  Obstetrics  and  Gyne- 
cology, Duke  University  Medical  Center,  P.  O.  Box  3079, 
Durham  27710 

September  26-29 

Annual  Committee  Conclave  of  the  North  Carolina  Medical 
Society 

Place:  Mid  Pines  Club,  Southern  Pines 

For  Information:  Mr.  William  N.  Hilliard,  Executive  Direc- 
tor, P.  O.  Box  27167,  Raleigh  27611 

October  5 

24th  Annual  Winston-Salem  Heart  Symposium 
Place:  Bowman  Gray  School  of  Medicine,  Winston-Salem 
Sponsor:  Forsyth  County  Heart  Association 
For   Information:    Ms.   Kathryn   Cox,   2046   Queen   Street, 
Winston-Salem  27103 

October  31-November  2 

North  Carolina  Academy  of  Family  Physicians  Twenty-fifth 

Annual  Meeting 
Place:  Four  Seasons  Holiday  Inn,  Greensboro 
For   Information:    Jack   C.    Knowles,    Executive    Secretary, 

1002  Wake  Forest  Road,  Raleigh  27604 


Continuing  Education  in  Contiguous  States 
September  20 

PAS  and  MAP  Regional  Workshop — Provides  hospital  staff 
members  with  an  opportunity  to  learn  techniques  of 
using  the  PAS  system  reports  to  carry  out  medical  care 
evaluation  studies,  i.e.,  medical  auditing  and  utilization 
review 

Place:  Wade  Hampton,  1201  Main  Street,  Columbia,  S.  C. 

Fee:  PAS  Hospital  $40.00;  Non-PAS  Hospital  or  Organiza- 
tion $55.00 

Acceptable  for  elective  hours  from  AAFP,  ACGP  in  Osteo- 
pathic Medicine  &  Surgery,  and  College  of  Family  Phy- 
sicians of  Canada 

For  information:  Martin  L.  Waldman,  M.D.,  Medical  Audit 
Consultant,  c/o  CPHA,  1968  Green  Road,  Ann  Arbor, 
Michigan  48105. 

September  24-29 

Fourth  Annual  Family  Practice  Review  Course 

Place:  Sheraton-Fort  Sumter  Hotel,  Charleston,  S.  C. 

Enrollment  limited  to  75.  Tuition  $140 

Approved  for  forty  hours  AAFP  credit 

For  Information:  Vince  Moseley,  M.D.,  Director,  Division 
of  Continuing  Education,  Medical  University  of  South 
Carolina,  80  Barre  Street,  Charleston,  S.  C.  29401 

October  1-2 

Tennessee  Valley  Medical  Assembly 

Place:  The  Read  House,  Chattanooga,  Tennessee 

Sponsors:  Chattanooga  &  Hamilton  County  Medical  Society, 

Inc. 
For  Information:  Tennessee  Valley  Medical  Assembly,  960 

East  Third  Street,  Chattanooga,  Tenn.  37403 

October  11-13 

Twelfth  Annual  Cardiovascular  Symposium 

Place:  Williamsburg  Colony  Inn.  Williamsburg,  Va. 

Sponsors:  Council  on  Clinical  Cardiology  of  the  American 
Heart  Association 

For  Information:  Mr.  Herbert  M.  Brewer,  Chairman,  Pro- 
fessional Education  Committee,  Tidewater  Heart  Associa- 
tion, Inc.,  891  Norfolk  Square,  Norfolk,  Virginia  23502 
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Rondomycii 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  ol  pregnancy  to  en 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  mi 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  cours 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  i 
group  unless  other  drugs  are  not  likely  to  be  ettective  or  are  contraindicat< 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  developmer 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  lo  the 
velopmg  fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity  I 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  dur 
tooth  development ) 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue.  A  decre. 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  ever 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  re 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level 
terminations  of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  Wl 
not  a  problem  in  normal  renal  function,  in  patients  with  significantly  impaired  lunctii 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidoj 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tel 
cyclines  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
vised,  and  treatment  should  be  discontinued  at  first  evidence  of  skm  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  ol  nonsusceptible  orgamsr 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exa 
nation  before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  montl 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on 
ticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blr 
renal,  hepatic). 

Treat  all  Group  A  beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin.  av| 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nau£. 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mo 
lal  overgrowth)  in  the  anogemtal  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  P 
tosensitivity  is  discussed  above  (See  WARNINGS) 
Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpi 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  dis 
peared  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
croscoptc  discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies 
known  to  occur 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  do: 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hour 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  c 
tramdicated.  Rondomycm'  (methacycline  HCI)  may  be  used  for  treating  both  males 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300 
q.i.d.  for  a  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a  total  of  18  to  24  gram  I 
'Rondomycm  (methacycline  HCI)  in  equally  divided  doses  over  a  period  of  10-15  J 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 
Children -3  to  6  mg/lb/day  divided  info  two  to  four  equally  spaced  doses 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  \\\ 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair- 
sorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  ( ) 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  no  i 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  lo  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decre;  J 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  betvi 
doses 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  for  at  least  10  days.  | 
SUPPLIED:  Rondomycm'  (methacycline  HCI)  150  mg  and  300  mg  capsules,  syrup 
taming  75  mg/5  cc  methacycline  HCI 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

ifli      WALLACE  PHARMACEUTICALS 
,:      J       CRANBURY.  NEW  JERSEY  08512 
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December  7-8 

Neurologic  Problems  of  Infancy  and  Childhood 

Place:  Cascades  Meeting  Center,  Williamsburg,  Va. 

Sponsors:  Pediatric  (Child)  Neurology  of  the  University  of 
Virginia,  Medical  College  of  Virginia-Virginia  Common- 
wealth University,  and  King's  Daughters  Hospital 

Credit:  lO'/i  prescribed  hours  AAFP  (applied  for) 

Fee:  $60,  includes  registration  and  lunch. 

Enrollment:  limited  to  sixty 

For  Information:  Dr.  Ronald  B.  David,  Box  211  Medical 
College  of  Virginia,  Richmond,  Va.  23298 


NEW  MEMBERS 

of  the  State  Society 


Bedros,  Ohan  Arteen,  M.D.  (Otol),  207  E.  14th  St.,  Lumber- 
ton  28358 

Betts,  Charles  Samuel,  M.D.,  946  Amith  Road,  Asheboro 
27203 

Burgess,  George  Evans,  III,  M.D.  (Intern-Resident),  302 
Hickory  Dr..  Chapel  Hill  27514 

Hammett.  Elliott  Brian,  M.D.  (Intern-Resident),  3327  Hope 
Valley  Rd.,  Durham  27707 

Hodges,  James  Thomas,  Graham-Hopedale  Road,  Burlington 
27215 

Hooker.  John  Patrick.  M.D.  (NS),  204  W.  28th  St.,  Lumber- 
ton  28358 

Selman,  Richard  David,  M.D.  (Intern-Resident),  Highland 
Hospital,  Asheville  28801 

Stuelke,  Richard  Gaylord,  M.D.  (GP),  Box  2914,  Depart- 
ment of  CHS,  Duke  Medical  Center,  Durham  27710 

Taft,  Timothy  Ned,  M.D.  (Intern-Resident),  N.  C.  Memorial 
Hospital,  Chapel  Hill  27514 

Tamisiea,  John  Richard,  M.D.  (CD),  4901  Oriole  Dr., 
Wilmington  28401 

Walker,  David  Anthony,  M.D.  (Oph),  Town  &  Country 
Shopping  Center,  Aberdeen  28315 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Duke  has  received  a  federal  grant  of  $4.2  million 
to  construct  a  second  facility  as  part  of  its  Compre- 
hensive Cancer  Program. 

The  funds  will  go  toward  construction  of  a  Clini- 
cal Cancer  Research  Building  adjoining  the  medical 
center.  Last  year  the  National  Cancer  Institute  gave 
Duke  $5.4  million  to  assist  in  construction  of  the 
Edwin  L.  Jones  Basic  Cancer  Research  Building  and 
an  isolation  laboratory. 

The  NCI  also  named  Duke  site  for  one  of  the  coun- 
try's Comprehensive  Cancer  Centers  and  provided  a 
$600,000  core  support  grant  to  assist  in  its  first-year 
operations. 

The  cancer  center  director,  Dr.  William  W. 
Shingleton,  termed  the  Duke  center  "a  regional  fa- 
cility, where  our  facilities,  training  potentials  and  re- 
search findings  will  be  made  available  to  other  phy- 
sicians and  hospitals  throughout  North  Carolina  and 
the  region." 

Construction  is  expected  to  begin  on  the  basic  re- 


search building  later  this  year.  A  starting  date  for 
construction  of  the  clinical  facility  has  not  been  set. 

*  *  * 

The  National  Institute  of  Mental  Health  has 
granted  a  five-year  Research  Scientist  Award  to 
a  Duke  researcher  who  is  studying  the  role  the  sym- 
pathetic nervous  system  plays  in  several  diseases,  in- 
cluding hypertension. 

This  is  the  second  consecutive  five-year  award 
given  by  the  NIMH  to  Dr.  Saul  M.  Schanberg,  a  pro- 
fessor in  the  Department  of  Physiology  and  Pharma- 
cology. The  $153,900  grant  will  provide  salary  sup- 
port while  he  continues  his  research. 

Schanberg  was  promoted  from  associate  professor 
of  pharmacology  to  professor  July  1 . 

*  *  * 

Dr.  John  W.  Everett,  professor  of  anatomy,  has 
been  awarded  the  Fred  Conrad  Koch  Medal  for  ex- 
cellence in  endocrine  research  by  the  Endocrine  So- 
ciety. 

This  award,  the  highest  given  by  the  Society,  was 
presented  jointly  to  Dr.  Everett  and  Dr.  Charles  H. 
Sawyer,  professor  of  anatomy  at  the  University  of 
California  in  Los  Angeles.  Dr.  Sawyer  was  a  member 
of  Duke  faculty  from  1944  to  195 1 . 

While  Sawyer  was  at  Duke,  Everett  and  Sawyer 
collaborated  closely,  partly  in  association  with  the 
late  Dr.  Joseph  E.  Markee,  then  chairman  of  the  De- 
partment of  Anatomy,  in  numerous  studies  concerned 
with  the  brain,  pituitary  gland  and  the  hormonal  regu- 
lation of  ovulation. 

Those  investigations  and  others  that  followed  in 
later  years  are  widely  recognized  as  fundamental  to 
the  science  now  identified  as  "neuroendocrinology." 

*  *  * 

Dr.  Stuart  M.  Sessoms,  director  of  Duke  Hospital, 
was  elected  to  the  North  Carolina  Hospital  Associa- 
tion's Board  of  Trustees  in  Asheville  on  June  12,  dur- 
ing the  Association's  Annual  Meeting. 

;|c  jje  $ 

The  associate  director  of  medical  and  allied  health 
education  at  Duke,  Dr.  Dale  R.  Lindsay,  discussed 
agricultural  pollution  and  the  danger  of  pesticides 
during  a  conference  on  Science  and  Man  in  the 
Americas  in  Mexico  City  in  late  June. 

The  two-week  conference,  believed  to  be  the  first 
of  its  kind  ever  held,  was  sponsored  jointly 
by  the  National  Council  for  Science  and  Technology 
of  Mexico  and  the  American  Association  for  the  Ad- 
vancement of  Science  of  the  United  States. 

*  *  * 

An  assistant  professor  of  obstetrics-gynecology, 
Dr.  Daniel  H.  Riddick,  has  won  a  one-year  academic 
training  fellowship. 

The  fellowship  is  one  of  two  awarded  by  the 
American  College  of  Obstetricians  and  Gynecologists 
in  cooperation  with  Ortho  Pharmaceutical  Corp.  It 
is  designed  to  provide  opportunities  for  two  residents 
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to  spend  an  extra  year  doing  work  which  will  help 
train  them  for  academic  positions  in  the  field. 

Riddick  is  a  native  of  Lynchburg,  Va.  During  his 
fellowship  year  he  will  carry  out  research  in  the  Di- 
vision of  Reproductive  Endocrinology  at  Duke. 
*  *  * 

A  Duke  doctor  has  won  an  award  from  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists  for 
presentation  of  a  research  paper. 

Dr.  William  T.  Creasman,  associate  professor  of 
obstetrics  and  gynecology,  received  the  second  place 
Purdue  Frederick  Award  for  a  paper  presented  at  the 
district  ACOG  meeting  last  fall. 

A  committee  of  distinguished  Fellows  of  the  Col- 
lege selects  the  winning  papers  from  those  presented 
at  district  meetings  in  the  preceding  year. 

The  title  of  Creasman's  paper  was  "The  Efficacy  of 
Cryosurgery  in  the  Treatment  of  Severe  Cervical  In- 
traepithelial Neoplasia." 

%  =J=  * 

Dr.  William  G.  Anlyan,  vice  president  for  health 
affairs,  received  an  honorary  Doctor  of  Science  de- 
gree during  commencement  ceremonies  at  the  Rush 
Medical  College  in  Chicago  in  June. 

Anlyan  also  was  guest  speaker  at  a  pre-commence- 
ment  banquet  in  Chicago's  Palmer  House.  His  sub- 
ject was  "Quality  Control  in  Medical  Education — 
Past  and  Future." 


order  to  function  properly,  and  that,  in  some  manner, 
heparin  ensures  that  the  microcirculation  in  this  or- 
gan remains  intact. 

McCormick  presently  is  conducting  studies  to  de- 
termine what  mechanism  causes  hearing  loss  and  why 
heparin  tends  to  alleviate  it. 

*  *  * 

Dr.  B.  Lionel  Truscott,  professor  of  neurology  at 
the  Bowman  Gray  School  of  Medicine,  has  been  ap- 
pointed assistant  dean  of  the  medical  school.  He  will 
direct  the  medical  school's  admissions  program. 

In  his  new  position,  Truscott  and  his  staff  be- 
gan processing  applications  July  15  for  positions  in 
the  medical  school's  1974  entering  class. 

In  addition  to  his  work  in  student  admissions,  Trus- 
cott will  retain  some  teaching  and  patient  care  re- 
sponsibilities. 

He  was  appointed  to  the  Bowman  Gray  faculty  in 
1968.  For  the  past  five  years  he  has  been  director  of 
a  state-wide  Comprehensive  Stroke  Program,  spon- 
sored by  the  North  Carolina  Regional  Medical  Pro- 
gram and  headquartered  at  the  Bowman  Gray  School 
of  Medicine. 

He  is  a  former  professor  of  neurology  at  Albany 
Medical  Center  and  chief  of  neurology  at  the  V.A. 
Hospital  in  Albany,  N.  Y.  He  has  held  faculty  posi- 
tions at  Georgetown  University,  Yale  University  and 
the  University  of  North  Carolina. 


News  Notes  from  the— 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Preliminary  evidence  that  heparin,  an  anticoagu- 
lant drug  used  frequently  in  the  treatment  of  heart 
disease,  may  also  prove  helpful  in  preventing  inner- 
ear  deafness  in  deep  sea  divers  has  been  uncovered 
recently  by  researchers  at  the  Bowman  Gray  School 
of  Medicine. 

Dr.  James  G.  McCormick,  associate  professor  of 
otolaryngology  (research),  discovered  that  in  guinea 
pigs,  studied  under  simulated  dive  conditions,  the  loss 
of  electrical  potential  in  the  inner  ear  was  reduced 
significantly  when  the  animals  were  pretreated  with 
heparin. 

Electrical  function  of  the  animal's  inner-ear  sen- 
sory cells  was  measured  before  and  after  a  dive.  The 
loss  in  the  guinea  pigs  which  had  not  been 
treated  previously  with  heparin  ranged  as  high  as  80 
decibels,  indicative  of  severe  hearing  impairment. 

However,  in  the  guinea  pigs  that  were  pretreated 
with  heparin  the  hearing  loss  was  minimal — between 
zero  and  20  decibels. 

McCormick  postulates  that  the  sensory  cells  of  the 
inner  ear  must  have  an  adequate  blood  supply  in 


Eight  people  have  been  appointed  to  the  full-time 
faculty  of  the  Bowman  Gray  School  of  Medicine. 
Announcement  of  the  appointments  was  made  re- 
cently by  Dr.  Richard  Janeway,  dean. 

The  eight  are  Dr.  Vardaman  Buckalew,  professor 
of  medicine  and  professor  of  physiology;  Dr. 
W.  Joseph  May,  associate  professor  of  obstetrics  and 
gynecology;  Dr.  Lawrence  L.  Rudel,  assistant  pro- 
fessor of  comparative  medicine;  Dr.  Jack  W.  Strand- 
hoy,  assistant  professor  of  pharmacology;  Dr. 
M.  Madison  Slusher,  assistant  professor  of  ophthal- 
mology; Dr.  Donald  Patrick  Currie,  instuctor  in  urol- 
ogy; Richard  J.  Godfrey,  instructor  in  psychiatry;  and 
Dr.  Abdel-Mohsen  Nomeir,  instructor  in  neurology. 
*  *  * 

Dr.  Thomas  Vargish  of  New  York  City  has 
received  the  first  Bradshaw  Surgical  Fellowship  at  the 
Bowman  Gray  School  of  Medicine. 

The  fellowship  supports  a  year  of  surgical 
research.  Dr.  Vargish  will  be  involved  in  the  research 
programs  of  the  medical  school's  Department  of  Sur- 
gery and  in  his  own  research  efforts. 

The  fellowship  was  established  in  1967  in  honor 
of  Dr.  Howard  H.  Bradshaw,  who  was  professor  and 
chairman  of  the  medical  school's  Department  of  Sur- 
gery for  27  years.  Dr.  Bradshaw,  who  died  in  1969, 
joined  the  Bowman  Gray  faculty  in  1941,  shortly 
after  the  school  moved  to  Winston-Salem.  He  set  up 
the  Department  of  Surgery,  formulated  its  programs 
of  teaching,  research  and  patient  care,  and  served  as 
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its  only  chairman  until  his  retirement  in  1968. 

The  fellowship  was  endowed  by  Mr.  and  Mrs. 
George  D.  Finch  of  Thomasville  "in  recognition  of 
Dr.  Bradshaw's  outstanding  contributions  to  the  ad- 
vancement of  surgery." 

*  *  * 

The  allied  health  program  of  the  Bowman  Gray 
School  of  Medicine  has  received  a  grant  of  $8,900 
from  the  Appalachian  Regional  Commission  to  en- 
courage physician's  assistants  to  take  part  of  their 
training  with  doctors  in  rural  areas  of  western  North 
Carolina. 

The  money  will  be  used  to  finance  students'  living 
and  travel  expenses. 

During  the  last  three  months  of  the  24-month 
training  period,  the  students  observe  and  assist  doc- 
tors outside  the  medical  center.  The  Appalachian  Re- 
gional Commission  grant  was  made  as  an  incentive 
for  students  to  spend  that  three  month  period  with 
doctors  in  the  commission's  14  target  areas  and  to  en- 
courage the  students  to  later  settle  in  those  areas. 

*  *  * 

Scientists  at  the  Bowman  Gray  School  of  Medicine 
and  in  Germany  and  Canada  recently  reported  that 
an  extensive  study  has  shown  no  damage  to  human 
beings  from  the  use  of  high  frequency  sound  in  the 
diagnosis  of  brain  diseases. 

The  study,  reported  at  the  Second  World  Congress 
on  Ultrasonics  in  Medicine  in  Rotterdam,  The  Neth- 
erlands, increases  the  evidence  that  sonic  energy  (at 
levels  used  to  diagnose  disease)  does  no  harm.  More 
than  80,000  patients  were  involved  in  the  study. 

Another  report,  given  by  Bowman  Gray  scientists 
at  the  Rotterdam  meeting,  showed  that  sonic  energy 
has  become  an  important  tool  in  detecting  the  size  of 
the   prostate  gland  and  the  presence  of  abnormal 

tissue  in  the  gland. 

*  *  * 

A  new  radiological  textbook,  written  by  Dr.  Isa- 
dore  Meschan,  professor  and  chairman  of  the  Depart- 
ment of  Radiology  at  the  Bowman  Gray  School  of 
Medicine,  has  recently  been  published. 

Published  in  three  volumes,  the  book,  "Analysis 
of  Roentgen  Signs  in  General  Radiology,"  contains 
1,915  pages  and  more  than  2,000  illustrations.  It  is 
the  largest  single-authored  textbook  in  general  radio- 
logy ever  published. 

The  book,  in  preparation  for  the  past  four  years, 
is  the  eighth  published  by  Dr.  Meschan,  one  of  the 
nation's  most  prolific  authors  of  radiological  text- 
books. *  *  * 

Dr.  Jack  A.  Dawson,  a  trainee  in  pulmonary  dis- 
ease at  the  Bowman  Gray  School  of  Medicine,  has 
received  a  $9,000  grant  from  the  North  Carolina 
Lung  Association  to  continue  his  studies  of  all  aspects 
of  lung  disease. 

The  grant  was  awarded  by  the  association's  medi- 
cal education  and  research  committee. 

Dr.  Dawson's  work  includes  the  study  of  both  diag- 


nosis and  treatment  of  such  problems  as  tuberculosis, 
chronic  bronchitis,  emphysema  and  lung  cancer.  His 
work,  which  is  in  its  second  year,  is  under  the  direc- 
tion of  Dr.  Ross  McLean,  professor  of  medicine,  and 
Dr.  Leo  J.  Heaphy,  associate  professor  of  medicine. 


News  Notes  from  the — 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 

A  number  of  appointments  in  the  School  of  Medi- 
cine have  been  announced,  effective  June  to  Sept.  1, 
1973: 

Douglas  M.  Lay,  assistant  professor  in  the  Depart- 
ment of  Anatomy,  comes  to  UNC  from  the  Univer- 
sity of  Michigan.  He  received  the  M.S.  degree  from 
Louisiana  State  University  and  a  Ph.D.  degree  from 
the  University  of  Chicago. 

Edward  A.  Norfleet,  instructor  in  the  Department 
of  Anesthesiology,  holds  both  the  B.A.  and  M.D.  de- 
grees from  the  University  here. 

Priscilla  B.  Wyrick,  assistant  professor  in  the  De- 
partment of  Bacteriology  and  Immunology,  spent  the 
last  two  years  in  London  as  a  scientific  staff  fellow 
of  the  Medical  Research  Council.  She  holds  the  B.S. 
and  Ph.D.  degrees  from  the  University  here. 

Pierre  Morell,  associate  professor  of  biochemistry, 
also  will  be  a  research  scientist  with  the  Biological 
Sciences  Research  Center  of  the  Child  Development 
Center.  For  the  past  four  years  he  has  been  an  assis- 
tant professor  of  biochemistry  in  neurology  at  Albert 
Einstein  College,  where  he  received  his  Ph.D. 

James  W.  Lea,  assistant  professor  in  the  Depart- 
ment of  Family  Medicine,  contingent  upon  receipt 
of  a  Ph.D.  degree  from  the  University  here,  also  will 
be  project  director  of  self-instructional  materials  of 
the  medical  school's  Office  of  Medical  Studies. 

The  Departments  of  Family  Medicine  and  Medi- 
cine: 

John  Noble,  associate  professor,  also  will  serve  as 
director  of  the  Primary  Care  Unit  of  North  Carolina 
Memorial  Hospital.  A  graduate  of  Harvard,  he  holds 
the  M.D.  degree  from  Columbia  University.  Since 
1970  he  has  been  director  of  the  Middlesex  County 
Hospital  and  an  instructor  at  Harvard  Medical 
School. 

David  A.  McKay,  assistant  professor,  received  an 
M.P.H.  degree  from  the  UNC  school  of  Public  Health 
this  year.  A  graduate  of  Allegheny  College,  he  re- 
ceived his  medical  training  at  Harvard  Medical  Col- 
lege. 

Robert  J.  Sullivan,  Jr.,  assistant  professor,  has 
been  a  research  associate  with  the  UNC  Health  Ser- 
vices Research  Center  for  the  past  year.  A  graduate 
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of  Colgate  University,  he  received  the  M.D.  degree 
from  Cornell  University. 

The  following  appointments  have  been  made  to  the 
Department  of  Medicine: 

Alton  L.  Steiner,  associate  professor,  has  been 
associated  with  Albany  Medical  College  for  the  past 
four  years.  A  graduate  of  Harvard,  he  received  his 
M.D.  from  Columbia  University. 

William  F.  Bobzien  III,  assistant  professor,  com- 
pleted an  internship,  a  three-year  residency,  and  a 
one-year  fellowship  in  clinical  pharmacy  at  the  Uni- 
versity here.  He  is  a  graduate  of  the  Georgetown 
University  School  of  Medicine. 

Nortin  M.  Hadler,  assistant  professor,  has  just 
completed  a  senior,  residency  in  medicine  at  Massa- 
chusetts General  Hospital.  Previously  he  was  a  clini- 
cal associate  at  the  National  Institutes  of  Health.  He 
holds  degrees  from  Yale  University  and  Harvard 
Medical  College. 

Lawrence  M.  Killingsworth,  assistant  professor, 
contingent  upon  receipt  of  a  Ph.D.  degree  from  the 
University  of  Florida  College  of  Medicine,  also  will 
be  associate  director  of  the  Clinical  Chemistry  Labo- 
ratory at  N.  C.  Memorial  Hospital. 

Robert  G.  Lamb,  assistant  professor,  also  will  hold 
the  same  appointment  in  the  Department  of  Pharma- 
cology. He  has  been  a  fellow  in  the  UNC  Division  of 
Clinical  Pharmacology  for  the  past  three  years  and 
holds  the  B.A.  and  Ph.D.  degrees  from  the  University 
here. 

Henry  R.  Lesesne,  assistant  professor,  has  been  a 
fellow  in  gastroenterology-hepatology-clinical  phar- 
macology for  the  past  three  years  at  N.  C.  Memorial 
Hospital,  where  he  completed  his  internship  and  resi- 
dency. He  holds  the  B.A.  and  M.D.  degrees  from 
Vanderbilt  University. 

Lambert  P.  McLaurin,  assistant  professor,  is  a 
graduate  of  the  University  of  Florida  School  of  Medi- 
cine. For  the  past  two  years  he  has  been  a  fellow  in 
cardiology  at  N.  C.  Memorial  Hospital.  This  year  he 
will  be  a  special  research  fellow  for  the  National 
Heart  and  Lung  Institute. 

James  A.  Merchant,  instructor,  is  a  Ph.D.  candi- 
date in  the  UNC  School  of  Public  Health.  A  graduate 
of  the  University  of  Iowa  School  of  Medicine,  for  the 
past  year  he  has  been  a  clinical  fellow  in  thoracic 
medicine  at  Duke  University. 

Richard  A.  Reid,  assistant  professor,  comes  to  the 
University  from  Southwestern  Medical  School  in 
Dallas.  A  graduate  of  Purdue  University,  he  received 
his  M.D.  from  Indiana  University. 

Stanford  A.  Roman,  Jr..  assistant  professor,  is 
associate  director  of  the  Ambulatory  Care  Depart- 
ment and  chief,  Medical  Clinics,  at  Harlem  Hospital. 
He  also  is  instructor  at  Columbia  University  College 
of  Physicians  and  Surgeons,  where  he  received  his 
M.D.  degree. 


In  the  Department  of  Obstetrics  and  Gynecology: 

Wesley  C.  Fowler,  Jr.,  assistant  professor,  is  a  na- 
tive of  Dunn  and  a  graduate  of  the  UNC  School  of 
Medicine.  He  has  just  completed  an  assignment  with 
the  U.  S.  Air  Force. 

Cedric  W.  Porter,  Jr.,  instructor,  is  completing  a 
residency  at  N.  C.  Memorial  Hospital.  He  received 
his  medical  training  at  Columbia  University  and  the 
Harvard  School  of  Public  Health. 

Department  of  Pediatrics:  Archie  T.  Johnson,  Jr., 
assistant  professor,  comes  to  UNC  from  the  Bowman 
Gray  School  of  Medicine,  where  he  was  associate 
dean  and  instructor  and  director  of  newborn  services. 
He  received  his  medical  degree  from  the  Medical 
College  of  Virginia. 

John  T.  Gatsy,  Jr.,  associate  professor  of  pharma- 
cology and  toxicology,  comes  to  UNC  from  Dart- 
mouth Medical  School,  where  he  has  been  an  assis- 
tant professor.  He  received  a  Ph.D.  degree  from  the 
University  of  Rochester  School  of  Medicine  and  Den- 
tistry. 

Department  of  Psychiatry: 

Louis  P.  Semrau,  assistant  professor,  also  holds  an 
appointment  with  the  School  of  Education.  He  holds 
degrees  from  the  State  University  of  New  York, 
George  Peabody  College  for  Teachers,  and  the  Uni- 
versity of  Oregon. 

James  R.  Frazier,  assistant  professor  of  psychol- 
ogy, holds  joint  appointments  in  the  Department  of 
Psychology  and  the  Biological  Sciences  Research 
Center,  Child  Development  Institute.  For  the  past 
three  years  he  has  been  a  psychologist  and  research 
scientist  with  the  UNC  Division  for  Disorders  of  De- 
velopment and  Learning  and  a  consultant  to  the  Ran- 
dolph County  Mental  Health  Unit.  He  holds  degrees 
from  N.  C.  State  University  and  Florida  State  Uni- 
versity, where  he  completed  a  postdoctoral  internship 
in  child  psychology. 

Department  of  Surgery: 

Timir  Banerjee,  assistant  professor,  is  a  native  of 
Calcutta,  India.  He  holds  degrees  from  the  Scindia 
School,  the  Scottish  Church  College,  and  NRS  Medi- 
cal College.  Prior  to  coming  to  UNC  he  was  an  in- 
structor and  resident  in  neurosurgery  at  Ohio  State 
University. 

Fredric  I.  Fagelman,  assistant  professor,  spent  the 
past  year  as  a  fellow  in  the  Microvascular  Research 
Laboratory  at  the  University  of  Vermont,  where  he  | 
also  received  his  medical  training. 

Charles  A.  Herbst,  Jr.,  assistant  professor,  spent 
the  last  year  as  a  fellow  in  the  Division  of  Gastroen- 
terology at  the  University  of  Florida.  He  received 
M.D.  and  M.S.  degrees  from  the  University  of  Mis- 
sissippi Medical  School. 

William  B.  Bowers,  instructor,  is  completing  a  one- 
year  fellowship   at   Columbia-Presbyterian   Medical 


632 


Vol.  34,  No. 


Center.  A  native  of  Raleigh,  he  holds  the  M.S.  and 
M.D.  degrees  from  UNC-  Chapel  Hill. 

The  following  appointments  were  made  to  the  fac- 
ulty of  the  School  of  Public  Health: 

Department  of  Epidemiology:  Dragana  Andjelko- 
vic,  assistant  professor,  holds  the  M.D.  and  M.P.H. 
degrees  from  the  University  of  Belgrade,  Yugoslavia, 
and  the  Dr.P.H.  from  Johns  Hopkins  University. 

Sherman  A.  James,  assistant  professor,  contingent 
upon  receipt  of  a  Ph.D.  degree  from  Washington  Uni- 
versity, is  a  clinical  psychologist.  He  is  a  graduate  of 
Talladega  College. 

Jack  H.  Medalie,  visiting  professor,  will  hold  a 
joint  appointment  in  the  School  of  Medicine's  Depart- 
ment of  Family  Medicine.  He  comes  to  UNC  from 
Tel-Aviv  University,  Israel,  where  he  was  an  asso- 
ciate professor.  He  holds  medical  degrees  from  Wit- 
watersrand  University,  Johannesburg,  South  Africa 
and  a  M.P.H.  degree  from  Harvard  University  School 

of  Public  Health. 

*  *  * 

The  UNC-Duke  Psychoanalytic  Training  Program 
was  awarded  full  institute  status  by  the  American 
Psychoanalytic  Association  at  the  May  1973  meet- 
ing in  Honolulu,  it  was  announced  by  Dr.  Milton  L. 
Miller,  UNC  Professor  of  psychiatry  and  director  of 
the  program. 


The  20th  institute  to  be  recognized  by  the  associa- 
tion, the  UNC-Duke  Program  is  the  only  one  spon- 
sored by  the  two  departments  of  psychiatry. 


Dr.  George  Johnson,  Jr.,  professor  and  chief  of  the 
Division  of  Vascular  and  Traumatic  Surgery,  has 
been  named  the  first  Roscoc  Bennett  Gray  Cowper 
Professor  in  the  UNC  Department  of  Surgery. 

Johnson  has  had  a  longstanding  interest  in  prob- 
lems related  to  trauma  and  has  published  numerous 
scientific  papers  on  his  clincal  and  research  work  in 
red  cell  metabolism,  vasular  surgery,  cirrhosis  of  the 
liver,  and  shock  following  injury. 

*H  *  * 

Dr.  Floyd  W.  Denny  Jr.,  professor  and  chairman 
of  the  Department  of  Pediatrics  at  the  University  of 
North  Carolina  here,  has  been  named  an  Alumni  Dis- 
tinguished Professor. 

Denny,  a  specialist  in  the  prevention  of  contagious 
diseases  in  children,  is  a  member  of  the  Commission 
on  Acute  Respiratory  Diseases  of  the  U.S.  Armed 
Forces  Epidemiological  Board  and  a  past  president  of 
the  Society  for  Pediatric  Research. 

Dr.  William  L.  McLendon,  professor  of  pathology 
and  director  of  the  Department  of  Hospital  Labora- 
tories at  Moses  Cone  Memorial  Hospital  in  Greens- 
boro, N.C.,  has  been  named  to  head  the  new  Depart- 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

Visiting  hours  2:00  P.M.  -  8:00  P.M.  daily. 

Accredited  by  the  Joint  Commission  on  Accreditation  and 
Certified  for  Medicare 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 
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What's  on  your 
patient's  face... 

may  be  more  important  than 
his  chief  complaint 


4 
111 


Patient  EX*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 
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Patient  PT.*  seen  on 
6/ 12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 
*Data  on  file, 
Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 
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The  lesions  on  his  face 
are  solar/actinic— 
so-called f  fsenile"  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
isually  can  be  identified  by  the  following  characteris- 
tics. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
[rownish  or  reddish  color,  papular,  dry,  rough,  adherent 
nd  sharply  defined.  They  commonly  occur  as  multiple 
esions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy— 
.electivity  of  response 

ifter  several  days  of  therapy  with  Efudex- (fluorouracil), 
rythema  may  begin  to  appear  in  the  area  of  the  lesions; 
his  reaction  usually  reaches  its  height  of  unsightliness 
-nd  discomfort  within  two  weeks,  declining  after  dis- 
lontinuation  of  therapy.  This  reaction  occurs  in  affected 
reas.  Since  the  response  is  so  predictable,  lesions  that 
!o  not  respond  should  be  biopsied. 

\cceptable  results 

freatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
icularly  important  with  multiple  facial  lesions.  Efudex 
liould  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a  summary  of  which  follows: 
Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation  and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported—insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2  to  4  weeks. 
How  Supplied:  Solution.  10-ml  drop  dispensers— contain- 
ing 2°7  or  5%  fluorouracil  on  a  weight/weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 
Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


<\     Roche  Laboraton 
ROCHE    >   Division  of  Hoffmi 
/    Nutley,  N.J.  07110 


ann-La  Roche  Inc. 


rhis  patient's  lesions  were  resolved  with 

Efudex 

fluorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


ment  of  Hospital   Laboratories   at  North  Carolina 
Memorial  Hospital  in  Chapel  Hill. 

McLendon  also  will  hold  a  joint  appointment  as  a 
full  professor  in  the  UNC  School  of  Medicine's  De- 
partment of  Pathology.  He  is  expected  to  assume  his 
duties  this  fall. 


U.S.  PHARMACOPEIAL 
CONVENTION,  INC. 

An  82-page  1973  Supplement  has  been  published 
to  accompany  the  main  volume,  published  last  year, 
of  USAN  10  and  the  VSP  Dictionary  of  Drug  Names. 

Issued  by  the  U.S. P.  Convention  in  conjunction 
with  the  USAN  program,  the  new  supplement  in- 
cludes the  63  U.  S.  Adopted  Names  (USAN)  made 
public  during  1972,  as  well  as  other  names  for  drugs, 
and  relevant  changes  affecting  previous  entries.  The 
supplement  lists  4529  entries,  exclusive  of  cross- 
references  and  the  additions  to  the  Appendixes.  Of 
these  entries,  2608  are  brand  names;  453  are  inter- 
national nonproprietary  names  and  other  foreign  non- 
proprietary names  that  differ  somewhat  from  the  cor- 
responding USAN;  50  are  code  designations;  and 
1049  are  CAS  registry  numbers. 

Together,  the  main  volume  and  the  1973  Supple- 


ment provide  the  complete  list  of  USAN  made  public 
from  June  15,  1961,  when  the  USAN  program  began, 
through  the  year  1972. 

Orders  for  the  20-page  main  volume  at  $15  per 
copy,  and  the  new  Supplement  at  $3.50  per  copy,  are 
being  accepted  by  the  USAN  Division,  U.S.P.  Con- 
vention, Inc.,  with  discounts  allowed  for  orders  of  1 1 
or  more  copies. 


Sandoz  Releases  New  Film 

"The  Psychiatric  Emergency  .  .  .  Therapy,  Dis- 
charge, Aftercare"  is  the  title  of  a  17-minute  color 
film  about  three  patients  at  the  Brea  Hospital  Neuro- 
psychiatric  Center  (Brea,  Calif.)  who  were  admitted 
in  states  of  psychiatric  emergency  typical  of  most  ad- 
missions from  the  community  in  institutions  of  this 
kind. 

The  purpose  of  the  film  is  to  demonstrate  how  an 
emergency  psychiatric  service  can  be  effectively  im- 
plemented in  a  general  hospital  or  mental  health  de- 
livery center  with  a  minimal  professional  staff. 

The  film  was  recently  released  by  Sandoz  Phar- 
maceuticals. 

For  further  information  write  Sandoz  Pharmaceu- 
ticals, East  Hanover,  N.  J. 


Month  in 
Washington 


The  HEW  Department  issued  interim  regulations 

to  guide  the  new  chronic  kidney  disease  treatment 

benefit  program  which  it  estimated  will  cost  $250 

million  in  the  first  year  and  could  rise  to  $1  billion 

a  year  in  five  years.  The  expansion  of  Medicare  to 

cover  costs  of  kidney  dialysis  and   transplants  for 

beneficiaries  of  all  ages  began  July  1.  Under  interim 

rules  the  number  of  facilities  providing  dialysis  and 

transplants  has  been  frozen  at  those  now  operating. 

The  regulations  also  freeze  reimbursement  to  a  level 

of  cost  or  charge  representing  an  average   of  the 

charges  during  the  previous  year.  Reimbursement  for 

maintenance  dialysis  is  limited  to  a  "ceiling"  set  by 

the  department  ($150  per  dialysis)  above  which  a 

justification   would  be   required.   All   facilities   must 

agree  to  the  assignment  method  of  reimbursement. 

Final  regulations  are  due  by  the  first  of  the  year. 
*  *  * 

Senator  Wallace  F.  Bennett,  ranking  Republican 
on  the  Senate  Finance  Committee,  won't  run  for  re- 
election next  year.  The  74-year-old  Republican  from 


Utah  has  served  four  terms  in  the  Senate.  Replacing 
Bennett  as  top  Republican  on  the  powerful  Finance 
Committee  will  be  Sen.  Carl  Curtis  (R.,  Nebr.). 
Bennett,  one  of  the  Senate's  most  influential  conser- 
vatives, is  author  of  the  controversial  Professional 
Standards  Review  Organization  (PSRO)  amend- 
ment to  the  Medicare-Medicaid  bill  of  last  year.  He 
cited  his  age  as  a  factor  in  his  decision.  "I  can't  deny 
the  calendar."  A  few  days  earlier,  Senator  Norris 
Cotton  (R.,  N.H.)  had  announced  he  will  not  run 

again. 

*  *  * 

Malcolm  C.  Todd,  M.D.,  a  Long  Beach,  Calif., 
general  surgeon,  is  the  new  president-elect  of  the 
American  Medical  Association.  He  was  elected  by  the 
House  of  Delegates  during  AMA's  annual  conven- 
tion. 

The  60-year-old  Dr.  Todd  will  serve  one  year  and 
take  office  as  the  Association's  129th  president  next 
June  in  Chicago. 

Dr.  Todd  was  born  April  10,  1913,  in  Carlyle,  111. 
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He  is  a  graduate  of  the  University  of  Illinois 
and  Northwestern  University  Medical  School. 

An  associate  clinical  professor  of  surgery  at  the 
University  of  California  in  Irvine,  Dr.  Todd  is  a  fel- 
low of  the  American  College  of  Surgeons,  Interna- 
tional College  of  Surgeons,  American  College  of  Gas- 
troenterology, and  a  diplomat  of  the  American  Board 
of  Surgery. 

Dr.  Todd  is  a  past  president  of  the  California 
Medical  Association  and  has  been  a  member  of 
AMA's  House  of  Delegates  since  1959.  He  is  chair- 
man emeritus  of  AMA's  Council  on  Health  Man- 
power and  a  member  of  the  National  Advisory  Com- 
mittee on  Health  Manpower. 

Dr.  Todd  is  married  to  the  former  Ruth  Holle 
Schlakc  of  Chicago.  They  have  one  son,  Malcolm 

Douglas  Todd. 

*  *  * 

President  Nixon  cited  "a  spirit  of  partnership"  with 
Congress  as  he  signed  a  one-year  extension  of  major 
Public  Health  Service  programs.  The  extension  had 
been  strongly  opposed  by  the  Administration,  which 
wanted  to  eliminate  5  of  the  12  programs  and  cut 
others. 

The  Chief  Executive  declared  that  the  bill  strikes 
"a  reasonable  compromise  with  the  Administration," 
noting  that  it  keeps  the  programs  alive  for  only  one 
year  instead  of  the  customary  three.  In  adopting  the 
bill  by  overwhelming  votes.  Congress  expressed  an 
intention  to  review  the  programs  to  determine  if  it 
agreed  with  the  Administration's  policy  decisions. 

The  12  programs  involved  and  the  money  authori- 
zations for  the  fiscal  year  that  starts  July  1  are: 

— Health  services  research  and  demonstration 
($42.6  million);  National  health  statistics  ($14.5 
million);  Public  health  training  ($23.3  million);  Mi- 
grant health  services  ($26.7  million);  Comprehen- 
sive health  planning  ($360.5  million);  Medical  li- 
braries ($8.4  million);  Hospital  construction 
($197.2  million);  Allied  health  training  ($44.3 
million);  Regional  medical  programs  ($159  million); 
Family  planning  ($118  million);  Community  mental 
health  centers  ($234  million);  Developmental  disa- 
bilities ($41.7  million). 

The  Administration  had  urged  Congress  to  elimi- 
nate or  phase  out  the  hospital  construction  or  Hill- 
Burton  program,  public  health  training,  allied  health 
training,  regional  medical  program  (RMP),  and 
community  mental  health  centers. 

In  a  statement  released  with  the  signing  of  the  bill 


and  two  other  measures,  President  Nixon  said  "while 
the  authorization  levels  are  higher  than  I  believed  de- 
sirable, they  will  not  damage  our  over-all  fiscal  po- 
sition if  the  Congress  now  follows  my  recommenda- 
tions in  the  appropriations  process." 

The  RMP  program  has  already  been  disbanded  at 
HEW  headquarters.  Apparently,  some  sort  of  a 
makeshift  arrangement  will  have  to  be  set  up  to  keep 
it  operating  for  at  least  one  more  year. 

There  was  only  one  vote  in  Congress — by  Rep. 
Philip  Crane  (R.,  111.) — in  either  house  of  Congress 
against  the  extension  bill,  which  made  unlikely  any 
succesful  veto. 

The   chief  Administration    argument  for   closing 
down  the  five  programs  was  that  they  were  ineffi- 
cient,   had    outlived    their    usefulness,    or  could   be 
handled  more  appropriately  by  the  states. 
*  *  * 

The  important  national  Professional  Standards  Re- 
view Council  has  been  established  with  the  appoint- 
ment of  1 1  physicians.  The  council  will  advise  HEW 
Secretary  Caspar  Weinberger  on  the  Professional 
Standards  Review  Organizations  (PSRO)  program  to 
monitor  the  quality  of  medical  care  in  Medicare  and 
Medicaid. 

"The  contribution  of  this  council  will  be  vital  to 
the  accomplishment  of  the  objectives  of  the  PSRO 
legislation,  and  we  are  indeed  fortunate  to  be  able  to 
draw  upon  such  a  high  caliber  of  expertise,"  Wein- 
berger said. 

Members  of  the  council  were  selected  from  among 
200  physicians  of  recognized  standing  and  distinction 
in  the  appraisal  of  medical  practice  who  were  nomi- 
nated by  national  organizations  representing  practic- 
ing physicians  and  by  consumer  groups  and  other 
health  care  interests. 

The  Board  of  Trustees  has  appointed  Robert  H. 
Moser,  M.D.,  the  chief  editor  of  the  Journal  of  the 
American  Medical  Association  effective  October  1. 
At  the  same  time  Dr.  Moser  will  become  Director  of 
the  Division  of  Scientific  Publications,  which  has 
editorial  responsibility  for  JAMA  and  the  AMA's  ten 
specialty  journals. 

Hugh  H.  Hussey,  M.D.,  who  has  held  both  posi- 
tions since  1970,  will  remain  a  fulltime  member  of 
the  staff  as  editor  emeritus.  He  will  also  assume  re- 
sponsibilities for  coordinating  publication  of  the 
specialty  journals. 


The  effects  of  intoxication  are  often  fatal.  No  kind  of  poison  kills  more  certainly  than  an  over- 
dose of  ardent  spirits.  Sometimes,  by  destroying  the  nervous  energy,  they  put  an  end  to  life  at 
once;  but  in  general,  their  effects  are  more  slow,  and  in  many  respects,  similar  to  those  of  opium. 
Other  kinds  of  intoxicating  liquors  may  prove  fatal  when  taken  to  excess,  as  well  as  ardent  spir- 
its; but  they  may  generally  be  discharged  by  vomiting,  which  ought  always  to  be  excited  when 
the  stomach  is  overcharged  with  liquor. — William  Buchan:  Domestic  Medicine,  or  a  Treatise 
on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Fol- 
well,  1799,  p.  421. 
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Communicable  and  Infectious  Diseases.  Edition  7. 
Edited  by  Franklin  H.  Top,  Sr.,  and  Paul  Wehrle.  800 
pages.  Price,  $35.00.  St.  Louis,  Missouri:  C.  V.  Mosby 
Company,  1972. 

This  is  the  seventh  edition  since  1941  of  a  venera- 
ble text  on  communicable  and  infectious  diseases. 
The  present  edition  is  dedicated  to  Alexander  D. 
Langmuir,  formerly  director  of  the  Epidemic  In- 
telligence Service  of  the  Center  for  Disease  Con- 
trol, who  is  considered  a  dean  of  epidemiology  in 
this  country.  Thus  there  is  a  refreshing  flavor  of  epi- 
demiology throughout  the  book,  something  often 
lacking  in  contemporary  discussions  of  infectious  dis- 
eases. Indeed,  one  chapter  elucidates  techniques  and 
terminology  employed  in  epidemiologic  investiga- 
tions. Unfortunately,  in  exchange  for  what  he  receives 
the  reader  must  often  relinquish  something  of  value, 
and  this  text  is  deficient  in  the  discussions  of  the 
pathogenic  and  immunologic  aspects  of  infectious  dis- 
eases. 

The  book  has  been  expanded  in  scope  and  inflated 
in  price  since  the  46  chapters  written  by  eight  con- 
tributors in  the  early  editions.  Now  there  are  68  chap- 
ters written  by  56  contributors  and  the  price  is  $35. 
Alas,  this  is  partly  the  result  of  a  Parkinson's  Law  and 
partly  a  response  to  advances  in  medical  science. 

Considering  that  the  book  is  a  multi-authored  sub- 
specialty text,  the  chapters  are  well  integrated.  In  ad- 
dition to  the  classic  descriptions  of  microbial  agents, 
communicability,  immunity,  pathology,  clinical  signs 
and  symptoms,  diagnosis  and  therapy,  there  is  a 
vignette  in  each  chapter  which  should  please  the  buffs 
of  medical  history. 

One  of  the  best  single  comprehensive  chapters  on 
antibiotics  is  succinctly  written  for  this  textbook.  It 
along  with  the  14  color  plates  may  be  worth  the  price 
of  the  entire  text.  In  this  edition,  however,  the  chapter 
on  antibiotics  fails  when  the  reader  searches  for  nar- 
rated and  tabulated  information  on  Gentamicin.  It 
is  a  mystery  why  the  authors  have  slighted  this  "big 
gun"  which  now  flows  in  our  hospitals  as  freely  as 
water  from  the  bedpan  hopper,  constantly  fighting 
hospital-acquired  gram-negative  bacillary  infections. 
There  are  also  inadequacies  in  the  discussion  of  hos- 
pital isolation  techniques  and  hospital-acquired  in- 
fections, the  American  epidemiologists'  Garden  of 
Eden,  whereas  poliomyelitis  is  discussed  for  20  pages. 
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If,  however,  one  can  wade  through  the  chapter,  he 
should  at  least  appreciate  the  benefits  of  mass  immu- 
nization. 

Except  for  the  bibliophile,  this  text  should  proba- 
bly remain  in  the  hospital  library  rather  than  at  home. 

Charles  E.  McCall,  M.D. 

Should  Preachers  Play  God?  Compiled  by  Claude  A. 
Frazier,  M.D.  224  pages.  Independence,  Missouri:  Inde- 
pendence Press,  1973. 

The  significance  of  these  essays  compiled  by  Dr. 
Claude  A.  Frazier  lies  not  in  the  answer  to  the  ques- 
tion, "Should  Preachers  Play  God?"  but  in  the  pro- 
vocative way  in  which  the  essays  acknowledge  that 
not  only  do  preachers  play  God,  but  suggest  how  they 
can  play  God  constructively.  In  this  reviewer's  judg- 
ment, the  authors  do  a  noteworthy  piece  of  work  in 
answering  the  question  that  lies  behind  the  question 
implied  by  the  title,  namely,  how  does  one  function- 
ally incarnate  the  spirit  of  God  without  doing  violence 
to  the  nature  either  of  God  or  of  man.  My  own  ob- 
servation is  that  those  who  are  in  the  helping  profes- 
sions of  any  kind  do  indeed  arrogate  to  themselves  a 
measure  of  godly  authority,  inherent  in  the  nature  of 
their  call  to  the  service  of  mankind.  The  effectiveness 
of  "helpers" — ministers,  physicians,  educators, 
statesmen,  school  teachers,  nurses,  psychiatrists,  and 
counselors — lies  in  being  incarnated  at  least  partially 
with  the  truth  and  spirit  of  God.  To  play  God  appears 
to  be  well  nigh  unavoidable,  so  long  as  one  does  not 
attempt  to  "be  God."  It  is  one  thing  to  be  on  the  side 
of  God,  and  therefore  to  be  an  instrument  of  healing 
and  wholeness,  but  quite  another  matter  for  one  to 
arrogate  to  himself  the  ultimate  power  of  being  God. 

In  this  connection  it  is  helpful  to  read  the  book  by 
Leroy  Augustine,  Come,  Let  Us  Play  God.  Since 
there  is  a  certain  sense  in  which  playing  God  is  a  part 
of  responsible  action  in  mediating  the  wholeness  of 
God,  the  question  properly  becomes  "How  can  we 
play  God  without  presuming  to  have  ultimate  knowl- 
edge?" The  authors  of  these  essays  chart  very  con- 
structive ways  in  which  "helpers"  can  become  instru- 
ments in  ways  that  are  consistent  with  the  nature  of 
God  and  of  man.  This  volume  is  a  devout  attempt  to 
suggest  how  this  goal  might  be  accomplished 
with  both  the  doctrine  of  God  and  the  doctrine  of 
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man  kept  in  proper  perspective.  We  do  this  either  by 
design  or  inadvertently.  Thus  it  becomes  of  critical 
importance  to  learn  how  this  can  be  done  consonant 
with  our  concepts  of  God  and  without  our  betrayal 
of  man's  responsibility.  Of  more  help  to  me,  person- 
ally, was  the  manner  in  which  the  authors  forced  me 
into  dialogue  with  myself  and  made  me  aware  of  the 
warning  flags  and  danger  signs  to  be  observed  in  the 
functional  tasks  of  interpreting  God,  acting  responsi- 


bly, and  aiding  in  decision-making  without  attempting 
to  be  God. 

While  the  title  would  imply  that  preachers  are 
those  who  fall  into  the  "God-playing"  business  more 
often  than  others — which  is  perhaps  true — it  is  not 
restricted  to  preachers  alone.  So  it  is  of  value  to  any- 
one who  seeks  to  help  others  into  wholeness  and 
health. 

George  W.  Bowman,  III 


$n  Hfomoriam 


Robert  Perry  Crouch,  M.D. 

Robert  P.  Crouch  died  July  18,  1972  of  a  brain 
tumor  at  42  years  of  age.  He  had  practiced  surgery 
in  Asheville  for  1 1  years.  Yet,  few  could  have  left 
his  mark  in  twice  his  time.  His  terminal  illness  and 
premature  death  cast  a  gloom  over  an  entire  commu- 
nity, and  his  passing  is  an  immense  loss  to  the  local 
and  state  medical  societies. 

Bob  Crouch  was  born  in  Texas  but  was  an  Ashe- 
ville product,  graduating  from  Lee  Edwards  High 
School.  His  father,  who  survives,  was  pastor  of 
the  First  Baptist  Church  for  many  years.  His  M.D. 
from  Bowman  Gray  in  1954  was  followed  by  a 
straight  medical  internship.  He  was,  for  two  years, 
on  the  staff  of  the  school  of  Aviation  Medicine 
at  Gunter  Air  Force  Base,  Alabama.  He  was  then  in 
surgical  residence  at  Bowman  Gray  for  two  years. 
Subsequently  he  was  chief  resident  in  cardiovascular 
surgery  at  North  Carolina  Baptist  Hospital  and  the 
following  year,  chief  resident  in  thoracic  surgery.  At 
his  death  he  was  assistant  professor  in  clinical  surgery 
at  Bowman  Gray. 

His  breadth  of  activities  outside  his  full  practice  is 
difficult  to  grasp.  He  served  on  the  Ashe- 
ville City  Council  for  six  years.  He  was  the  only 
Democratic  survivor  in  the  re-election  of  the  Council. 
He  was  an  extremely  popular  figure,  taking  an  active 
and  outspoken  role  in  city  affairs.  He  resigned  during 
his  second  term,  feeling  his  greater  service  was  in  his 
medical  work. 

His  affiliations  in  the  professional  societies  were 
numerous.  His  activity  in  the  State  Society  included 
first  vice  presidency;  chairman.  Blue  Cross  Commit- 
tee; and  membership  in  several  other  committees.  He 
was  a  deacon  and  taught  a  Sunday  School  Class.  He 
was  president  of  Rotary,  a  member  of  the  Board  of 
Trustees  of  North  Carolina  Baptist  Hospital,  and  for 


three  years  a  member  of  the  Board  of  Directors  of 
the  Asheville  Chamber  of  Commerce. 

He  was  the  father  of  five  children  and  was  able  to 
remain  close  to  them.  He  is  also  survived  by  his 
widow,  the  former  Betty  Ann  Dover,  and  by  his  par- 
ents. His  children  are  Robert  Jr.,  Martha,  Fred, 
Timothy  and  Thomas. 

Therefore  be  it 

Resolved,  that  this  brief  and  paltry  account  of 
Robert  Perry  Crouch  be  entered  in  the  minutes  of  the 
Buncombe  County  Medical  Society,  and  that  copies 
be  transmitted  to  his  widow,  his  parents,  and  to  the 
Medical  Society  of  North  Carolina  for  publication  in 
the  North  Carolina  Medical  Journal. 

Buncumbe  County  Medical  Society 


Walter  Royle  Johnson,  M.D. 

Walter  Royle  Johnson  passed  on  August  6,  1972 
at  the  age  of  73  years.  He  was  born  in  Minneapolis, 
Minnesota  in  1899,  received  his  M.D.  from  the  Uni- 
versity of  Minnesota  in  1925,  and  interned  at  Min- 
neapolis General  Hospital.  The  next  seven  years,  un- 
til he  entered  practice  in  Asheville,  were  spent  at  the 
Mayo  Clinic.  His  chief  interest  was  gastroenterology. 
He  retired  from  practice  in  1969. 

He  was  a  member  of  the  Buncombe  County  Medi- 
cal Society,  the  North  Carolina  Medical  Society,  and 
the  American  Medical  Association.  In  addition,  he 
belonged  to  the  American  Board  of  Internal  Medicine 
and  was  certified  by  the  American  Board  of  Gastro- 
enterology. He  was  a  fellow  of  American  College  of 
Physicians  and  also  a  member  of  the  American  Gas- 
troscopic  Society. 

Walter  will  be  sorely  missed  by  all  those  who  knew 
him.  His  skill  and  scholarship  were  well  recognized. 
He  had  a  deep  interest  and  sympathy  for  his  patients. 
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His  humor  was  superb.  To  quote  Dr.  E.  E.  Corcoran, 
who  shared  his  practice  for  25  years:  "In  all  the  years 
I  knew  him,  I  never  knew  him  to  do  anything  mean, 
petty  or  unprofessional."  Therefore,  be  it 

Resolved,  that  this  resolution  be  made  a  part  of  the 
minutes  of  the  Buncombe  County  Medical  Society, 
a  copy  sent  to  the  widow  and  also  to  the  North  Caro- 
lina Medical  Society  for  publication  in  the  North 
Carolina  Medical  Journal. 

Buncombe  County  Medical  Society 


William  Pickney  Herbert,  M.D. 

William  Pickney  Herbert  was  born  August  28, 
1884  and  died  February  6,  1973  at  89  years  of  age. 
He  was  a  retired  surgeon  whose  medical  practice  ex- 
tended 49  years  from  his  graduation  from  the  Uni- 
versity of  Virginia  Medical  School  in  1907  until  his 
retirement  in  1956. 

Postgraduate  training  was  at  Bethlehem  Steel 
Company  Hospital  and  a  year  in  Europe.  He  opened 
an  office  in  Asheville,  N.C.  in  1909.  In  1912  he  or- 
ganized and  assisted  in  a  Free  Medical  Clinic  on  Pack 
Square. 


In  1917  he  volunteered  service  in  the  British  Army 
for  fifteen  months  before  transferring  to  the  Ameri- 
can Forces.  He  was  discharged  as  Lieutenant  Colonel 
in  1919  and  returned  to  practice  in  Asheville. 

He  was  Chief  of  Staff  of  the  old  Mission  Hospital 
for  several  years  and  was  a  staff  member  of  Biltmore 
and  St.  Joseph's  Hospitals.  In  addition  to  an  active 
private  practice,  he  was  an  industrial  surgeon  for  sev- 
eral local  industries  and  was  consultant  for  Oteen 
Veterans  Administration  Hospital,  the  latter  for  five 
years.  He  was  a  member  of  the  Buncombe  County 
and  North  Carolina  Medical  Societies,  American  Col- 
lege of  Surgeons,  American  College  of  Thoracic  Sur- 
gery and  a  fellow  in  the  Academy  Internationale  of 
Medicine. 

Surviving  are  his  wife,  the  former  Frances  Carring- 
ton  of  Richmond,  two  sons,  Charles  Carrington  Her- 
bert of  Laurens,  S.  C,  William  Pickney  Herbert,  Jr., 
of  Charlotte,  a  daughter,  Mrs.  Randolph  S.  Cary  of 
Winston-Salem,  and  nine  grandchildren  and  two  great 
grandchildren. 

Pickney  Herbert  was  a  tall  man  in  stature  and  ac- 
complishment. He  lent  a  distinctive  degree  of  dignity 
and    prestige    to    his    profession.    His    grasp    ex- 


Facility,    program    and 

environment 

allows    the    individual 

to    maintain 

or  regain  respect  and 

recover  with 

dignity. 

Medical    examination    upon    admis- 
sion. 


Modern,  motel-like  accommodations 
with  private  bath  and  individual 
temperature  control. 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit  Tax-Exempt 
•  A  Controlled  and  Pleasant  Psychological  Atmosphere  •  Psychiatric  Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Individual  counseling 

Group  Therapy 

Nature  Trail 

Indoor/Outdoor  Recreation 


FOR  ADMITTANCE  CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


Recognized  by: 

Blue  Cross  &  Blue  Shield  •  Life  Assurance  Co.  of  Carolina 

•  Pilot  Life  Ins.  Co.  •  Aetna  Life  &  Casualty 

•  John  Hancock  Mutual  Life  Ins.  Co.  •  Kemper  Ins. 

•  Metropolitan  Life  Ins.  Co.  •  United  Benefit  Life  Ins.  Co. 

•  Security  Life  &  Trust  Co. 

FELLOWSHIP  HALL  m. 

P.  0.  BOX  6928  •  GREENSBORO,  N.  C.  27405 


Member  of: 
•  N.  C.  Hospital  Association 

•  The  Alcoholic  &  Drug  Problems 

Assn.  of  North  America 

•  American  Hospital  Association 


FOR  MEDICAL  INFORMATION  CALL 

J.  W.  WELBORN,  JR.,  M.D. 

MEDICAL  DIRECTOR 

919-275-6328 


Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 
6V2  miles  north  of  downtown  Greensboro,  N.  C. 


Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 
and  the  Greensboro  Regional  Airport. 


FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION. 
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The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■  Provides  rapid  relief  of 
constipation,  usually  within  2  to 
5  minutes 

■  Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■  Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■  Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■  Anatomically  correct,  pre- 
lubricated  rectal  tip  helps 
avoid  injury  to  bowel  wall 

■  Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a  physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a  physician. 
FREE  BOOKLET.  A  supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 
P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid 
to  constipation  relief 


phjiraraliols    C.  B.  FLEET  CO..  INC. 
II  Lynchburg,  Va.  24505 


tended  well  beyond  medicine.  He  was  an  author  on 
many  subjects  in  addition  to  medicine.  His  force  was 
felt  in  civic  affairs  over  many  years. 

Whereas,  we  have  lost  a  distinguished  member  of 
our  Society  and  are  saddened  by  his  passing 

Whereas,  his  many  years  of  contribution  to  the 
community  can  neither  be  fully  appreciated  nor  soon 
forgotten  by  his  patients  and  associates,  be  it 

Resolved,  that  this  paltry  account  of  Doctor  Her- 
bert be  accompanied  by  an  expression  of  deep  appre- 
ciation for  his  life  among  us  and  that  furthermore  this 
resolution  be  made  a  part  of  the  minutes  of  the  Bun- 
combe County  Medical  Society,  a  copy  sent  to  the 
bereaved  widow  and  a  copy  sent  to  the  North  Caro- 
lina Medical  Society  for  publication  in  the  North 
Carolina  Medical  Journal. 

Buncombe  County  Medical  Society 

Charles  White  Millender,  M.D. 

Charles  White  Millender,  M.D.,  retired  Asheville 
physician  died  on  February  24,  1973  at  81  years. 

Born  in  1892,  he  was  the  son  of  an  Asheville  phy- 
sician who  lived  to  exceed  100  years  of  age. 

Doctor  Millender  attended  Bingham  Military  Aca- 
demy, University  of  North  Carolina  and  Tulane 
Medical  School.  While  still  in  medical  school  he 
joined  the  Army  to  work  in  the  influenza  epidemic 
of  1918,  receiving  a  temporary  commission  as  Second 
Lieutenant.  After  interning  at  Charity  Hospital,  he 
returned  to  Asheville  to  enter  practice  with  his  father. 

He  was  devoted  to  his  practice  and  maintained  a 
keen  interest  in  new  medical  developments.  His  in- 
terests outside  medicine  were  wide  and  included  both 
playing  and  making  violins,  photography  and  as- 
tronomy. 

He  is  survived  by  two  daughters,  Mrs.  Mary  Yoder 
of  Pewksburg,  Massachusetts,  Mrs.  Mebane  Stolfi  of 
New  Orleans,  and  a  son,  Charles  Millender,  Jr.,  of 
Columbia,  S.C.  The  wife,  the  former  Dorothy  Aikens 
of  Jefferson,  Georgia  died  several  years  ago. 

Whereas,  the  citizens  of  the  community,  the  many 
patients  who  benefited  from  his  skills  these  many 
years,  and  his  friends  and  associates  of  the  Buncombe 
County  Medical  Society  are  saddened  by  his  passing, 
therefore  be  it 

Resolved,  that  this  brief  account  of  his  life  be  made 
a  part  of  the  minutes  of  the  Buncombe  County  Medi- 
cal Society,  a  copy  sent  to  the  bereaved  family,  and 
a  copy  to  the  North  Carolina  Medical  Society  for 
publication  in  the  North  Carolina  Medical  Jour- 
nal. 

Buncombe  County  Medical  Society 

Eric  Edward  Ellington,  M.D. 

Dr.  Edward  Ellington,  aged  38,  died  on  December 
3,  1972.  He  had  practiced  neurological  surgery  in 
Asheville  for  almost  two  years. 

He  was  a  graduate  of  the  University  of  Virginia 


and  received  his  M.D.  from  the  University  of  North 
Carolina  at  Chapel  Hill.  He  interned  in  Hanover, 
New  Hampshire,  and  served  his  neurosurgical  resi- 
dency,   1965-1969,   at  Dartmouth  Medical   School. 

Prior  to  coming  to  Asheville  in  February,  1971, 
he  had  practiced  in  Kennebec  County,  Maine. 

His  past  hospital  appointments  included  a  Blake 
Memorial  Fellowship,  National  Hospital,  Queen 
Square,  London. 

He  was  a  member  of  the  American  Medical  Asso- 
ciation, Maine  Medical  Association,  and  Buncombe 
County  Medical  Society. 

He  is  survived  by  the  widow,  Ann  Morton  Elling- 
ton; four  sons,  Kenneth,  Eric,  Edward  and  Douglas; 
and  a  daughter,  Margaret  Ann. 

Whereas,  we  feel  keenly  the  loss  of  a  skillful  and 
dedicated  member  of  our  Society, 

Whereas,  we  mourn  his  untimely  death  and  ex- 
tend our  deepest  sympathy  to  his  family,  therefore, 
be  it 

Resolved,  that  a  copy  of  this  writing  be  made  a 
part  of  the  minutes  of  the  Buncombe  County  Medical 
Society,  a  copy  sent  to  the  widow  and  that  a  copy  be 
forwarded  to  the  North  Carolina  Medical  Society  for 
publication  in  the  North  Carolina  Medical 
Journal. 

Buncombe  County  Medical  Society 

Robert  Alexander  White,  M.D. 

Robert  Alexander  White  died  suddenly  at  home 
December  30,  1972.  He  was  81  years  old  and  had 
practiced  in  Asheville  since  1919  until  his  retirement 
several  years  ago. 

He  was  born  April  7,  1891  in  Buncombe  County. 
He  attended  the  University  of  Cincinnati  Medical 
School  and  interned  at  Christ  Hospital  in  Cincinnati 
and  was  later  chief  resident.  After  five  years  of  gen- 
eral practice  in  Asheville,  he  took  obstetrical  training 
in  New  York  City  and  thereafter  confined  his  prac- 
tice to  obstetrics  and  gynecology. 

His  skill  and  excellence  in  his  field  was  well  known 
and  appreciated  by  patients  and  colleagues.  But,  be- 
yond his  professional  ability,  he  was  a  warm  and  com- 
passionate man,  much  beloved  by  his  patients. 

He  was  a  member  of  the  Buncombe  County  Medi- 
cal Society,  North  Carolina  Medical  Society,  Ameri- 
can Medical  Association  and  the  Southern  Medical 
Society.  He  was  a  member  of  the  First  Presbyterian 
Church  and  a  past  deacon. 

Surviving  are  his  wife,  Mildred  B.  White,  his  two 
daughters  by  his  first  marriage  to  Elizabeth  Walker 
who  died  in  1937,  Mrs.  W.  H.  Arthur,  Jr.,  of  Ashe- 
ville and  Mrs.  William  M.  Watson  of  Beirut,  Leba- 
non. 

Whereas,  the  Society  has  lost  an  esteemed  and 
beloved  member  therefore  be  it 

Resolved,  that  this  resolution  be  incorporated  in 
the  minutes  of  the  Buncombe  County  Medical  So- 
ciety; that  a  copy  of  this  brief  and  inadequate  account 
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drive-in  operation. 


"I  went  in  the  hospital  at  6:30  in  the  morning,  and  got  out  at  4  the  same  afternoon.  I  had  a 
tumor  that  had  to  come  out.  and  after  the  necessary  tests  (taken  as  an  outpatient),  my  doctor  and 
1  decided  I'd  used  the  new  ambulatory  surgical  unit.  Imagine  —  outpatient  surgery!  I'm  sure  part  of 
the  reason  I  felt  so  good  afterward  was  knowing  I'd  go  right  back  home,  where  I  feel  at  home.  And 
next  day  the  nurse  came  to  check  my  progress.  Fine  idea!" 

Outpatient  surgery,  as  practiced  at  Watts  Hospital  in  Durham,  is  a  dramatic  new  way  to  handle 
minor  operations  more  efficiently. 

Outpatients  get  the  same  quality  of  care  as  inpatients  — at  a  lower  cost. 

Formerly,  this  same  operation  would  have  required  three  days  in  the  hospital. 

Blue  Cross  and  Blue  Shield  of  North  Carolina  helped  establish  this  new  unit 
at  Watts.  We're  working  with  other  hospitals 


now  to  set  up  similar  units. 

And,  we  cover  all  the  same  expenses, 
on  an  outpatient  and  home  care  basis, 
that  we  cover  for  in-hospital  cases. 

With  lower  costs  and  the  time  saved, 
everybody  benefits. 

At  a  time  when  everyone's  concerned 
about  hospital  costs  going  up,  we're 
working  with  programs  such  as  this  to 
help  hold  them  down. 


Blue  Cross 
Blue  Shield 

of  North  Carolina 


40  years  of  helping  people. 


"Regisieied  Service  Mark  ol  Ifie  Nai 


n  ol  Blue  Shield  Pla 


This  advertisement  appeared  in  North  Carolina  newspapers. 


of  Alec  White  be  sent  to  the  widow  and  to  the  North 
Carolina  Medical  Society  for  publication  in  the 
North  Carolina  Medical  Journal. 

Buncombe  County  Medical  Society 


Lawrence  Adolph  Mucci,  M.D. 

Lawrence  A.  Mucci,  age  63,  died  unexpectedly 
October  7,  1972. 

Born  in  Waterbury,  Conn.,  Dr.  Mucci  came 
to  Asheville  in  1950.  He  had  practiced  radiology  here 
for  22  years. 

He  was  a  graduate  of  Amherst  College  and  the 
University  of  Rochester  Medical  School.  He  served 
his  internship  at  Strong  Memorial  Hospital,  Roches- 
ter, N.Y.,  and  later  a  residency  in  radiology  at  the 
same  institution.  He  was  later  on  the  staff  of 
New  Haven  General  Hospital  and  concurrently  on 
the  teaching  staff  at  Yale  University  School 
of  Medicine.  He  was  head  of  Radiology  at  New  Bri- 
tain County  General  Hospital,  1939-1946.  Prior  to 
coming  to  Asheville,  he  had  practiced  two  years  in 
Boston,  Massachusetts  and  two  years  in  Greenville, 
Mississippi. 

He  was  on  the  staff  of  Memorial  Mission  Hospital 
and  St.  Joseph's  Hospital  and  was  consultant  for 
Oteen  Veterans  Administration  Hospital  and  Western 
North  Carolina  Sanatorium. 

He  was  a  member  of  the  Asheville  Community 
Concert  Association,  Buncombe  County  Medical  So- 
ciety, North  Carolina  State  Medical  Society,  and 
American  Medical  Association.  He  attended  Arden 
Presbyterian  Church. 

Surviving  are  the  widow,  Mary  Elizabeth  Mucci, 
and  four  sons;  Donald  of  Rocky  Mount,  Lawrence  of 
Charlotte,  and  Jeffery  Alan  and  Richard  of  the  home. 

Dr.  Mucci  was  a  well  trained  and  skillful  radiolo- 
gist. He  will  be  sorely  missed  by  a  large  community 
as  well  as  by  his  friends  and  colleagues. 


Therefore  be  it 

Resolved,  that  this  writing  be  placed  into  the  per- 
manent records  of  the  Buncombe  County  Medical 
Society,  a  copy  sent  to  the  bereaved  widow,  and 
a  copy  sent  to  the  State  Medical  Society  for  publica- 
tion in  the  North  Carolina  Medical  Journal. 

Buncombe  County  Medical  Society 


Harmon  Jackson  Bailey,  M.D. 

Our  esteemed  member,  Harmon  Jackson  Bailey, 
passed  away  on  May  31,  1972  at  the  age  of  62  years. 
He  was  a  member  of  the  Buncombe  County  Medical 
Society  for  25  years,  practicing  obstetrics  and  gyne- 
cology. He  came  to  us  after  four  years  in  the 
Air  Force,  serving  in  World  War  II.  Training  in  his 
specialty  was  at  Cornell  Medical  Center,  after  gradu- 
ation from  Washington  University  School  of  Medi- 
cine. He  was  certified  by  the  American  Board  of  Ob- 
stetrics and  Gynecology. 

Dr.  Bailey  was  a  dedicated  and  competent  physi- 
cian, respected  by  his  colleagues  and  loved  by  his  pa- 
tients. His  care  was  characterized  by  an  unusual  de- 
gree of  warmth  and  personal  concern. 

Whereas,  we  extend  our  deepest  sympathy  to  his 
widow,  Eleanor  Parsons  Bailey,  his  daughters,  Mrs. 
Edward  Bilbrey,  Mrs.  Dorsey  Brewen,  Misses 
Pauline,  Marcia  and  Sara  Lyne,  and 

Whereas,  we  are  grieved  by  the  premature  passing 
of  Jack  Bailey  and  therefore  be  it 

Resolved,  that  this  expression  of  appreciation  and 
sympathy  be  recorded  in  the  minutes  of  the  Bun- 
combe County  Medical  Society  and  copies  transmit- 
ted to  Mrs.  Bailey,  and  a  copy  sent  to  the  North  Caro- 
lina State  Medical  Society  to  be  published  in  the 
North  Carolina  Medical  Journal. 

Buncombe  County  Medical  Society 


I  have  always  thought,  that  the  whitloes,  kibes,  chilblains,  and  other  inflammations  of  the  ex- 
tremities, which  are  so  common  among  the  peasants,  in  the  cold  season,  were  chiefly  occasioned 
by  their  sudden  transitions  from  cold  to  heat.  After  they  have  been  exposed  to  an  extreme  degree 
of  cold,  they  immediately  apply  their  hands  and  feet  to  the  fire,  or,  if  they  have  occasion,  plunge 
them  into  warm  water,  by  which  means,  if  a  mortification  does  not  happen,  an  inflammation  sel- 
dom fails  to  ensue. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and 
Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  416. 
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September  is  going  to  be  a  momentous  month  for  all  of  us  doctors, 
leetings  which  may  well  affect  our  medical  futures  are  coming  up. 


Actions  and 


)n  September  6,  all  parties  (and  this  involves  about  everyone  in  the  health 
:ield)  who  will  be  involved  with  PSRO  geographic  boundaries,  has  been  officially 
vited  by  HEW  to  a  meeting  at  our  State  Headquarters  Building.   G.  A.  Reich,  M.D., 
.P.H.,  representing  Region  IV  of  the  Department  of  Health,  Education,  and 
felfare  will  preside.   Both  your  State  Medical  Society  and  the  North  Carolina 
ledical  Peer  Review  Foundation  will  join,  along  with  others,  in  stressing  our 
elief  that  our  statewide  Peer  Review  Foundation  should  be  the  officially  desig- 
ated  PSRO  agent.   Forty  other  states,  just  as  we,  either  have  or  are  forming 
similar  statewide  organizations. 

HI   of  us  who  are  doing  all  the  PSRO  homework  we  can  in  your  behalf  are  also 
ittending  a  Southeastern  Regional  Workshop  (one  of  eight  in  the  country)  spon- 
sored by  the  American  Medical  Association  in  Atlanta  at  the  Air  Host  Inn, 
September  14  and  15. 

Df  equally  crucial  importance  for  all  physicians  in  the  state  is  our  Annual 
lommittee  Conclave  at  Mid  Pines,  September  26-29.   All  committee  members  are 
rgently  requested  to  attend.   I  would  also  issue  a  blanket  invitation  to  all 
ther  members  of  our  Society  who  either  have  a  particular   interest  or  an  axe 
to  grind  to  come  and  let  their  voices  be  heard. 

ome  of  you  may  be  asked  to  cooperate  and  serve  in  behalf  of  two  new  programs, 
the  first  in  behalf  of  our  Sports  Medicine  Committee.   This  very  active 
Committee,  through  a  letter  from  me  to  all  county  society  presidents,  is  seeking 
/olunteers  to  help  in  the  crucial  beginning  football  season. 

The  North  Carolina  Medical  Peer  Review  Foundation,  Inc.,  through  its  officers 
is  working  out  a  program,  mandated  by  law  with  our  State  Social  Services 
Department  to  supply  an  M.D.  as  part  of  a  team  reviewing  records  of  Medicaid 
patients  in  skilled  Nursing  Homes  and  Mental  Institutions.   This  is  to  satisfy 
the  Social  Security  Administration  that  the  three  million  federal  dollars  a 
month  financing  Medicaid  recipients  is  being  well  spent.   The  administration  of 
this  program  will  be  carried  out  as  a  proper  project  of  the  Peer  Review 
Foundation  and  all  costs,  including  the  doctor's  time,  will  be  paid  for  by  the 
Department  of  Social  Services. 

I  regret  to  report  that  it  has  come  to  our  attention  that  the  risky  practice  of 
pharmacists  refilling  prescriptions  on  the  say  so  of  a  doctor's  employee  and 
without  the  doctor's  knowledge  is  apparently  widespread  in  some  parts  of  our 
state.   This  practice  is  not  only  ethically  wrong  for  both  professions  but  is 
strictly  illegal.   Be  sure  your  Girl  Friday  gets  your  okay  for  every  refill. 


There  now  follow  several  items  for  your  information. 

The  AMA  will  accept  half-year  dues  payments  for  1973  membership  from  now  until 
December  31,  1973,  for  all  NEW  members  or  REINSTATED  members  at  the  rate  of 
$55.00  for  regular  members,  $10.00  for  hospital  interns  and  residents,  $7.50  for 
medical  students.   Beginning  January  1,  1974,  of  course,  the  full  year's  dues 
for  1974  will  again  apply. 

North  Carolina  physicians  should  be  aware  that  the  Appropriation's  Act  passed  by 
the  1973  General  Assembly  stipulated  that  "provider's  of  medical  services  under 
the  various  state  programs  offering  medical  care  to  citizens  of  the  state  shall 
be  reimbursed  at  the  same  rate  as  those  provided  under  the  Medicaid  program". 
This,  in  effect,  means  that  the  charges  will  be  paid  on  the  basis  of  90%  of 
usual,  customary,  and  reasonable  (UCR  being  determined  by  the  administrating 
agency) .   "This  provision  relates  specifically  to  the  Crippled  Children  and 
Maternal  and  Child  Health  Programs  and  the  Chronic  Disease  Section  of  the  State 
Board  of  Health,  services  under  Vocational  Rehabilitation  and  the  Commission 
for  the  Blind,  and  the  school  health  program  under  the  Department  of  Public 
Instruction." 

Next  is  a  belated  entry.   Dr.  Donnie  Jones,  Jr.,  of  Princeton,  N.C.,  wrote  us 
in  June  to  warn  all  doctors  and  patients  travelling  west  on  U.S.  70  on  the 
Princeton  Bypass  where  it  intersects  N.  C.  1002  to  exercise  extreme  caution. 
There  have  been  58  serious  accidents  in  the  westbound  lane  in  the  past  three 
years  and  only  one  in  the  eastbound  lane. 

On  August  25,  1973,  public  announcement  was  made  officially  designating  Asheville'si 
two  larger  hospitals,  the  Buncombe  County  Medical  Society,  along  with  the 
University  of  North  Carolina  at  Asheville  and  the  Asheville  Biltmore  Technical 
Institute  as  an  Area  Health  Education  Center  (A.H.E.C.).   This  is  part  of  the 
same  program  already  under  way  in  four  other  areas  of  the  state. 

On  August  8,  your  President  had  the  privilege  of  presenting  our  Society's  goals 
and  efforts  in  upgrading  the  health  of  our  citizens  before  the  Joint  Conference 
Committees  on  Health  of  our  State  Senate  and  House  of  Representatives. 

Rubber  stamped  signatures  are  not  acceptable  on  Medicaid  Claim  Forms,  according 
to  Mr.  Charles  E.  Jamison,  Assistant  Chief  of  Institutional  Services,  Medical 
Services  Division  of  the  North  Carolina  Department  of  Human  Resources.   He 
explained  that  all  Medicaid  Claim  Forms  must  be  signed  by  either  the  physician 
or  someone  authorized  to  sign  for  him.   In  the  latter  case,  the  authorized 
individual  should  put  her  initials  after  the  signature. 

Sincerely  yours, 


George  G.  Gilbert,  M.D. 


-or 
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Leukocyte  Kinetics  in  Normal  and  Leukemic 

Subjects 


Richard  I.  Walker,  M.D. 


TN  the  past  20  years  since  the  pioneering  work  of 
Osgood    et    al1    and    Ottesen2    much    has    been 

learned  about  the  kinetics  of  white  blood  cell  pro- 
duction, distribution,  and  destruction.  Progress  in  this 
area  has  come  about  chiefly  through  studies  using 
cell  markers,  usually  radioisotopic  tracers  such  as 

'14C,  3H,  or  :!2P  radioactive  carbon,  radioactive  hy- 
drogen, or  radioactive  phosphorus.  It  is  relatively 
simple  to  arrange  for  a  precursor  bearing  such  a 

il tracer  to  be  built  into  the  DNA  of  cells  when  they 
are  formed,  and  since  DNA  stays  with  the  cell  during 

hits  life,  that  cell  carries  a  distinctive,  lasting,  and 

'easily  quantitated  label.  Determining  the  amount  of 
label  in  the  DNA  of  cells  as  time  passes  can  pro- 

ivide  information  about  when  the  cell  was  made  and 

'give  insight  into  its  movements.  A  second  technique 
that  has  been  extensively  used  employs  affixing  such 
tracers  to  existing  cells  by  means  of  reactive  chemi- 

■cals  such  as  diisopropylfluorophosphate.3  The  la- 
beled cells  are  then  measured  at  intervals  in  blood 
and  other  places  under  differing  conditions.  This 
method  of  study  has  proved  particularly  useful  in 
evaluating  distribution  and  movement  of  cells  in  the 
body. 

GRANULOCYTE  KINETICS 

Since  the  neutrophil  is  the  most  plenteous  of  the 
granulocytes  and  thus  more  accessible  to  study,  it  has 
received  the  most  attention.  Neutrophils  are  formed 
in  normal  individuals  in  marrow  by  processes  of  mi- 
totic division  and  differentiation  and  are  recognizable 
in  morphologic  stages  from  myeloblast  through  the 


Presented  at  the  Sixth  Annual  Symposium  on  Malignant  Disease. 
Chapel  Hill,  April  6,  1972. 

From  the  Department  of  Medicine,  University  of  North  Carolina 
School  of  Medicine.  Chapel  Hill,  N.  C.  27514. 


promyelocyte,  myelocyte,  and  metamyelocyte  to  the 
segmented  or  polymorphonuclear  form.  The  myelo- 
blasts, promyelocytes,  and  myelocytes  undergo  mi- 
totic division  and  are  said  to  constitute  the  mitotic 
compartment  of  marrow.  Metamyelocytes,  band 
forms,  and  segmented  neutrophils  do  not  divide  and 
thus  constitute  the  postmitotic  compartment  of  mar- 
row. 

Generative  cycles 

Replicating  cells  are  undergoing  generative  cycles, 
and  events  occur  in  a  dependable  sequence  during 
a  generative  cycle  leading  to  the  definition  of  the  in- 
tervals shown  schematically  in  Figure  1.  There  is  a 
period  of  DNA  synthesis,  usually  indicated  by  the 
letter  S.  and  this  is  preceded  and  followed  by  inter- 
vals during  which  DNA  synthesis  cannot  be  detected 
— called  usually  G1  and  G-  respectively.  After  the 
postsynthetic  rest  period,  G2,  the  cell  undergoes  mi- 
tosis— that  period  labeled  M.  It  is  only  during  the  S 
interval  that  DNA  labels  get  built  into  the  cell  DNA, 
and  at  mitosis  the  label  on  the  average  is  divided 
equally  between  the  daughter  cells.  By  appropriate 
manipulations  and  analysis  it  is  possible  with  the  use 
of  specific  DNA  precursors  like  tritiated  thymidine 
to  estimate  the  duration  of  the  various  parts  of  the 
generative  cycle  of  cells.  These  estimates  vary  con- 
siderably depending  upon  the  precise  conditions  of 
study  and  the  particular  maneuver  used  to  make  the 
estimate.  Blast  cell  and  promyelocyte  generative  cycle 
times  have  been  estimated  to  be  as  short  as  18  hours, 
while  myelocyte  cycle  times  have  been  estimated  to 
be  as  long  as  52  hours.4  An  exhaustive  review  and 
analysis  of  this  topic  has  recently  been  published/' 
It  is  generally  accepted  that  variations  in  the  genera- 
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Fig.  1.  Scheme  of  generative  cycle. 

tive  cycle  time  are  effected  principally  through 
changes  in  the  duration  of  the  presynthetic  rest,  G1, 
as  the  times  for  DNA  synthesis,  postsynthetic  rest, 
and  mitosis  seem  relatively  constant  for  a  particular 
cell. 

These  generation  times  are  of  interest  in  several 
ways.  For  example,  their  duration  and  the  number  of 
cycles  occurring  between  the  stem  cell  and  the  final 
division  as  a  myelocyte  establish  clear  constraints  on 
the  ability  of  marrow  to  increase  granulocytopoiesis. 
Cronkite  and_Vincent4  have  presented  an  informa- 
tive discussion  of  this_aspect  of  white  cell  formation. 
From  their  deduction  that  it  requires  a  minimum_of 
five  days  to  produce  sggmpntprl  neutrophils  from 
stem  cells,  it  would  appear  that  the  ability  of  marrow 
to  provide  neutrophils  for  sustained  increased  utiliza- 
tion without  appreciable  lag  must  involve  mechan- 
isms  other  thajLjor  in  addition  to  recruitment  of 
stem  cells  into  granulopoiesis.  Among  these  are  ( 1 ) 
insertion  of  additional  multiplicative  divisions  at  the 
myelocytic  stage  with  an  immediate  near  doubling 
of  output  from  the  mitotic  compartment,  (2)  short- 
ening of  the  myelocyte  generative  cycle  times,  and 
(3)  accelerated  transit  through  the  postmitotic  com- 
partment. All  of  these  could  be  effected  without  in- 
creased input  from  stem  cells,  and  clearly  would  ef- 
fect the  most  rapid  increase  in  granulocytopoiesis.  It 
is  possible  that  all  of  these  mechanisms  are  brought 
into  play. 

In  recent  years  knowledge  of  the  generative  cycle 
time  has  been  used  in  helping  determine  the  optimal 
timing  of  the  administration  of  drugs  used  to  de- 
crease cell  production.  These  agents  act  at  different 
points  in  the  cell  cycle  and  it  has  become  more  im- 
portant than  ever  to  understand  the  events  of  the 
generative  cycle  and  factors  that  influence  them. 

If  one  samples  the  blood  as  time  passes  after  a 
subject  has  been  given  a  DNA  label,  it  is  possible  to 
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quantitate  the  amount  of  label  in  the  DNA  of  the 
blood  leukocytes.8  Lymphocytes  can  be  segregated 
from  the  granulocytes  so  lymphocyte  DNA  labeling 
can  be  determined  separately.2'  7  There  are  very 
close  similarities  in  the  curves  of  blood  leukocyte 
DNA  radioactivity  obtained  in  all  species  studied,  in- 
cluding man,  horse,  dog,  and  rabbit. 

A  curve  showing  neutrophil  DNA  activity  is  shown 
in  Figure  2.  At  first  there  is  little  label,  but  there  is 
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Fig.  2.  Blood  granulocyte  DNA  labeling  with  3~P. 

some  and  this  indicates  that  some  cells  formed  since 
the  label  was  given  have  escaped  marrow  to  enter 
the  blood.  After  several  days — from  five  to  seven 
days  in  man — blood  granulocyte  DNA  label  content 
begins  to  rise  rapidly,  signifying  the  entry  into  blood 
of  many  cells  formed  since  the  time  of  label  injec- 
tion. This  interval  represents  the  average  time  spent 
by  these  cells  maturing  in  marrow  after  the  final  mi- 
tosis. Morphological  examination  of  marrow  helps 
explain  this  process.  There  are  many  metamyelocytes 
and  segmented  neutrophils  in  marrow  that  do  not 
divide  and  hence  do  not  make  DNA.  As  previously 
noted,  these  cells  constitute  the  postmitotic  compart- 
ment of  marrow.  From  the  above  observations  of 
blood  granulocyte  DNA  labeling,  it  is  obvious  that 
it  takes  from  five  to  seven  days  for  a  granulocyte  to 
traverse  this  physiologic  compartment.  Put  another 
way,  there  are  enough  preformed  granulocytes  in  the 
marrow  of  man  to  supply  the  normal  daily  require- 
ment for  about  one  week  even  if  production  is  tem- 
porarily suspended.  In  one  study,  77  percent  of  the 
mass  of  granulocytes  in  marrow  was  postmitotic,  and 
it  was  estimated  that  the  quantity  of  cells  in  the 
postmitotic  compartment  exceeded  those  circulating 
in  blood  by  20  to  l.8  There  is  clear  evidence  that 
this  mass  of  granulocytes  in  the  postmitotic  com- 
partment serves  the  important  function  of  providing 
a  ready  reservoir  of  functionally  capable  cells  for 
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times  of  suddenly  increased  need  and  can  with  ap- 
propriate stimuli  be  called  out  of  the  marrow.  It  is 
apparent  from  the  long,  low  plateau  of  blood  granu- 
locyte DNA  label  that  in  the  absence  of  such  stimuli 
the  granulocyte  does  not  after  its  last  division  leave 
the  marrow  helter-skelter,  but  for  the  most  part  is 
committed  there  for  a  time  while  it  gets  ready  to  per- 
form its  function.  Were  this  not  so,  blood  granulocyte 
DNA  label  would  begin  rising  promptly. 

After  the  rapid  rise  in  DNA  label  content,  cyclic 
fluctuations  in  label  concentration  occur.  These  are 
more  readily  visible  in  the  horse  study  plotted  in 
Figure  3.  There  is  better  than  suggestive  evidence 


Fig.  3.  Blood  granulocyte  DNA  labeling  with  '■'■-P. 

that  these  fluctuations  occur  in  man.9  The  preserva- 
tion of  these  cyclic  fluctuations  so  that  they  are  visible 
in  blood  granulocytes  gives  the  biomathematician  a 
powerful  tool  in  the  effort  to  analyze  these  data.1" 
Briefly,  analysis  is  consistent  with  the  supposition 
that  the  peaks  and  valleys  of  the  cycles  are  generated 
by  varying  DNA  synthesis  caused  by  asynchrony 
in  cell  replication  at  the  time  of  early  high  label 
availability.  The  duration,  or  period,  of  these  cycles 
is  a  function  principally  of  the  generation  time.  Ad- 
ditionally, the  visibility  of  the  cyclic  fluctuations  in 
the  DNA  of  blood  granulocytes  confirms  the  orderly 
progression  of  granulocytes  through  the  postmitotic 
pool  and  sets  some  limits  on  variance  about  time  of 
exit  from  marrow,  the  proportion  of  the  postmitotic 
pool  that  may  escape  early,  and  the  like.10 

If  neutrophils  are  removed  from  a  normal  indivi- 
dual, labeled  in  vitro  with  3-DFP,  and  reinfused 
into  the  donor,  they  disappear  from  the  circulation 
in  a  random  manner  with  a  half  disappearance  time 
of  about  six  hours.11  TJiis_jjmJam_disaprjejiijiri£e__ 
means  that  a  cell  that  has  just  entered  blood  is  as 
apt  to  leave  as  one  that  has  been_there  Jor_som_e 
time.  This  is  in  keeping  with  the  concept  that  when  a 
neutrophil  leaves  marrow  to  enter  blood,  it_  is  ready 
to  do  its  job. 

After  reinfusion  of  in  vitro  labeled  neutrophils 
only  about  50  percent  of  the  injected  labeled  cells 
can  be  demonstrated  circulating  after  mixing  has  oc- 
curred. The  remainder  apparently  enter  a  pool  of 


cells  marginated  to  blood  vessel  walls  as  they  can  be 
mduce^Jci_circjikdte_bj^vigo rous^ exercise  of_epin£pb- 
rine  injection^  By  resort  to  such  maneuvers,  up  to 
90  percent  ofjhgjnjected  labeled  neutrophils i  jgJTbe 
demonstrated  circulating  after  mixing  has  occurred. 
Exchange  between  cells  adherent  to  blood  vessel 
walls  and  those  actively  circulating  is  obviously  rapid. 

It  is  known  that  many  neutrophils  leave  the  blood 
to  enter  the  respiratory  and  gastrointestinal  tracts 
where  they  defend  against  bacterial  invasion.  They 
also  move  rapidly  into  any  area  of  inflammation. 
No  large  extravascular,  extramedullary  pool  of  neu- 
trophils has  ever  been  demonstrated,  and  there  is  no 
experimental  evidence  demonstrating  significant  re- 
circulation of  these  cells  once  they  leave  the  blood. 
Thus  it  appears  that  for  the  majority  of  neutrophils, 
travel  through  the  blood  is  a  one-way  trip,  and  their 
exit  heralds  their  demise  as  they  perform  their  func- 
tion. 

A  good  deal  has  been  learned  about  factors  in- 
fluencing the  number  of  circulating  neutrophils.  Sim- 
ple redistribution  of  cells  between  the  circulating  and 
marginated  intravascular  pools  can  produce  either 
neutrophilia  or  neutropenia.  The  former  is  a  regular 
accompaniment  of  vigorous  exercise  or  epinephrine 
injection,  and  the  latter  may  be  a  transient  effect  of 
endotoxin.  The  cells  induced  to  marginate  by  en- 
dotoxin, however,  proceed  to  leave  the  circulation, y- 
and  in  the  subjects  with  normal  marrow,  neutrophilic 
leukocytosis  follows.  In  general  terms  it  is  obvious 
that  the  number  of  neutrophils  in  the  vascular  sys- 
tem will  reflect  the  balance  of  input  and  egress, 
and  that  alterations  of  distribution  between  those 
marginated  and  those  circulating  can  influence  the 
outward  appearance  appreciably.  It  is  also  obvious 
that  what  one  observes  in  blood  at  one  point  in  time 
may  be  a  poor  indicator  of  the  state  of  affairs  in  mar- 
row. 

Perhaps  the  commonest  cause  of  neutrophilic  leu- 
kocytosis is  bacterial  infection.  Contrary  to  what 
might  be  expected,  it  has  been  shown  that  the  cir- 
culating half-time  of  neutrophils  in  established  infec- 
tions is  normal,  but  the  total  blood  granulocyte  pool 
is  so  enlarged  that  the  turnover  rate  is  increased  and 
there  is  thus  increased  delivery  of  neutrophils  to  the 
tissues.14 

There  are  few  data  concerning  the  kinetics  of  per- 
sistent neutropenia.  Ordinarily  the  persistence  of  neu- 
tropenia signifies  a  disorder  in  marrow  function,  for 
normal  marrow  has  the  capacity  to  increase  produc- 
tion many  times  the  usual  rate.  There  have  been  a  few 
reports  of  shortened  circulating  neutrophil  halftime  in 
patients  with  splenomegaly,  but  it  is  not  clear  whether 
in  these  individuals  marrow  delivery  of  neutrophils 
was  normal. 

There  are  no  data  for  the  basophil,  and  compar- 
able data  for  the  eosinophil  are  scant.  The  blood 
eosinophil,  like  the  neutrophil,  is  a  cell  in  transit  from 
where  it  was  formed  to  where  it  will  function.  Like 
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the  neutrophil,  they  are  the  product  of  mitotic  di- 
vision and  differentiation  of  precursor  cells  in  mar- 
row. DNA  labeling  studies  from  a  few  laboratories, 
including  ours,15  suggest  that  the  eosinophil  shares 
many  kinetic  properties  with  the  neutrophil.  There 
is  a  postmitotic  pool  in  marrow,  and  movement 
through  it  appears  to  be  orderly  as  evidenced  by  the 
low  level  of  label  in  blood  eosinophil  DNA  for  the 
first  few  days.  The  size  of  the  postmitotic  pool  ap- 
pears to  be  smaller  than  that  of  the  neutrophil  rela- 
tive to  the  respective  use  rates.  Whether  the  eosino- 
phil exits  the  blood  at  random  is  unsettled,  and  data 
obtained  in  two  subjects  with  marked  eosinophilia15 
suggest  these  cells,  unlike  the  neutrophil,  may  recir- 
culate to  a  significant  extent. 

The  curve  of  blood  lymphocyte  DNA  labeling  is 
dramatically  different  from  that  of  the  neutrophil. 
Figure  4  shows  one  of  these  low,  flat  curves  that 
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Fig.  4.  Blood  lymphocyte   DNA  labeling  with  :!-P. 

indicate  that  there  is  little  DNA  label  in  the  popu- 
lation of  cells  sampled  at  any  time  during  the  study 
This  indicates  that  most  of  the  lymphocytes  in  the 
samples  were  formed  at  some  time  before  label  was 
provided.  It  is  clear  from  other  kinds  of  studies 
that  the  lymphocyte  is  relatively  a  long-lived  cell, 
many  of  them  living  for  years.  The  kinetics  of  these 
cells  are  further  complicated,  since  there  are  func- 
tionally different  kinds  of  cells  among  those  that  can- 
not now  be  distinguished  from  each  other  morpho- 
logically, and  it  is  likely  that  the  kinetic  behavior  of 
a  cell  derives  basically  from  its  function.  This  func- 
tional diversity  of  the  lymphocyte  coupled  with  its 
wanderings  in  and  out  of  the  vascular  system  makes 
lymphocyte  kinetics  a  very  complex  problem. 

CELL  KINETICS  IN  LEUKEMIA 

In  chronic  granulocytic  leukemia  (CGL)  there  is 
an  accumulation  of  grossly  excessive  numbers  of  neu- 
trophils of  all  morphologic  stages  of  development. 
Although  detailed  studies  of  generative  cycle  times 
are  unavailable,  the  per  cell  rate  of  DNA  synthesis 
in  the  aggregate  and  the  mitotic  index  of  the  im- 
mature forms  are  comparable  to  those  of  normal 
cells.111  The  cycle  times  of  blast  cells  in  patients  with 
CGL  in  blast  crisis  are  certainly  no  shorter  than  nor- 
mal.17 

The  DNA  labeling  curves  in  patients  with  CGL 


Fig.    5.    Blood    leukocyte    labeling   in    chronic    granulocytic 
leukemia. 


are  distinctly  different  from  normal,  as  seen  in  Figure 
5.  There  is  no  long,  low  plateau,  but  a  steady  rise  in 
activity  from  time  0.  Part  of  this  is  no  doubt  related 
to  cells  in  blood  that  are  actively  synthesizing  DNA, 
but  a  substantial  contribution  may  be  from  cells  re- 
leased early  into  blood  from  extravascular  sites  such 
as  marrow  and  spleen.  It  is  pertinent  to  note  that  a 
labeling  curve  of  this  general  shape  is  obtained  by 
direct  sampling  of  marrow,  but  the  maximum  in 
marrow  cell  DNA  label  concentration  is  achieved  in 
about  24  hours  after  a  single  injection  of  a  labeled 
DNA  precursor.  DNA  labeling  curves  comparable  to 
those  found  experimentally  in  CGL  can  be  generated 
by  the  computer  from  data  for  normal  granulocyte 
labeling  simply  by  increasing  the  proportion  of  cells 
that  exist  from  the  postmitotic  pool  at  random,  thus 
allowing  their  earlier  entry  into  blood  after  being 
labeled.'"  If  there  were  no  constraints  at  all  on  the 
movement  of  cells  from  marrow  into  blood,  the  blood 
cell  DNA  radioactivity  maximum  should  be  reached 
sooner  than  it  occurs.  This  indicates  that  some_con- 
trol  mechanisms  pertaining  to  cell  release  by  marrow 
are  still  operative  in  CGL. 

Cell  labelrng^with  ^TDFP  has  shown,  as  ex- 
pected, great  expansion  of  the  intravascular  pool  of 
neutrophils.  From  this  point  onward  things  are  not 
as  clear  in  CGL  as  in  normal  subjects.  The  disap- 
pearance curves  are  complex  and  vary  substantially 
from  patient  to  patient,  and  even  in  the  same  patient 
at  different  times.  It_jh2e^jyy3eaxih^Llh£_circulating 
ha]f-|irnp  nf  in  vitro  labeled  cells  is  prolongeci_SOme- 
times  to  several  days.  Why  this  is  so  is  unclear,  but 
it  has  been  shown  that  normal  mature  neutrophils 
hayg_a_normal  circulating  jialf_-time  in  the__patient 
with  CGL,  and  that  thecells  from  patients  with  CGL 
have  a  jTi^on£ed_j-irciilating  time  in  hemopoietic 
normal  subjects.  Thus  the  factors  producing  the  long 
circulating  time  ofjthe  CGL_cells  lie  with  the  cell,  and 
there  is  speculation  that  the  immaturity  of  many  of 
the  CGL  cells  is  the  important  determinant  of  circu- 
lating time.  Immature  cells  do  not  Respond  as  readily 
as  mature  ceTTsHxT  stimuli  to  emigrate  to  tissues  and 
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thus  would  be  likely  to  circulate  longer.  Additionally 
there  is  evidence  that  in  CGL,  in  contrast  to  normal 
subjects,  neutrophils  exchange  extensively  between, 
blood,  spleen,  and  marrow.  Thus,  in  CGL,  recircula- 
tion of  labeled  cells  may  contribute  to  the  prolonged 
circulating  time.  Although  Duvall  and  Perry10  in 
studies  with  B1Cr  did  not  observe  any  differential 
in  labeling  of  young  and  more  mature  cells,  we  have 
observed  on  two  occasions  that  the  younger  cells 
labeled  hotter  with  51Cr  than  did  the  older  cells.  If 
this  holds  true,  the  hotter  labeling  of  younger  cells 
could  make  the  circulating  time  appear  even  longer 
than  it  actually  is.  There  are  conflicting  reports  on 
the  circulating  time  of  mature  neutrophils  in  CGL. 
One  observer  has  reported  them  to  have  a  normal 
half-time,  and  another  has  reported  that  they  circu- 
late longer  than  normal  neutrophils.-"  However  this 
matter  is  settled,  it  is  clear  that  they  do  migrate  well 
into  exudat^s^and'TheiF'efficacv  Tn  combating  bac- 
terial infection  is  evidenced  by  the  lack^)f  any  pro- 
pensity to  infection  in_CGL  patients.  Although  the 
nature  of  the  kinetic  alterations  in  CGL  is  not  thor- 
oughly worked  out,  it  is  obvious  that  overproduction 
at  every  stage  must  occur  to  produce  the  abnor- 
malities found  in  this  disease. 

In  chronic  lymphocytic  leukemia  DNA  labeling 
curves  resemble  those  of  lymphocyte  labeling  in  nor- 
mal subjects,21  reflecting  a  low  rate  of  DNA  synthesis 
on  the  average.  By  other  measures  such  as  the 
mitotic  index  or  labeling  index  determined  radioauto- 
graphically,  the  cell  population  in  chronic  lympho- 
cytic leukemia  also  appears  not  to  be  rapidly  repli- 
cating. There  is  considerable  traffic  of  these  cells 
between  blood  and  masses  of  lymphoid  tissue,  but  it 
is  poorly  understood.  The  presence  of  greatly  en- 
larged masses  of  nodes  makes  the  problem  even  more 
complicated  than  in  the  normal. 

There  are  no  data  about  granulocyte  production  in 
patients  with  acute  leukemia,  but  the  presumption  is 
that  the  profound  granulocytopenia  seen  regularly  in 
these  patients  represents  a  failure  of  production.  The 
reason  for  this  failure  has  not  been  defined,  but 
speculations  range  from  a  "crowding  out"  of  normal 
marrow  to  a  failure  of  cells  to  be  recruited  into  the 
normal  channel  of  granulocytopoiesis. 

There  have  been  many  studies  of  blast  cell  kinetics 
in  acute  leukemia,  and  these  were  recently  reviewed 
by  Clarkson.--  No  attempt  to  review  them  will  be 
made  at  this  time. 

Perhaps  the  single  most  important  bit  of  knowl- 
edge that  has  been  learned  from  the  study  of  cell 
kinetics  in  leukemia  is  the  demonstration  that  there 
is  no  population  of  cells  multiplying  more  rapidly 
than  do  normal  cells.  No  studies  have  been  repOTted 
in  which  there  were  found  leukemic  cells  with  genera- 
tive cycle  times  shorter  thanthose  of  normal  cells. 
Rather  most  investigators  have  found  the  generative 
cycle  time  of  replicating  leukemic  cells  to  be  longer 
than  that  of  normal  hematopoietic  cells.  Surprisingly, 
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most  of  the  leukemic  cells  in  patients  with  acute  leu- 
kemia_j^how_jicL  evidence  -oLjgplication  either  by 
mitotic  activity  of  DNA  synthesis.  Why  these  cells 
pile  up  at  this  stage  of  their  development  is  one  of 
the  crucial  questionsabout  the  pathogenesis  of  this 
disease.  Clearly  these  cells^_cwitinue  to  replicate  in- 
appropriately if  not  rapidly.  It  is  not  known  whether 
this  reflects  the  absence  of  some  inhibitory  stimulus 
to  replication  or  a  TaTTunTon  the  part  of  the  cell  to 
respond  to  such  a  stimulus.  This  same  observation 
holds  true  for  the  chronic  leukemiaTas  well. 

Although  a  great  deal  has  been  learned  about  the 
kinetic  behavior  of  normal  and  leukemic  leukocytes, 
much  work  remains  to  be  done. 
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Immunologic  Aspects  of  Leukemia 


A.  Mvron  Johnson,  M.D. 


""PHE  leukemias  and  lymphomas  are,  in  a  real 
sense,  malignant  diseases  involving  the  cell  sys- 
tems of  the  immunologic  defense  mechanisms.  It 
therefore  follows  that  important  relationships  be- 
tween immunology  and  leukemia  exist.  Lymphocytes 
and  monocytes  are  essential  for  both  cellular  and 
humoral  immunity  and  are  important  contributors 
to  "nonspecific"  inflammatory  processes.  The  vari- 
ous granulocytic  cells  are  effectors  of  inflammation, 
anaphylaxis,  and  the  killing  of  many  invading  micro- 
organisms. 

Our  understanding  of  normal  immunologic  pro- 
cesses has  grown  immensely  during  the  past  two 
decades,  stimulated  particularly  by  research  in  trans- 
plantation. The  recognition  and  evaluation  of  sev- 
eral immunologic  deficiency  states,  both  congenital 
and  acquired,  have  further  increased  this  knowl- 
edge. The  specific  application  of  immunology  to 
malignancy,  including  leukemia,  is  an  area  of  active 
investigation  at  the  present  time. 

NORMAL  IMMUNOLOGIC  MECHANISMS 

Many  reviews  of  the  immunologic  system  have 
appeared  in  recent  years;  a  few  of  the  more  easily 
understood  of  these  are  listed  as  references  1-5.  A 
brief  summary  of  our  present  conceptions  is  pre- 
sented here. 

The  cells  involved  in  immunologic  competency 
(and  in  leukemia)  are  derived  primarily,  if  not  ex- 
clusively, from  the  so-called  pluripotential  stem  cell 


Presented,  in  part,  at  he  Sixth  Annual  Symposium  on  Malignant 
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of  the  bone  marrow.  This  precursor  cell  can  presum- 
ably become  differentiated  into  erythroid,  myeloid, 
monocytoid,  or  lymphoid  series;  the  first  step  in  this 
differentiation  is  the  intermediate,  or  "committed," 
stem  cell.  Neither  form  of  stem  cell  can  be  identi- 
fied unequivocally;  nonetheless,  some  workers  call 
very  undifferentiated  leukemic  cells  "stem  cells." 

The  further  differentiation  of  monocytic  and  mye- 
locytic elements  is  beyond  the  scope  of  this  discus- 
sion, but  will  be  covered  briefly  elsewhere.  However, 
the  maturation  of  lymphocytes  is  vital  to  immu- 
nology. The  lymphocytic  cells,  after  further  matura- 
tion in  the  bone  marrow,  are  released  into  the  periph- 
eral blood  as  "uncommitted"  circulating  lymphocytes, 
with  presumably  no  functional  competence.  These 
uncommitted  cells  are  then  influenced  by  either 
of  two  processing  centers,  the  thymus  or  the 
"bursal  system."  In  the  former  case,  either  or  bothi 
hormonal  and  direct  influences  result  in  an  anti- 
genically  different  but  as  yet  incompetent  "thymo- 
cyte," which  then  develops  functional  capability 
(with  further  antigenic  changes)  and  is  released  to 
take  its  part  in  cell-mediated  immunity  (CMI)  as  a 
"T"  (for  thymus-dependent)  cell.  This  CMI  is  much 
more  complex  than  anyone  dreamed  it  might  be  a  few 
years  ago. 

In  the  chicken,  other  lymphocytes  are  processed 
by  the  bursa  of  Fabricius  and  become  the  potential 
mediators  of  humoral  immunity  as  the  "B"  (foi 
bursa-dependent)  cells.  In  the  process,  these  cells 
develop  binding  or  receptor  sites  for  immunoglobulir 
and  for  antigen-antibody-complement  complexes.  Al- 
though mammalian  lymphocytes  undergo  similar  ma- 
turation, the  organ  or  organs  involved  are  not  knowr 
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with  certainty  as  yet.  The  tonsils,  appendix,  Peyer's 
patches,  lymph  nodes,  spleen,  and  other  sites  of 
lymphoid  tissue  have  been  proposed  as  the  bursal 
equivalent. 

Neither  the  cellular  (T)  nor  the  humoral  (B) 
immunocompetent  cells  can  function  alone,  however. 
It  is  now  known  that  the  monocytes  and  macrophages 
play  a  vital  role  in  antigen  recognition  and  process- 
ing, and  lymphocytes  cannot  be  sensitized  in  the  ab- 
sence of  these  cells.  In  addition,  both  macropha- 
gocytic  and  T  cells  are  necessary  for  sensitization  of 
the  B  cells  before  they  proliferate  into  plasma  cells 
and  begin  producing  humoral  antibody. 

Once  sensitization  has  occurred,  the  destruction  of 
the  specific  antigen  can  take  place  by  any  of  several 
mechanisms,  depending  upon  host  factors  and  the 
type  of  antigen.  These  include:  (1)  direct  killing 
by  sensitized  T  cells  on  contact,  (2)  destruction  by 
local  humoral  factors  released  by  T  cells  following 
antigenic  contact,  (3)  humoral  antibody-comple- 
ment lysis,  and  (4)  phagocytosis  by  polymorphonu- 
clear leukocytes.  All  these  processes  require  antigen- 
antibody  or  antigen-cell  contact,  and  most  of  them 
also  require  complement. 

CELLULAR  ANTIGENS  AND 
IMMUNOTHERAPY 


As  noted  above,  an  antigen — or  a  substance  recog- 
nized by  the  immunologic  system  as  "non-self"  and 
capable  of  inducing  immunity — is  necessary  for  sen- 
sitization and  the  activation  of  immunity.  Much  re- 
search and  thought  have  gone  into  possible  immuno- 
logic relationships  in  the  pathogenesis  and  treatment 
of  malignancies,  all  based  on  the  assumption  (or  at 
least  hope  on  the  part  of  immunotherapists )  that 
the  cells  which  had  begun  to  proliferate  were  im- 
munologically different  from  normal  host  cells.  The 
two  most  prevalent  theories  of  immunologic  etiology 
for  cancer  are  briefly  described  below. 

Immunologic  surveillance.  Thomas'1  and  Burnet7 
i  hypothesized  that  we  all  have  millions  of  cellular 
mutations  daily,  and  that  the  resulting  abnormal 
cells  must  be  recognized  and  destroyed.  If  a  given 
individual's  immunologic  system  is  incapable  of 
recognizing  or  destroying  these  cells,  some  may 
proliferate  and  become  malignant.  The  frequent  oc- 
currence of  leukemia,  and  other  malignancies,  in 
acquired  immunologic  deficiency  states  (including  ac- 
cidental or  therapeutic  immunosuppression  by  irra- 
diation, chemotherapeutic  agents,  or  toxins),  and  in 
<$  congenital  disorders  such  as  agammaglobulinemia, 
Fanconi's  anemia,  and  trisomy  21,  would  strongly 
support  this  hypothesis.  However,  most  individuals 
who  develop  acute  leukemia  have  minimal  if  any 
,  i  immunologic  deficits,  and  these  minimal  deficiencies 
cannot  be  recognized  in  the  majority  of  patients  after 
induction  of  remission.  Normal  lymphocytes  from 
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,„  patients  with  acute  leukemia  in  remission  have  re- 
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Table  1 
Cellular  Antigens 

A.  Blood  group  and  histocompatability  antigens 

B.  Differentiation  antigens 

Organ,  system,  or  maturation  related 

(e.g.,  thymocyte  vs.  lymphocyte  antigens) 
C  Tumor-related  antigens 

1.  Cellular  genes:   Derepression  of  retrodifferentiation   (e.g., 
a,-fetoprotein  and  carcinoembryonic  antigen) 

2.  Viral  gene-coded 

3.  Unknown— ?haptenic,?  altered  cellular  (e.g.,  2°  to  chem- 
ical carcinogens) 


cently  been  shown  to  undergo  transformation  when 
exposed  to  the  patients'  leukemic  cells,  so  that  cellu- 
lar immunity  to  the  malignancy  appears  to  be  in- 
tact.8 Patients  with  chronic  lymphocytic  leukemia 
usually  have  normal  delayed  hypersensitivity  or  CMI 
(with  the  possible  exception  of  homograft  rejection), 
but  abnormal  humoral  immunity.9 

Immunologic  enhancement.  The  Hellstroms10  have 
shown  that  the  persistence  of  solid  tumors  in  certain 
animals  depends  upon  the  production  of  "blocking 
antibodies."  These  antibodies  are  formed  by  the  B 
cells  to  the  abnormal  antigens  on  the  malignant  cells. 
The  antibodies  then  coat  these  cells  and  "block" 
their  recognition  by  the  T  cells.  In  other  words,  ex- 
cessive humoral  immunity  enhances  malignancy  by 
preventing  contact  of  the  sensitized  T  cells  with  the 
malignant  cells  and  thereby  preventing  the  immuno- 
logic killing  of  the  latter.  Blocking  antibodies  have 
been  demonstrated  for  some  solid  tumors  in  human 
beings,  including  neuroblastomas,  but  not  for  leu- 
kemic cells.  Leukemic  cells,  unlike  solid  tumor  cells, 
circulate  and  are  therefore  exposed  to  complement 
and  to  the  reticuloendothelial  system.  Antibody- 
coated  leukemic  cells  are  thus  much  more  likely  to 
be  destroyed  than  are  solid  tumor  cells.  An  addi- 
tional argument  against  this  hypothesis  so  far  as  leu- 
kemia is  concerned  is  that  the  humoral  immunologic 
response  to  antigens,  presumably  including  those 
on  the  leukemic  cells,  is  depressed  in  most  of  the 
immunologic  deficiency  states  which  are  associated 
with  leukemia.  The  recovery  of  normal  immunologic 
responsiveness  is  usually  considered  a  favorable  prog- 
nostic sign. 

All  such  theories  presuppose  that  leukemic  cells 
are  indeed  antigenic.  If  specific  "tumor"  antigens 
exist,  they  would  also  suggest  that  immunotherapy 
might  be  possible.  Cellular  antigens  may  be  roughly 
classified  as  shown  in  Table  1.  Although  certain 
histocompatability  antigens  may  be  associated  with 
lymphomas  and  some  leukemias,  the  nature  of  this 
association  is  unclear.  No  derepression  or  chemical- 
carcinogenic  antigens  have  been  demonstrated  as  yet 
in  either  lymphomas  or  leukemias.  The  latter  antigens 
would  necessitate  individualized  therapy,  since  chemi- 
cally induced  (or  radiation-induced)  cellular  antigens 
are  usually  different  in  each  host.2 

Perhaps  the  most  interest  (and  hope)  lies  in  virus- 
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induced  antigens,  if  such  exist  in  man.  Mann  and  co- 
workers11 at  the  National  Cancer  Institute  have 
shown  that  cells  from  many  patients  with  acute  leu- 
kemia react  with  antiserum  raised  against  Burkitt's 
lymphoma  cells.  This  tumor  is  known  to  be  associ- 
ated with  a  specific  virus,  the  Ebstein-Barr  virus 
(EBV).  In  addition,  patients  with  chronic  lympho- 
cytic leukemia,  in  spite  of  their  overall  humoral  im- 
munologic deficiency,  have  significantly  higher  titers 
of  serum  antibody  to  EBV  than  do  those  with  chronic 
myelogenous  leukemia.  Neither  of  these  studies  is  de- 
finitive, however.  In  the  first,  the  possibility  that  a 
derepression  or  differentiation  antigen  (sec  below) 
is  involved  has  not  been  ruled  out,  and  in  both  cases 
the  involvement  of  EBV  in  the  etiology  of  leukemia 
has  not  been  demonstrated.  The  possibility  of  sec- 
ondary EBV  infection  cannot  be  excluded  yet.  Al- 
though many  animal  leukemias  are  virus-related  and 
have  viral  antigens,  animal  and  human  disease  may 
be  entirely  unrelated. 

Finally,  cellular  differentiation  antigens  may  be 
present  on  leukemic  cells,  although  they  have  not 
been  systematically  searched  for  as  yet  in  human 
disease.  These  antigens  are  those  that  occur  on  or  in 
cells  at  a  specific  stage  of  maturation.  As  mentioned 
before,  the  mouse  thymocyte  acquires  certain  anti- 
gens during  processing  and  emerges  as  an  immuno- 
competent T  cell  with  another,  different  set  of  anti- 
gens. One  form  of  mouse  leukemia,  associated  with 
thymomas,  has  the  antigens  normally  seen  only  in 
the  thymic  cells  and  not  in  circulating  lymphocytes. 
Recent  work  suggests  that  the  B  cells,  particularly 
plasma  cells,  may  also  have  specific  antigens.12  It 
should  be  apparent  that  the  derepression  or  retrodif- 
ferentiation  antigens  (e.g.,  !-fetoprotein  and  car- 
cinoembryonic  antigen  seen  with  hepatic  and  gas- 
trointestinal malignancies)  are  also  differentiation 
antigens  in  a  broad  sense. 

CLASSIFICATION  OF  LEUKEMIAS 

A  few  means  of  classifying  immunologic  cells  have 
been  alluded  to  above,  including  differentiation  anti- 
gens. In  addition,  the  receptor  sites  present  on  the 
various  cells  differ.  These  sites  are  the  basis  for  much 
work  now  in  progress.  Normal  B  cells  have  immuno- 
globulin and  antigen-antibody-complement  (EAC) 
binding  sites,  and  T  cells  and  uncommitted  lympho- 
cytes have  none  of  these.  By  appropriate  techniques, 
it  has  been  shown  that  most  chronic  lymphocytic 
leukemias  are  probably  B-cell  malignancies,  and  that 
most  acute  leukemias  studied  to  date  are  either  un- 
committed-cell or  T-cell  malignancies. 1:!"1,r' 

The  potential  immunologic  subclassification  of 
acute  leukemia  is  of  obvious  interest,  since  cell-ori- 
gin differences  might  explain  differences  in  clinical 
presentation  and  response  to  therapy.  It  is  not  un- 
reasonable to  assume  that  optimum  therapy  may  be 
different  for  the  subclasses   if  such  exist.   Indeed, 
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this  has  been  suggested  by  Mathe's  work  on  im- 
munotherapy as  noted  below. 

In  addition,  immunologic  classification  may  en- 
hance our  understanding  of  the  relationships  between 
immunologic  deficits  and  leukemia.  Do  B  cell  leu- 
kemias predominate  in  individuals  with  agam- 
maglobulinemia, or  does  the  T  cell  system  proliferate 
malignantly  because  of  the  abnormal  stimulus  to 
compensate  for  B  cell  deficiency?  Also,  are  the  hu- 
moral antibody  deficits  in  chronic  lymphocytic  leu- 
kemia a  result  of  altered  maturation  of  the  B  cells, 
or  vice  versa?  The  answers  to  these  and  many  other 
questions  await  further  investigation. 

IMMUNOTHERAPY  OF  LEUKEMIA 

Mathe,  in  France,  has  used  immunotherapy  for 
leukemia  in  many  patients  and  has  reported  excel- 
lent results.1'1  Following  the  induction  of  remission 
with  chemotherapeutic  agents,  patients  have  been 
given  BCG  vaccine,  inactivated  leukemia  cells,  or 
both.  The  BCG  vaccine  is  given  as  an  immunologic 
stimulant,  or  adjuvant,  to  increase  the  individual's  re- 
sponse to  the  injected  malignant  cells  or  his  own. 
Mathe's  results  have  been  most  encouraging  in  cer- 
tain subgroups  of  leukemia,  based  on  morphologic 
characterization  of  the  involved  cells.  Although  this 
has  not  been  studied  to  date,  these  morphologic  dif- 
ferences may  represent  differences  in  cell  origin  and, 
therefore,  in  the  antigens  present. 

Results  in  this  country,  even  with  Mathe's  re- 
agents, have  been  disappointing.  Whether  the  French 
patients  differ  in  some  respect  from  most  patients 
here,  whether  the  therapy  is  still  different,  or  whether 
other  unspecified  causes  for  this  discrepancy  exist  is 
unknown;  some  possible  reasons  for  failure  are  as 
follows: 

1 .  Lack  of  immune  response  by  host 

2.  Poor  immunogenicity  of  antigen 

3.  Lack  of  crossreactivity  between  the  antigen  ad- 
ministered and  the  patient's  tumor 

4.  "Tumor  enhancement"  by  circulating  anti- 
bodies 

5.  Ineffective  antigen  (tumor) — antibody  ratios, 
other  than  those  in  1  and  4  above 

Passive  immunization  by  the  administration  of 
antibody-containing  plasma  abruptly  reduces  the 
number  of  leukemia  cells  in  some  patients,  however,17 
so  the  possibility  of  specific  immunotherapy  remains 
a  big  hope  for  the  future. 

SUMMARY 

Since  leukemia  involves  the  very  cells  of  im- 
munity, the  association  of  altered  immunologic  com- 
petency and  leukemia  is  obvious.  As  yet,  however, 
the  cart  and  the  horse  are  hard  to  differentiate.  As! 
our  knowledge  of  immunology  increases,  our  under- 
standing of  leukemic  cells  increases.  Ultimately,  more 
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reasonable  and  efficient  classification  and  therapy  of 
this  frustrating  group  of  disorders  may  result. 
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Youth  is  the  season  for  mirth  and  cheerfulness.  Let  it  therefore  be  indulged.  It  is  an 
absolute  duty.  To  lay  in  a  stock  of  health  in  time  of  youth,  is  as  necessary  a  piece  of 
prudence  as  to  make  provision  against  the  decays  of  old  age.  While  wife  Nature  prompts 
the  happy  youth  to  join  in  sprightly  amusements,  let  not  the  severe  dictates  of  hoary  age 
forbid  the  usual  impulse,  nor  damp,  with  serious  gloom,  the  season  destined  to  mirth  and 
innocent  festivity. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention 
and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc.,  Richard  Folwell,   1799,  p.  357. 
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Definition  and  Classification  of  Acute  Leukemia 


Jeffress  G.  Palmer,  M.D. 


A  CUTE  leukemia  is  recognized  by  the  presence  of 
an  increased  number  of  undifferentiated  cells  in 
the  marrow  and  elsewhere  in  the  body.  These  cells 
resemble  the  normal  undifferentiated  precursors  of 
blood  cells,  and  all  the  clinical  manifestations  of  the 
disease  can  be  attributed  to  them.  Anemia,  whether 
due  to  replacement  by  these  cells  or  their  failure  to 
enter  erythropoiesis,  is  an  invariable  feature  of  the 
disease.  Increased  susceptibility  to  infection  is  due  to 
diminished  granulocyte  production;  this  problem  may 
be  compounded  by  immunologic  deficiency,  although 
no  consistent  immunologic  abnormality  has  been 
demonstrated  in  untreated  patients  by  currently  avail- 
able techniques.  Bleeding  results  from  inadequate 
platelet  production  or,  in  some  instances,  interference 
with  the  coagulation  mechanism  by  substances  de- 
rived from  the  abnormal  cells.  Infiltration  of  various 
organs  by  these  cells  accounts  for  the  remaining  fea- 
tures of  the  disease.  They  are  found  regularly  in  the 
lymphatic  tissues,  spleen,  and  liver.  They  often  infil- 
trate the  lung,  gastrointestinal  tract,  endocrine  glands, 
and  vessels  and  meninges  of  the  nervous  system,  and 
may  be  found  almost  anywhere  in  the  body,  impair- 
ing the  function  of  the  involved  structure. 

Acute  leukemia  thus  can  be  defined  as  the  pres- 
ence in  the  body  of  excessive  numbers  of  undiffer- 
entiated hematopoietic  cells  without  identifiable 
cause.  Known  stimuli  to  blood  cell  production  such 
as  infection  or  hemorrhage  will  induce  a  prolifera- 
tion of  undifferentiated  hematopoietic  precursors.  In 
most  cases  these  are  easily  recognizable  because  the 
stimulus  is  obvious,  and  because  there  is  an  accom- 
panying proliferation  of  the  more  differentiated  pre- 
cursors. Occasionally,  as  in  a  recovery  phase  of 
drug-induced  cytopenia,  or  some  "leukemoid"  reac- 
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tions,  the  proliferation  of  later  differentiating  cells 
may  be  temporarily  absent.  In  other  cases  neo- 
plasms of  other  cells  such  as  neuroblastoma  or  lym- 
phoma may  resemble  hematopoietic  cells,  and  may  be 
confused  with  acute  leukemia.  But  these  circum- 
stances do  not  invalidate  this  definition,  and  a  phy- 
sician should  be  satisfied  that  it  is  fulfilled  before 
making  the  diagnosis. 

HISTORICAL  HIGHLIGHTS 

To  understand  the  current  classification  of  acute 
leukemia  requires  consideration  of  the  history  of  the 
disease.  Acute  leukemia,  as  distinguished  from 
chronic  leukemias,  was  first  described  by  Friedreich1 
in  1857.  During  most  of  the  nineteenth  century  the 
disease  was  not  clearly  separated  from  lymphocytic 
leukemia  which  it  resembled,  and  it  was  usually  so 
diagnosed.  Whether  it  was  designated  acute  or 
chronic  was  determined  on  clinical  rather  than  cy- 
tologic grounds.  That  this  was  true  even  into  the 
twentieth  century  is  illustrated  by  the  title  of  Auer's 
paper2  describing  the  structures  which  have  sub- 
sequently come  to  be  considered  a  hallmark  of  leu- 
kemic myeloblasts. 

With  the  development  of  staining  techniques  by 
Ehrlich,  he  recognized  that  cells  existed  in  the  mar- 
row which  superficially  resembled  lymphocytes,  but 
differed  in  that  they  were  larger,  and  had  a  finer 
chromatin  pattern  and  obvious  nucleoli.  Since  they 
appeared  to  give  rise  to  the  more  numerous  differ- 
entiating marrow  cells  they  were  designated  as  mar- 
row blasts,  or  myeloblasts.  Naegeli,  a  dominant  figure 
in  European  hematology  during  the  first  quarter  of 
this  century,  believed  that  these  rather  than  lympho- 
cytes were  the  cells  involved  in  acute  leukemia,  and 
vigorously  opposed  the  contention  of  Schilling  that 
acute  leukemia  of  monocytes  existed.3 

The  problem  of  the  origin  of  the  cells  of  acute 
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leukemias  was  intertwined  with  discussions  of  that 
time  concerning  the  origin  of  blood  cells.  If  a  single 
precursor  gave  rise  to  the  several  types  of  blood  cells, 
acute  leukemia  should  involve  only  a  single  cell  type. 
On  the  other  hand  if  the  several  blood  cell  types 
had  different  precursors,  one  might  expect  several 
types  of  acute  leukemia.  Since  it  was  generally  be- 
lieved that  lymphocytes  and  granulocytes  originated 
in  different  anatomic  sites,  and  since  there  are  clearly 
different  varieties  of  chronic  leukemia,  most  people 
have  accepted  that  there  are  lymphoblastic  and  mye- 
loblastic  types  of  acute  leukemia.  The  degree  of  ac- 
ceptance of  monocytic  acute  leukemia  has  varied 
from  place  to  place,  and  adherents  to  polyphyletic 
theories  have  filled  nosologic  gaps  by  describing 
cases  of  acute  erythroleukemia  and  acute  megakaryo- 
cyte leukemia. 

MORPHOLOGIC  FEATURES  OF  LEUKEMIC 
CELLS 

In  practice,  classification  of  acute  leukemias  is 
based  on  judgment  as  to  the  direction  differentiation 
of  the  blast  cells  appears  to  be  taking.  Although  an- 
cillary clinical  features  are  often  used  in  making  this 
judgment,  in  the  final  analysis  it  rests  on  morphologic 
features  of  the  leukemic  cells  themselves,  features 
which  at  times  may  be  quite  subtle.  If  many  of  the 
cells  contain  cytoplasmic  granules,  which  may  be 
made  more  discernible  by  peroxidase  staining,  the 
leukemia  is  considered  to  be  myeloblastic  or  mono- 
blastic,  since  differentiated  forms  of  granulocytes 
and  monocytes  contain  such  granules.  The  demon- 
stration of  oxidase  activity  in  Auer  rods4  led  to  their 
becoming  associated  with  these  types  of  leukemia. 
The  presence  of  more  skein-like  chromatin,  with 
folds  and  clefts  in  the  nucleus  which  are  characteris- 
tics of  monocytes,  leads  to  classification  as  mono- 
cytic acute  leukemia.  Lymphocytes,  like  the  un- 
differentiated hematopoietic  cells,  lack  distinctive 
cytoplasmic  structures,  but  have  more  clumped  chro- 
matin. The  presence  of  greater  degrees  of  clumping 
about  the  nucleoli  and  nuclear  rim  leads  to  char- 
acterization of  the  leukemia  as  lymphoblastic,  par- 
ticularly if  the  cytoplasm  is  scanty  as  it  is  in  many 
lymphocytes. 

It  has  been  stated  that  "morphology  is  more  an 
art  than  a  science,"  and  "the  morphologic  distinc- 
tion between  lymphoblasts  and  myeloblasts  is  better 
seen  than  described.""'  While  this  is  undoubtedly 
true,  to  be  useful  a  classification  of  acute  leukemia 
must  have  a  fairly  high  degree  of  reproducibility  in 
the  hands  of  different  observers.  In  a  study  of  this 
point  done  several  years  ago  by  members  of  acute 
leukemia  group  B,6  slides  from  42  patients  identified 
only  by  a  code  number,  without  clinical  information, 
were  circulated  among  the  group.  Slides  from  the 
same  patients,  with  different  code  numbers,  were 
also  passed  around  several  times.  Observers  were 
asked  to  classify  the  slides  simply  as  lymphoblastic, 


Table  1 

Histologic  Classification  of  Specimens  from  11  Patients 
by  Nine  Observers 


Patient 

Lympho- 
blastic 

Myelo- 
blastic 

Myelomono- 
cytic 

Unclass- 
ified 

1 

2 

8 

5 

1 

2 

5 

4 

2 

2 

3 

0 

2 

7 

1 

4 

11 

0 

0 

0 

5 

1 

7 

4 

1 

6 

4 

3 

0 

2 

7 

1 

5 

11 

0 

8 

3 

1 

0 

1 

9 

2 

2 

0 

1 

10 

2 

3 

0 

1 

11 

3 

2 

0 

0 

myeloblastic,  or  unclassified.  Unanimous  agreement 
was  obtained  on  the  classification  of  only  13,  a  ma- 
jority (at  least  one  more  than  half  of  the  observers) 
agreed  on  20  cases,  and  in  the  remaining  9,  even  a 
majority  agreement  was  not  achieved.  Review  of  the 
material  from  the  same  patient  by  the  same  observers 
at  different  times  revealed  about  70  percent  agree- 
ment. Analysis  of  the  cytologic  features  on  which 
distinctions  were  made  showed  that  those  to  which 
the  most  weight  was  given,  other  than  Auer  rods 
and  granules,  were  abundance  of  cytoplasm  and 
cellular  pleomorphism,  rather  than  characteristics 
specifically  related  to  differentiation. 

In  this  institution  a  similar  study  is  being  carried 
out  with  smears  being  independently  classified  by 
nine  different  observers  from  the  departments  of 
medicine,  pediatrics  and  pathology.  Representative 
results  on  eleven  patients  are  shown  in  Table  1. 
While  unanimous  agreement  has  been  obtained  on 
some  cases,  substantial  but  variable  disagreement 
existed  in  most,  and  many  instances  of  observer  dis- 
agreement with  himself  are  being  found.  Although 
done  in  one  institution,  any  one  or  more  of  these 
individuals  might  have  been  responsible  for  making 
the  classifications  in  any  modern  clinical  study  of 
acute  leukemia  in  which  classification  was  required, 
had  circumstances  so  developed. 

In  an  effort  to  improve  the  classification,  Hay- 
hoe  and  co-workers7  applied  other  cytochemical 
stains  and  concluded  that  acute  leukemia  could  be 
roughly  classified  into  four  groups.  One  correspond- 
ing to  lymphoblastic  leukemia  had  cells  taking  little 
or  no  fat  stain  (Sudan  black)  but  showing  PAS  posi- 
tive granules  often  appearing  in  larger  chunks.  Mye- 
loblastic leukemias  showed  cells  with  heavier  Sudan 
black  staining  and  little  PAS  positivity,  and  myelo- 
monocytic  leukemias,  forming  a  larger  number  of 
cases  than  myeloblastic,  had  less  Sudan  positivity. 
A  fourth  group,  erythroleukemia,  was  readily  iden- 
tifiable on  Romanowsky  staining;  PAS  staining  of  the 
immature  cells  was  prominent.  This  group,  as  has 
been  noted  by  others,  often  shifted  with  the  passage 
of  time,  or  following  transfusions,  showed  the  char- 
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acteristics  associated  with  typical  myeloblastic  or 
myelomonocytic  leukemia.  With  cytochemical  stains, 
however,  a  residue  of  unclassifiable  cases  remains 
which  is  not  appreciably  smaller  than  that  found  with 
Romanowsky  stains. 

CLINICAL  FEATURES 

Many  different  clinical  features  have  come  to  be 
associated  with  one  or  another  cytologic  variety  of 
acute  leukemia;  some  of  these  are  shown  in  Table  2. 
Lymphoblastic  leukemia  is  the  predominant  variety 
in  childhood;  as  the  age  range  increases,  myeloblastic 
leukemia  becomes  more  frequent,  and  cases  diag- 
nosed as  myelomonoblastic  or  monocytic  form  a 
larger  proportion  of  acute  leukemias  in  patients  over 
50.  Parallel  with  the  age  distribution  is  the  response 
to  therapy.  Using  the  best  results  from  modern  com- 
bination drug  schedules  more  than  80  percent  of 
patients  with  lymphoblastic  leukemias  may  be  in- 
duced to  enter  complete  remission,  and  good  remis- 
sion rates  are  achieved  even  with  single  drugs.  In 
myeloblastic  and  myelomonocytic  leukemias,  the  best 
reported  programs  achieve  remissions  in  little  more 
than  50  percent,  and  responses  to  the  more  widely 
used  antileukemic  agents  as  single  drugs  is,  at  best, 
sporadic. 

Lymphatic  hyperplasia  is  said  to  be  more  promi- 
nent in  lymphoblastic  leukemia  and  an  increase  in 
differentiated  granulocytes  is  used  as  evidence  that 
the  leukemia  is  myeloblastic.  Muramidase,  an 
enzyme  present  in  differentiated  granulocytes  and 
monocytes,  is  thought  to  be  secreted  by  the  latter, 
and  highest  serum  levels  are  seen  in  cases  classified 
as  monocytic.  Elevated  serum  B12  levels  and  absent 
neutrophil  alkaline  phosphatase  activity  in  myelo- 
blastic leukemia  parallel  the  findings  in  chronic 
granulocytic  leukemia. 

These  clinical  manifestations  are  epiphenomena — • 
consequences  of  the  disease — and  are  not  an  integral 
feature  of  the  blood  cell  proliferation  which  is  the 
fundamental  disease  process.  Thus  whether  one  of 
these  manifestations  occurs  with  greater  frequency  in 
lymphoblastic,  myeloblastic  or  monoblastic  leukemia 
is  determined  by  the  reliability  of  the  cytologic  classi- 
fication based  on  blast  cell  morphology.  It  is  possible 


that  a  classification  of  acute  leukemia  syndromes 
could  be  made  using  only  epiphenomena  without  re- 
gard to  cytology,  but  there  appears  to  have  been  ! 
no  systematic  effort  to  do  so.  For  example,  it  has 
not  been  shown  that  those  patients  with  elevated 
serum  muramidase  have  a  high  frequency  of  gum  in- 
volvement, or  that  hypodiploidy  is  significantly  corre- 
lated with  elevated  serum  vitamin  B12  levels  and  ab- 
sence of  neutrophil  alkaline  phosphatase  activity. 
Enough  experience  has  accumulated  to  say  that  re- 
sponsiveness to  therapy  is  statistically  correlated  with 
age,  but  beyond  this,  cytologic  classification  is  an  in- 
tegral feature  of  any  subdivision  of  acute  leukemias. 

CURRENT  CONCEPTS 

In  view  of  these  difficulties  in  morphologic  clas- 
sification it  is  appropriate  to  reexamine  the  premises 
on  which  classification  rests  in  the  light  of  current 
understanding  of  the  genesis  of  blood  cells  and  the 
function  of  their  morphologic  features. 

Granulocytes,  erythrocyes,  platelets,  and  probably 
monocytes  are  cells  with  a  finite  life  span,  and  must 
be  continually  replaced.  They  develop  in  the  marrow 
through  cell  division  and  differentiation,  processes 
which  occur  in  part  simultaneously.  They  ultimately 
derive  from  "stem  cells,"  as  depicted  in  Figure  1. 

Stem  cells  are  defined  by  three  characteristics. 
They  must  be  capable  of  (1)  self-replication,  (2) 
differentiation,  and  (3)  response  to  stimuli,  such  as 
hemorrhage  or  infection,  by  changing  their  rate  of 
proliferation.  Considerable  work  in  recent  years  sug- 
gests that  cells  having  these  characteristics  may  be 
either  pluripotential  or  committed  to  the  production 
of  particular  types  of  differentiated  cells.8  Stem  cells 
cannot  be  identified  with  certainty  by  their  mor- 
phology; current  evidence  suggests  that  they  have  the 
appearance  of  some  varieties  of  lymphocytes,9  and 
would  probably  be  included  as  such  in  a  routine 
marrow  differential  count.  Neither  the  tissue  cell 
commonly  designated  as  reticulum  cell  nor  the  mye- 
loblast behaves  in  kinetic  studies  as  a  stem  cell,  nor 
is  there  evidence  that  the  abnormal  cells  of  any 
patient  with  acute  leukemia  possess  these  three  char- 
acteristics. 

The   position   of  lymphocytes   in   this   scheme  is 


Table  2 
Clinical  Features  of  Varieties  of  Acute  Leukemia 


Lymphoblastic 

Myeloblastic 

Monocytic 

Age 

Predominately  in  children 

Predominately  in  adults 

More  often  in  elderly 

Prelukemia 

absent 

occasionally 

occasionally 

Lymphadenopathy  Splenomegaly 

+  + 

+ 

+ 

Gingival  Infiltration 

— 

— 

+  + 

Chromosomes 

Nl.  or  hyperdiploid 

Nl.,  hypodiploid  or  hyperdiploid 

Variable 

Eosinophils  Basophils 

— 

may  be  increased 

— 

Muramidase 

— 

± 

+  + 

Serum  B12 

nl. 

Elevated 

— 

Neutrophil  Alkaline  phosphatase 

Present 

Absent 

— 

Response  rates 

>80% 

>50% 

low 
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Fig.  1.  Development  of  blood  cells  with  points  at  which  blast  cells  are  found. 


somewhat  different  from  that  of  other  blood  cells. 
There  is  considerable  traffic  of  lymphocytes  between 
the  blood  and  lymph  nodes  and  other  extravascular 
sites  such  as  spleen  and  lymphatic  tissue  associated 
with  the  intestine.  One  type  of  lymphocyte,  in- 
fluenced by  the  thymus,  may  divide  when  exposed 
to  antigens  or  other  mitogens  such  as  phytohemag- 
glutinin;  these  cells  are  responsible  for  the  immuno- 
logic manifestations  of  delayed  hypersensitivity.  An- 
other group  of  lymphocytes  may  divide  or  transform 
into  plasma  cells  and  are  involved  in  immunoglo- 
bulin production.  While  some  of  these  lymphocytes 
may  be  produced  in  lymphatic  tissues,  their  ulti- 
mate origin  or  that  of  their  precursor  lymphocytes  is 
the  marrow.  In  view  of  the  indefinitely  long  life 
span  of  lymphocytes,  and  the  possible  sources  of  re- 
placement in  extramedullary  sites,  the  number,  if  any, 


repressed 
SNA 
nucleoprotein 


his  tones,  acidic  proteins 


formed  in  the  marrow  in  normal  stable  conditions  is 
unknown. 

Blast  cells  in  this  scheme  are  assigned  a  different 
status  from  the  position  they  occupy  in  most  tables 
of  blood  cell  geneology,  as  indicated  by  the  use  of 
lower  case  type;  for  a  blast  cell  is  defined  and  identi- 
fied by  its  morphology,  not  by  its  ancestors  or  des- 
cendants. It  is  a  cell  generally  lacking  features  of  dif- 
ferentiation, with  finely  dispersed  chromatin  and 
nucleoli.  Some  blasts,  such  as  those  associated  with 
red  cell  formation  or  those  resulting  from  mitogen 
transformation  of  lymphocytes,  have  more  intense 
cytoplasmic  basophilia  than  others.  This  is  related  to 
the  RNA  concentration  in  the  cytoplasm  and  is  not  a 
feature  of  differentiation.  Differentiation  is  deter- 
mined by  the  kind  of  protein  synthesized  by  the 
RNA,  not  the  quantity.  Blast  cells,  then,  are  not  a 

derepressed 
DNA 
acetylation,  phosphorylation 


DNA 


enzymes,  e.g.  DNA  polymerase 


e.g.  microtubules,  membrane 

Fig.  2.  Biochemical  events  related  to  blood  cell  morphology. 


September   1973,  NCMJ 


705 


class  of  cells,  like  eosinophils  or  macrophages,  but 
"blastness"  is  the  morphologic  appearance  of  an  un- 
differentiated cell  in  a  particular  state  of  activity.  In- 
creased numbers  of  cells  exhibiting  "blastness"  is, 
then,  the  characteristic  which  defines  acute  leukemia. 

The  principal  morphologic  feature  which  distin- 
guishes blast  cells  is  the  fine,  dispersed  character  of 
the  chromatin.  This  is  apparent  in  both  light  and 
electron  microscopy,  although  it  is  masked  to  some 
extent  in  histologic  sections.  Such  dispersed  chroma- 
tin, termed  "euchromatin"  in  contrast  to  coarse  con- 
densed "heterochromatin,"  appears  to  be  the  form  in 
which  chromatin  is  biochemically  active.  Some  of  the 
activities  related  to  the  physical  state  of  chromatin 
are  listed  in  Figure  2,  which  is  a  simplified  version  of 
some  current  concepts  in  cell  biology  related  to  the 
problem  of  acute  leukemia. 

Other  than  nucleic  acids,  the  principal  macromo- 
lecular  constituents  of  the  nucleus  are  histones  and 
chromosomal  acidic  proteins.  These  nucleoproteins 
are  concentrated  in  the  heterochromatin  more  than 
in  extended  euchromatin.  With  gene  activation,  these 
proteins  undergo  acetylation  and  phosphorylation.10 
Labelled  RNA  precursors  are  taken  up  in  extended 
and  not  in  condensed  chromatin.  Actinomycin  D, 
and  certain  fluorescent  basic  dyes  such  as  acridine 
orange  also  bind  to  this  type  of  chromatin.  These 
processes — changes  in  histone  acetylation,  paralleling 
changes  in  chromatin  dispersion,  gene  activity  and 
RNA  synthesis — have  been  demonstrated  in  such  di- 
verse systems  as  regenerating  liver  cells,  maturing 
avian  erythrocytes,  thymocytes,  and  phytohemagglu- 
tinin-stimulated  lymphocytes. 

RNA  directs  protein  synthesis,  including  nucleo- 
proteins, structural  proteins  of  the  cell,  and  enzymes. 
Morphologic  features  of  cells  are  determined  by  the 
production  and  organization  of  structural  proteins 
and  enzyme  products.  A  notable  example  is  seen  in 
the  process  of  mitosis,  in  which  separation  and  or- 
ganization of  chromosomes  is  intimately  associated 
with  the  microtubular  proteins  of  the  spindle.  Such 
proteins  are  also  concerned  with  the  shapes  into 
which  cell  nuclei  become  distorted.11  The  synthesis 
of  membranes  which  bind  intracellular  organelles, 
and  the  synthesis  of  enzymes  which  regulate  other 
activities  of  cells  including  DNA  synthesis  and  repair, 
are  directed  and  performed  by  the  various  ribonu- 
cleic acid  species. 

These  phenomena  are  clearly  relevant  to  the  de- 
rangement in  acute  leukemia,  and  the  morphologic 
manifestations  of  the  disease  should  be  viewed  with 
them  in  mind. 

There  are  certain  morphologic  features  of  leu- 
kemia which  are  characteristic  of  leukemic  cells  and 
not  of  normal  cells.  Abnormal  mitoses  with  aneu- 
ploidy  is  found  in  about  half  the  cases,  but  even 
more  common  is  a  fuzzy,  indistinct  appearance  of 
metaphase  chromosomes.12  The  physicochemical 
basis  for  this  is  unknown,  but  invites  speculation. 


Indentation  and  clefts  which  often  occur  in  the  nu- 
cleus of  leukemic  blast  cells  known  as  paramyelo- 
blasts or  Rieder  cells  may  result  from  abnormal 
microtubular  proteins,  and  a  derangement  of  the 
same  structures  could  account  for  the  failure  of  seg- 
mentation producing  the  Pelger  anomaly  often  found 
in  the  neutrophils  of  leukemic  patients.  Auer  rods,  a 
morphologic  feature  found  only  in  leukemic  cells, 
appear  to  be  abnormally  formed  lysosomes,  and  thus 
are  evidence  of  abnormal  organization  of  intracellu- 
lar membranes. 

Current  views  are  that  the  fundamental  defect  in 
leukemia  is  in  DNA,  possibly  the  introduction  into 
it  of  a  viral  genome,  and  chemotherapeutic  agents 
are  believed  to  act  by  impairing  DNA  synthesis  or 
transcription.  Two  of  the  more  effective  agents, 
vincristine  and  corticosteroids  do  not  have  obvious 
effects  at  this  point.  Vinca  alkaloids  have  a  specific 
affinity  for  microtubular  proteins.  Corticosteroids 
are  known  under  certain  circumstances  to  increase 
the  amount  of  heterochromatin  without  inhibiting 
histone  acetylation,  to  inhibit  RNA  synthesis,  and  to 
inhibit  lymphocyte  tranformation  into  blast  forms. 
The  mode  of  action  of  1 -asparaginase  is  believed  to 
be  at  some  point  other  than  DNA  synthesis,  and  al- 
kylating agents  and  antimetabolites  are  clearly  active 
in  other  biochemical  processes  as  well  as  in  DNA 
synthesis  and  function. 

CONCLUSION 

These  speculations  are  not  intended  to  support  or 
refute  the  current  classification  of  leukemia,  and  no 
new  modified  version  is  proposed.  My  intention  is 
rather  to  focus  attention  on  the  clues  which  mor- 
phologic expressions  may  provide  to  a  cell's  bio- 
chemical, physiologic,  and  pathologic  activities.  As 
Hayhoe  and  others7  have  stated:  "Sometimes  the  dis- 
covery of  the  cause  brings  about  a  more  accurate 
description  of  the  clinical  pattern;  more  often  a  pre- 
cise clinical  description  is  an  essential  first  step  to- 
wards discovery  of  the  cause." 
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Neurosurgical  Management  of  Intractable  Pain 


J.  Paul  Ferguson,  M.D.,  and 
Gordon  S.  Dugger,  M.D. 


'T'HE  symptom  of  pain  is  common  to  most  history 
and  physical  examinations  and  can  be  related  to 
diverse  disease  processes.  Frequently,  it  is  the  only 
symptom  that  leads  a  patient  to  seek  a  physician's 
assistance.  Pain  has  many  qualities,  many  of  which 
are  nonspecific,  unmeasurable,  and  often  uninter- 
pretable.  Unfortunately,  the  cause  cannot  always  be 
corrected  though  the  pain  can  be  controlled.  Where 
patients  are  concerned,  pain  is  thought  of  as  a  simple 
complaint  or  symptom.  The  physician,  however, 
must  remember  that  pain  is  a  concept,  not  simple  but 
complex.  The  physiological  reception  and  transmis- 
sion of  pain  over  anatomical  pathways  must  be  con- 
sidered apart  from  its  conscious  interpretation. 

Pain  is  esentially  an  adaptive,  protective  mechan- 
ism in  which  the  destruction  of  tissue  or  the  threat 
of  destruction  signals  the  need  for  behavioral  change 
and  the  avoidance  of  injury.1  Because  the  behavioral 
aspects  of  the  symptom  complex  called  pain  produce 
a  great  deal  of  confusion,  one  of  the  most  important 
problems  in  handling  pain  syndromes  is  diagnosis. 
The  pain  with  its  characteristic  suffering  must  be 
treated,  however,  regardless  of  how  confusing  the  be- 
havioral component  may  be. 

In  many  instances  pain  itself  can  be  partially  re- 
lieved with  aspirin  or  other  non-narcotic  analgesics  in 
combination  with  sympathetic  management  of  the  be- 
havioral component.  It  is  emphasized  that  narcotic 
agents  rarely,  if  ever,  are  indicated  in  the  manage- 
ment of  severe,  intractable,  chronic  pain.  All  too  fre- 
quently patients  with  intractable  pain  require  ever 
increasing  dosages  of  narcotics  and  obtain  ever  de- 
creasing satisfactory  relief.  Despite  attempts  to  de- 
crease dosages  and  alternate  narcotics,  tolerance  to 
the  drugs  develops  and  the  entire  situation  is  made 
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worse  by  deleterious  side  effects  and  drug  depend- 
ence. Whereas  the  appreciation  of  pain  is  basically 
a  protective  mechanism,  intractable  pain  is  a  de- 
structive force  and  should  be  treated  before  drug  de- 
pendence is  established.  The  progress  made  in  the 
field  of  pain  control  has  made  available  a  number  of 
techniques  that  can  be  offered  to  patients  suffering 
from  intractable  pain  and  without  the  risk  of  narcotic 
dependence. 

The  early  discovery  of  the  differences  between  sen- 
sory and  motor  roots  and  the  later  realization  that 
sensation  could  be  abolished  without  producing  pa- 
ralysis laid  the  foundation  for  surgical  relief  of  clini- 
cal pain.  As  a  result,  many  surgical  lesions  have 
been  made  in  both  the  peripheral  and  central  nervous 
systems  in  attempts  to  relieve  pain.  As  the  knowledge 
of  the  mechanisms  involved  in  the  transmission  and 
projection  of  pain  has  increased,  so  has  the  success 
in  finding  better  ways  to  treat  pain  syndromes. 

Classically,  it  was  taught  that  pain  was  a  sensa- 
tion perceived  by  specialized  receptors,  conducted  by 
neurons  of  the  spinal  ganglia,  synapsing  in  the  spinal 
cord  and  then  ascending  through  the  lateral  spino- 
thalamic tract  to  the  thalamus  where  it  was  con- 
sciously perceived.  More  recently  investigators  in 
neurosciences  have  demonstrated  that  the  classic  pain 
receptors  also  subserve  other  functions.  It  is  also 
recognized  that  only  a  small  percentage  of  fibers  in 
the  lateral  spinothalamic  tract  actually  reach  the 
thalamus.  In  more  recent  years  attention  has  been 
directed  toward  a  pathway  with  synapses  at  multiple 
levels  in  the  reticular  core  of  the  nervous  system  and 
considered  as  a  diffuse  network  as  opposed  to  a  well 
defined  anatomical  pathway.2'  3 

A  recent  hypothesis  that  has  evoked  clinical  inter- 
est is  the  gate  control  theory.4  This  theory  proposes 
that  the  phenomenon  of  pain  is  determined  by  inter- 
actions evoked  by  nerve  impulses  resulting  from  pe- 
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ripheral  stimulation.  The  interaction  occurs  centrally 
where  a  mixed  sensory  input  reaches  a  central  site. 
There  large  fiber  impulses  inhibit  while  small  fiber 
impulses  facilitate  the  transmission  of  pain.  The  large 
fibers  contained  within  the  dorsal  columns  of  the 
spinal  cord  act  as  a  central  control  trigger  modulating 
the  transmission  of  impulses  from  the  substantia  gela- 
tinosa,  which  is  functioning  as  a  gate  control  system 
acting  on  afferent  impulses  before  they  influence 
central  transmission  cells.  The  central  transmission 
cells  are  responsible  for  the  perception  and  response 
of  painful  stimuli.  Clinically,  one  could  increase  large 
nerve  fiber  firing  in  an  attempt  to  inhibit  the  pain 
impulses  coming  into  the  central  nervous  system  over 
small  nerve  fibers. 

Through  our  increased  knowledge  of  neurophy- 
siology and  neuroanatomy  a  greater  selection  of  neu- 
rosurgical procedures  has  evolved  to  treat  the  patient 
with  intractable  pain  syndromes.  Neurosurgical  pro- 
cedures for  pain  relief  are  multiple  and  because  of 
the  complexity  of  some  procedures  all  cannot  be 
fully  covered  here.  Some  techniques  are  useful  in 
destroying  the  input  to  pain  circuits.  Other  proce- 
dures modify  a  patient's  response  to  pain.  The  dis- 
cussion in  this  paper  will  cover  the  procedures  which 
appear  to  be  most  useful  and  most  applicable  to  the 
more  common  clinical  situations. 

PROCEDURES 

Peripheral  neurectomy 

Peripheral  neurectomy,  although  one  of  the  sim- 
plest procedures  to  perform,  has  a  restricted  use  in 
the  treatment  of  intractable  pain  syndromes.  This  is 
particularly  true  where  the  pain  arises  from  malignant 
disease.  While  neurectomy  of  peripheral  branches  of 
the  trigeminal  nerve  is  still  utilized  in  the  treatment 
of  trigeminal  neuralgia,  because  of  the  rapidity  of  re- 
generation the  use  of  this  procedure  must  be  re- 
stricted to  persons  accepting  the  risk  of  only  short- 
term  pain  relief  as  is  true  for  neurectomy  at  other 
sites. 

Rhizotomy 

Rhizotomy  is  the  destruction  of  the  sensory  nerve 
root  and  can  be  performed  either  surgically  or  chemi- 
cally. The  posterior  nerve  root  is  a  central  nervous 
system  structure  and  as  such  does  not  have  the  ability 
of  the  peripheral  nerves  to  regenerate  when  inter- 
rupted. This  procedure  has  been  utilized  in  cranial 
and  spinal  pain  syndromes  resulting  from  both  be- 
nign and  malignant  diseases.  Chemical  rhizotomy 
has  been  carried  out  with  both  alcohol  and  phenol 
most  successfully  when  pain  was  below  the  D-6  der- 
matome."' For  cranial  pain  it  has  been  most  success- 
fully used  by  injecting  the  gasserian  ganglion  in 
trigeminal  neuralgia. 

Surgical  rhizotomy  ~equires  a  major  operative  pro- 
cedure and  should  be  utilized  only  in  cases  where 


pain  is  definitely  localized.  It  is  usually  necessary  to 
section  at  least  one  or  two  nerve  roots  above  and  be- 
low the  particular  one  thought  to  be  conducting  the 
painful  impulses.  This  renders  a  substantial  area  of 
the  body  anesthetic.  It  can  lead  to  potential  compli- 
cations particularly  in  such  areas  as  the  cornea  or 
sole  of  the  foot.  Because  the  sensory  loss  is  perma- 
nent, this  procedure  is  most  useful  in  patients  suffer- 
ing pain  from  non-malignant  causes.  With  the  pro- 
pensity of  malignant  lesions  to  expand  and  outgrow 
dermatomal  distributions,  rhizotomy  is  rarely  indi- 
cated in  such  cases. 

Cordotomy 

Cordotomy  involves  destruction  of  the  antero- 
lateral quadrant  of  the  spinal  cord  where  the  spino- 
thalamic tract  is  contained.  Since  it  has  been  esti- 
mated that  the  majority  of  patients  with  intractable 
pain  have  involvement  below  the  level  of  the  mandi- 
ble, this  procedure  has  been  considered  for  years  as 
the  mainstay  of  surgery  for  relief  of  pain.  The  proce- 
dure requires  a  laminectomy  in  the  thoracic  or  cervi- 
cal region  depending  upon  the  desired  level  of  pain 
relief,  opening  the  dura,  and  sectioning  the  antero- 
lateral quadrant  of  the  spinal  cord  using  the  dentate 
ligaments  as  the  landmark.  The  procedure  obtains 
pain  relief  in  70  to  90  percent  of  patients  on  whom 
a  cervical  cordotomy  is  performed.11  However,  a  large 
number  of  patients  begin  to  lose  their  initial  anal- 
gesia after  six  months,  and  at  the  end  of  one  year 
nearly  60  percent  of  those  surviving  have  had  return 
of  pain.7  In  addition  to  the  problems  involved  with 
the  return  of  pain,  the  indications  for  open  surgical 
cordotomies  confined  the  procedure  to  patients  with 
established  intractable  pain,  those  who  had  been 
treated  with  increasing  dosage  of  narcotics,  and  those 
who  were  presumed  to  have  six  months  or  longer  to 
live.  Thus  patients  who  had  need  of  short-term  pain 
relief,  particularly  those  with  terminal  carcinoma, 
were  denied  the  pain-relieving  procedure. 

Percutaneous  cordotomy 

Within  the  last  decade  the  development  of  percu- 
taneous techniques  of  cordotomy  has  expanded  the 
possibilities  of  pain  relief  to  an  increased  number 
of  patients,  particularly  those  with  pain  secondary 
to  malignant  diseases.8- !l  The  ease,  simplicity,  and 
low  risk  application  of  percutaneous  cordotomy  tech- 
niques have  added  significantly  to  the  neurosurgeon's 
ability  to  relieve  pain. 

In  this  procedure  no  laminectomy  or  open  manipu- 
lation of  the  spinal  cord  is  required.  The  patient  is 
comfortably  positioned,  usually  in  the  radiology  de- 
partment. Local  anesthesia  is  used.  With  the  use  of 
modified  common  stereotactic  equipment,  an  18- 
gauge  needle,  through  which  an  electrode  can  be  in- 
serted, is  advanced  under  x-ray  control  into  the 
lateral  subarachnoid  space  surrounding  the  cervical 
spinal  cord  between  the  first  and  second  cervical 
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vertebrae.  Measurements  of  tissue  impedance  and 
electrical  stimulation  are  used  to  position  the  elec- 
trode properly  in  the  spinal  cord.  A  radio-frequency 
lesion  is  produced  and  gradually  enlarged.  Since  a 
patient's  neurological  status  is  monitored  with  each 
increment  of  the  lesion,  it  is  possible  to  create  only 
as  large  a  lesion  as  is  necessary  to  relieve  pain.  When 
pain  is  present  bilaterally,  a  second  percutaneous 
cordotomy  can  be  carried  out  on  the  other  side 
within  a  short  period  of  time. 

Results  show  that  mortality,  permanent  paralysis, 
and  urinary  complications  have  been  much  less  fre- 
quent than  with  the  standard  cordotomy.9  While 
complications  of  the  lesion  itself  such  as  spotty  anal- 
gesia, falling  sensory  levels,  and  postcordotomy  dy- 
sesthesia may  occasionally  occur,  the  ease  of  the  pro- 
cedure and  its  minimal  surgical  hazard  make  the 
operation  available  to  many  patients  who  previously 
would  have  been  denied  pain  relief.  The  procedure 
can  usually  be  carried  out  in  a  short  period  of  time, 
and  the  patient  can  return  to  his  bed  without  diffi- 
culty. Age  and  physical  condition  are  no  longer  con- 
sidered major  contraindications.  One  major  potential 
complication  is  the  phenomenon  of  sleep-induced 
apnea,  a  well  recognized  risk  in  open  cervical  as  well 
as  percutaneous  cordotomy.  The  incidence  is  low  and 
the  condition  is  self-limited  if  adequate  monitoring 
of  the  patient's  respiratory  status  is  maintained  in  the 
immediate  postoperative  period. 

Medullary  tractotomy 

Surgical  lesions  have  been  made  in  the  medulla  in 
an  attempt  to  relieve  pain  arising  from  two  areas. 
Sectioning  the  descending  trigeminal  tract  renders 
analgesic  the  ipsilateral  side  of  the  face  by  inter- 
rupting the  sensory  components  of  the  fifth,  seventh, 
ninth,  and  tenth  cranial  nerves.  Surgical  medullary 
tractotomy  has  also  been  done  (though  infrequently 
of  late)  to  section  the  ascending  spinothalamic  pain 
fibers  as  done  by  cordotomy  at  lower  levels.  In  recent 
years  these  procedures  have  also  been  carried  out 
by  stereotactic  means,  thereby  reducing  some  of  the 
hazards  involved  in  an  open  procedure.1"  When 
done  for  craniofacial  pain,  the  procedure  produces 
analgesia  while  preserving  motor  function  and  tactile 
sensation,  as  opposed  to  their  loss  with  the  alterna- 
tive surgical  technique  of  multiple  cranial  nerve 
rhizotomy.  When  the  procedure  is  carried  out  to  ob- 
tain lower  levels  of  spinal  analgesia,  dysesthesias  and 
early  return  of  sensation  have  been  common.11 

Mesencephalic  tractotomy 

Mesencephalic  tractotomy  was  originally  per- 
formed as  an  open  procedure.  This  technique  pro- 
duced destruction  at  a  higher  level  of  the  ascending 
pain  fibers  from  the  spinal  cord.  The  operative  risk 
was  high,  while  the  incidence  of  fading  analgesia 
and  that  of  postoperative  dysesthesia  were  signifi- 


cant.11 More  recently,  stereotactic  electrode  implan- 
tations have  allowed  the  procedure  to  again  come 
under  critical  investigation.  Good  initial  results  have 
been  reported  in  the  few  patients  on  whom  the  pro- 
cedure has  been  carried  out.  The  primary  complica- 
tion involved  disorders  of  associated  extraocular 
movements. 12 

Thalamotomy 

Stereotactic  lesions  made  in  the  medial  and  basal 
thalamus  in  an  attempt  to  destroy  pain-conducting 
fibers  unfortunately  do  not  always  relieve  the  pain 
even  if  performed  bilaterally.  By  and  large,  patients 
on  whom  these  procedures  were  carried  out  were 
desperate  as  a  result  of  failure  of  other  forms  of 
treatment.  Although  short-term  results  were  some- 
times satisfactory,  long-term  relief  was  not  produced. 
Therefore,  few  of  these  procedures  are  still  advo- 
cated. 

Cerebral  procedures 

The  current  two  procedures  at  the  cerebral  level 
for  relief  of  pain  are  leukotomy  and  cingulumotomy. 
Leukotomy  involves  interruption  of  connections  be- 
tween the  thalamus  and  the  cortex  thereby  altering 
the  conscious  perception  of  pain.  Patients  admit  that 
they  still  perceive  pain  although  they  do  not  suffer. 
Unfortunately,  bilateral  leukotomy  often  causes  men- 
tal alterations  such  as  confusion.11  This  is  less  fre- 
quent with  unilateral  leukotomies.  Cingulumotomy  is 
a  procedure  with  the  intent  to  modulate  the  emotional 
response  to  pain  by  interrupting  circuits  in  the  lim- 
bic system.1'1  It  appears  to  be  as  effective  as  leu- 
kotomy and  has  less  effect  on  behavior.  Some 
advocate  cingulumotomy  combined  with  thala- 
motomy for  effective  pain  control.14 

ELECTRO-ANALGESIA 

The  concept  involved  in  electro-analgesia  was 
briefly  discussed  earlier  in  connection  with  the  gate 
control  theory.  By  application  of  electrical  current 
to  large  myelinated  fibers,  the  spinal  cord  mechanism 
or  reflexes  involved  in  pain  perception  are  altered.1"' 
Increasing  the  impulses  transmitted  over  large  nerve 
fibers  essentially  blocks  those  being  transmitted  over 
smaller  fibers.  Pain  relief  can  be  accomplished  pe- 
ripherally where  the  stimulating  electrodes  are  ac- 
tually placed  around  larger  peripheral  nerves.  Cen- 
trally, pain  relief  has  been  obtained  by  placing  the 
stimulating  electrode  directly  over  the  dorsal  columns 
of  the  spinal  cord.1"-  16 

Dorsal  column  analgesia  requires  laminectomy  and 
exposure  through  the  dura  of  the  underlying  spinal 
cord.  A  small  electrode  is  placed  on  the  posterior 
aspect  of  the  spinal  cord  overlying  the  dorsal 
columns,  and  a  transmission  cable  connected  to  a  re- 
ceiver is  placed  subcutaneously  elsewhere  on  the 
body.  A  transmitter  pad  is  then  placed  on  the  skin 
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overlying  the  receiver  and  the  patient  has  the  capa- 
bility of  modifying  the  amplitude  and  frequency  of 
stimulation  in  an  attempt  to  control  the  pain.  This 
technique  allows  the  patient  to  control  his  pain  when- 
ever necessary  by  manipulating  the  parameters  of 
the  external  stimulator.  The  initial  results  have  shown 
that  adequate  pain  relief  has  been  obtained  in  from 
60  to  80  percent  of  patients.13'  16  The  procedure 
has  advantages  over  those  discussed  earlier  in  that  it 
does  not  require  the  destruction  of  neural  tissue  and 
is  applicable  to  patients  suffering  pain  from  both 
benign  and  malignant  diseases. 

CONCLUSION 

Pain  is  an  adaptive  phenomenon,  but  when  no 
longer  useful  as  a  warning,  it  is  a  distintegrative 
phenomenon  and  requires  relief  by  whatever  means 
are  available.1  Even  though  surgical  procedures  for 
relief  of  pain  have  been  expanded  and  improved, 
large  numbers  of  patients  are  still  being  denied  ade- 
quate pain  relief.  Research  and  development  of 
procedures  to  relieve  pain  continue,  though  the  ulti- 
mate answers  are  yet  to  be  written.  Currently,  per- 
cutaneous or  stereotactic  cordotomy  is  a  procedure 
with  a  high  degree  of  success  which  can  be  easily 
performed.  It  has  low  morbidity  and  mortality.  This 


procedure  is  considered  by  many  neurosurgeons,  as 
at  this  institution,  to  be  the  treatment  of  choice  in 
non-craniofacial  malignant  pain  states,  while  other 
procedures  are  considered  of  secondary  usefulness. 
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Another  thing  very  hurtful  to  females  about  [menarche]  is  strait  clothes.  They  are  fond 
of  a  fine  shape,  and  foolishly  imagine  this  can  be  acquired  by  lacing  themselves  tight. 
Hence,  by  squeezing  the  stomach  and  bowels,  they  hurt  the  digestion,  and  occasion  many 
incurable  maladies.  This  error  is  not  indeed  so  common  as  it  has  been;  but,  as  fashions 
change,  it  may  come  about  again:  many  females,  to  this  day,  feel  the  direful  effects  of  that 
wretched  custom  which  prevailed  some  years  ago,  of  squeezing  every  girl  into  a  small  a  size 
in  the  middle  as  possible.  Human  invention  could  not  possibly  have  devised  a  practice  more 
destructive  to  health. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention 
and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc.,  Richard  Folweli,   1799,  p.  357. 
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Dr.  Jerome  L  Reeves  on  Scurvy 


An  Interview 
Hugh  A.  Matthews,  M.D. 


Interviewer:  Dr.  Reeves,  back  in  the  first  quarter 
of  the  century,  did  you  recognize  scurvy  as  a  sepa- 
rate disease  entity — say,  as  distinct  from  pellagra? 

Dr.  Reeves:  Oh  yes.  We  identified  the  syndromes 
by  separate  names.  We  didn't  talk  about  vitamin 
C  or  the  B  complex,  but  we  knew  pellagra  and 
scurvy  both  were  nutritional  diseases. 

Interviewer:  You  mentioned  that  the  greatest  inci- 
dence of  scurvy  was  in  children. 

Dr.  Reeves:  That's  right.  Roughly  after  six  months 
and  before  sixteen  months.  After  two  years,  the  dis- 
ease was  rare.  It  was  a  disease  of  the  time  of  sitting 
up  good  to  walking  good. 

Looking  back,  now  we  know  why,  but  we  didn't 
know  then.  We  knew  then  that  nutrition  was  a  part  of 
the  disease,  but  we  didn't  divorce  our  thinking  that 
infection  of  some  sort  was  a  cause.  Now  we  know 
that  the  very  young  infant  was  usually  protected  to 
some  extent  by  store  of  vitamin  from  intrauterine 
life.  Back  then,  some  children  were  born  with  scurvy 
due  to  the  extremely  poor  nutritional  state  of  the 
mother.  Winter  and  spring  were  the  worst  times. 

Babies  nursed  then  and  nursed  for  a  period  of 
time  longer,  often  until  the  mother's  breasts  were 
dried  by  another  pregnancy.  The  major  source  of 
vitamin  C  during  the  winter  was  milk,  and  many 
mothers  didn't  drink  milk.  Others  would  rather  give 
the  milk  to  the  children  and  make  out  on  water  with 
molasses.  The  mother  that  had  poor  vitamin  C  in- 
take had  inadequate  vitamin  C  in  her  milk.  During 
winter  cows  had  less  fresh  grass  and  fodder  and  less 
vitamin  C  in  the  milk. 

Only  a  few  families  had  fresh  apples  during  the 


winter.  Cabbage  was  buried  in  the  ground  below 
freezing  level  with  the  roots  sticking  out  of  the 
ground,  but  families  that  had  cabbage  cooked  it  to 
death.  Subsistance  for  most  people  was  on  salt  pork, 
corn  bread,  and  dried  beans  and  apples  often  dried 
and  cooked  all  day.  Wild  game — squirrels,  rabbits, 
wild  turkeys,  sometimes  fish — broke  the  monotony 
some — bear  and  opossum,  too.  But  these  were  not 
staples. 

Hogs  roamed  in  the  woods  those  days.  They  were 
killed  in  the  first  months  of  winter  usually  for  two 
reasons.  Late  fall  and  early  winter  they  were  fattest 
when  the  hills  were  covered  with  mast.  Then,  too, 
freezing  temperatures  were  essential  to  preserving  the 
meat. 

Interviewer:  You  said  "mast"? 

Dr.  Reeves:  Yes;  acorns,  chestnuts,  other  nuts.  The 
mountains  were  covered  with  chestnut  trees  then. 
Lots  of  chestnuts. 

Interviewer:  How  did  you  make  a  diagnosis  of 
scurvy? 

Dr.  Reeves:  This  was  usually  no  problem.  You 
were  first  called  most  frequently  because  the  baby's 
legs  were  extremely  tender.  The  baby  screamed  with 
the  slightest  movement.  Tenderness  was  most  severe 
in  the  knees  and  ankles.  Of  course,  we  know  now 
that  this  was  largely  due  to  hemorrhages.  Swelling 
could  be  great  above  the  knees.  You  expected  to 
see  splotchy  bruises,  too. 

You  will  never  forget  one  of  these  babies  if  you 
see  one.  Hips  are  rotated  outward  and  the  thighs 
and  legs  are  partially  flexed.  The  child  lies  mo- 
tionless. If  not  at  the  time  you  first  see  them,  later 
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the  gums  will  become  swollen  and  hemorrhagic.  You 
may  expect  small  and  sometimes  large  ecchymoses. 

Interviewer:  What  treatment  did  you  give  the  pa- 
tient? 

Dr.  Reeves:  Supportive.  Milk — a  lot  of  milk  for 
the  child  and  the  mother.  The  wet  nurse  was  used 
sometimes  when  the  mother  was  frail  and  didn't  have 
a  good  milk  supply. 

We  started  feeding  the  babies,  too.  Babies  weren't 
fed  as  early  then.  Come  to  think  about  it,  as  impor- 
tant as  pasteurization  of  milk  was  at  a  later  date, 
more  babies  would  have  died  if  milk  had  been  heated 
in  those  days. 

It  was  up  in  the  thirties  when  we  heard  very  much 
about  vitamin  C,  perhaps  the  later  thirties. 

While  there  are  advantages  in  breast  feeding  babies 
now,  particularly  among  the  poor,  looking  back,  we 
know  it  was  a  Godsend  that  all  mothers  nursed  their 
babies  in  early  days. 

Interviewer:  You  mentioned  the  wet  nurse. 

Dr.  Reeves:  This  wasn't  an  everyday  practice,  but 
it  was  fairly  frequent — life-saving  at  times,  too. 

You  know  what  wet  nursing  was?  A  healthy, 
young  mother  with  an  over  abundance  of  milk  would 
nurse  the  baby  of  a  needy  neighbor.  At  times  during 
an  epidemic  or  other  times,  a  wet  mother  who  had 
lost  her  baby  would  assist  in  feeding  of  a  sick  or  a 
well  baby. 

This  practice  went  out  largely  after  the  first  quarter 
of  the  century.  On  up  in  the  thirties  we  learned  of 
orange  juice  and  vitamin  C,  irradiated  milk  and  cod 
liver  oil,  then  vitamin  D.  I  first  heard  about  vitamin 
D  in  a  postgraduate  course  at  New  York  Postgradu- 
ate about  1928.  It  took  more  time  then  than  now  for 
new  advances  to  reach  out  where  most  of  the  practic- 
ing physicians  and  preventable  problems  are. 

Interviewer:  You  mentioned  the  advantages  of 
breast  feeding,  particularly  for  the  poor? 

Dr.  Reeves:  The  advantages  are  there,  whether 
rich  or  poor.  The  case  is  that  poor  mothers  have  fresh 
bosoms  when  they  may  not  have  a  fresh  cow  or 
money  to  buy  milk. 

Back  then  and  later,  we  perhaps  attached  too  much 
magic  to  breast  feeding.  As  a  matter  of  fact,  early, 
nobody  thought  of  anything  but  breast  feeding.  Back 
then  a  woman  wouldn't  think  about  exposing  a  dry 
bosom  in  public  (or  in  private,  so  far  as  that  goes), 
but  the  wet  mother  was  expected  to  suckle  her  baby 
when  the  time  came,  even  in  church.  For  a  mother 


to  suckle  her  baby  in  church  or  in  the  county  court 
room  was  socially  acceptable. 

We  know  now  that  the  infant  got  vitamin  C  in  the 
mother's  milk. 

Mother's  milk  does  not  have  as  much  ascorbic 
acid  as  cow's  milk,  but  under  ordinary  circumstances 
it  has  enough  to  protect  against  scurvy.  We  didn't 
know  that  then,  but  we  sensed  that  the  frail,  sick 
mother  with  poor  milk  supply  was  frequently  the  one 
that  had  a  baby  with  scurvy  and  other  diseases  that 
we  later  learned  were  largely  nutritional  in  origin. 
We  knew  back  then  that  poor  nutrition  had  a  lot  to 
do  with  the  cause  of  the  disease,  but  certainly  in  the 
pre-War  years  and  some  years  later  we  accepted  the 
germ  theory  too. 

This  is  understandable.  Obvious  infections,  chiefly 
the  pneumonias,  were  the  most  obvious  cause  of  final 
demise.  Deaths  from  obvious  hemorrhage  at  times 
weren't  unlike  deaths  from  typhoid  and  other  known 
bacterial  disease. 

You'll  have  to  remember  that  back  then  we  didn't 
have  the  excellent  milk  preparations  with  added  vita- 
mins. Cow's  milk  was  fresh  and  drunk  fresh.  Many 
spring  houses  kept  it  chilled.  People  were  clean  with 
their  milk.  Still,  when  the  mother  didn't  get  much 
milk,  and  in  winter  when  the  ascorbic  acid  content 
of  cow's  milk  was  low  and  apples  and  other  sources 
of  ascorbic  acid  weren't  available,  the  vitamin  C  con- 
tent of  breast  milk  was  low. 

We  don't  know  enough  now  about  the  transference 
of  immune  bodies  in  mother's  milk.  We  do  know  that 
the  mother  who  really  wants  to  nurse  her  baby  gets 
a  lot  of  warmth  and  satisfaction  out  of  it.  Certainly 
the  baby  gets  a  sense  of  being  loved  and  wanted, 
and  this  is  very  important  as  well  as  nutrients. 

Interviewer:  How  is  that? 

Dr.  Reeves:  How  is  what? 

Interviewer:  The  importance  of  having  nutrients 
and  being  loved. 

Dr.  Reeves:  In  the  absence  of  either  love  or  nu- 
trients the  baby  doesn't  thrive.  The  baby  knows  the 
first  week,  the  first  day,  the  first  hour.  Many  babies 
overcome  scurvy  and  pellagra.  They  largely  outgrow 
avitaminosis.  They  never  outgrow  "aloveonosis." 

Interviewer:  Dr.  Reeves,  I  thank  you.  You  have 
made  me  a  better  physician. 

Dr.  Reeves:  You  could  stand  it.  (A  twinkle  of  the 
eye,  an  accepting  grin,  a  little  pat.) 

Interviewer:  (A  warm  and  accepted  feeling.) 


Persons  who  have  weak  nerves  ought  to  rise  early,  and  take  exercise  before  breakfast, 
as  easy  and  cheerful  as  possible.  Nothing  hurts  the  nervous  system,  or  weakens  the  diges- 
tive powers,  more  than  fear,  grief,  or  anxiety. — William  Buchan:  Domestic  Medicine,  or 
a  Treatise  on  the  Prevention  and  Care  of  Diseases  by  Regimen  and  Simple  Medicines,  etc., 
Philadelphia.  Richard  Folwell,  1799,  p.  297. 
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SURGICAL  TREATMENT  FOR  OCCLUSIVE 
CORONARY  ARTERY  DISEASE 

The  saphenous  vein  bypass  grafting  operation  for 
coronary  artery  disease,  in  contrast  to  most  of  its 
predecessors,  has  achieved  astonishingly  rapid  ac- 
ceptance by  the  medical  community.  The  operation  is 
being  done  with  accelerating  frequency,  and  in  a 
variety  of  settings.  It  has  received  such  extensive  pub- 
licity, and  such  enthusiastic  endorsement,  that  con- 
trolled studies  have  become  nearly  impossible  to  per- 
form for  practical  reasons;  the  scene  is  characterized 
by  chaos. 

It  seems  clear  that  the  symptom  of  angina  pec- 
toris is  relieved  by  such  surgery  in  60  to  80  percent 
of  suitably  selected  subjects.14 

While  the  relief  of  angina  occurs  in  a  high  per- 
centage of  patients,  there  is  no  general  agreement  as 
to  the  cause  of  the  improvement.  Many  studies  show 
a  correlation  between  improvement  of  symptoms  and 
patency  of  grafts  as  seen  angiographically.4  However, 
the  detailed  study  conducted  by  Griffith  and  others5 
and  that  of  Brewer  and  colleagues0  show  that  there 
is  serious  reason  to  believe  that  infarction  of  previ- 
ously ischemic  areas  of  myocardium  is  the  cause  of 
postoperative  improvement  of  angina  in  many  pa- 
tients. Griffith  and  his  colleagues  found  that  there 
was  a  considerable  group  of  patients  whose  bypass 
grafts  had  all  become  occluded,  whose  native  coro- 
nary occlusions  had  increased,  but  whose  sympto- 
matic state  (and  exercise  performance)  were  im- 
proved. This  report  is  the  most  detailed  of  several 
suggesting  that  acceleration  of  the  occlusive  process 
in  the  native  circulation  follows  bypass  grafting. 
Brewer  reported  that  at  least  20  percent  of  patients 
receiving  bypass  grafts  (and  probably  more)  had 
myocardial  infarctions  at  or  immediately  after  sur- 
gery. This  percentage  was  higher  for  patients  requir- 
ing many  grafts  and  long  bypass  pump  time.  But 
among  survivors  studied  later,  the  clinical  results 
were  similar  for  those  who  had  no  demonstrated  in- 
farctions, except  that  the  patients  who  had  infarc- 
tions were  more  likely  to  have  heart  failure. 

The  operative  results,  of  course,  need  to  be  placed 
in  the  context  of  the  natural  history  of  the  disease. 
This  is  difficult  because  of  the  absence  of  random 
treatment  studies,  and  the  short  time  during  which 
surgery  has  been  done.  Furthermore,  most  of  the  data 
on  natural  history  have  been  accumulated  without  in- 
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formation  on  the  type  and  extent  of  disease  in  the 
vessels  themselves.  Thus  many  cohorts,  especially 
those  including  women,  may  contain  persons  with 
angina  but  without  arteriographically  demonstrable 
disease  of  the  vessels,  a  group  known  to  have  a  good 
prognosis.11 

Recent  population  studies  have  demonstrated  that 
the  expected  excess  mortality  among  patients  with 
angina  pectoris  is  of  the  order  of  4  percent  per 
year.7- 8  However,  subsets  can  be  identified  whose 
experience  is  much  worse.  Frank  et  al8  found  that 
those  persons  with  angina  who  have  either  or  both 
hypertension  and  resting  ST  segment  abnormalities 
by  ECG  experience  a  mortality  more  like  7.5  per- 
cent per  year  (for  the  combination).  Conversely 
those  with  normal  ECGs  and  blood  pressure  have 
a  mortality  experience  below  4  percent  per  year,  in 
fact,  about  3  percent. 

People  with  preinfarction  angina  who  have  severe 
disease  arteriographically  have  a  death  rate  of  much 
higher  proportions,  and  this  may  also  be  true  of  pa- 
tients who  have  disease  of  the  left  main  coronary 
artery.1012 

Against  the  natural  history  of  the  disease  must  be 
placed  the  proposed  gains  and  risks  of  coronary  ar- 
teriography and  surgery. 

For  most  groups  of  patients  with  stable  angina, 
the  combined  arteriographic  and  surgical  mortality 
of  4-5  percent  will  equal  or  exceed  the  first  year 
mortality  of  the  disease;  there  remains  a  considerable 
incidence  of  myocardial  infarction  after  recovery 
from  surgery,  perhaps  almost  as  high  as  the  incidence 
among  medically  treated  patients.8  The  myocardial 
infarctions  which  occur  during  surgery  will  tend  to 
aggravate  or  cause  postoperative  heart  failure.  In 
most  series  about  20  percent  of  grafts  become  oc- 
cluded. Although  reports  to  date  suggest  that  most 
graft  occlusions  occur  early,  that  later  occlusion  is 
rare,  the  experience  is  short.  For  these  reasons  there 
is  as  yet  no  statistical  evidence  that  the  operation 
prolongs  life.  Therefore  surgery  must  be  justified  at 
present  on  the  grounds  that  it  improves  the  quality 
of  life.  In  our  view  this  means  that  patients  should 
have  the  operation  because  of  intractable  angina 
pectoris.  There  is  little  evidence  that  it  will  help  heart 
failure  or  arrhythmias,  and  none  to  date  that  it  will 
prolong  life.  Whether  in  selected  special  groups, 
especially  those  with  left  main  coronary  disease  or 
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with  "pre-infarction"  angina,  the  operation  will  pro- 
duce improved  mortality  also  awaits  results  of  studies 
going  on  in  MIRU  units. 

In  summary,  coronary  bypass  surgery  clearly  im- 
proves angina  pectoris  in  selected  patients,  and  seems 
justified  in  persons  disabled  by  chest  pain.  It  may 
improve  the  prognosis  of  selected  groups  of  patients, 
but  in  fact  its  effect  on  longevity  is  unknown  to  date 
for  any  group  of  patients.  It  is  ineffective  as  a  means 
of  dealing  with  heart  failure  due  to  coronary  disease 
except  where  it  is  combined  with  aneurysm  removal 
or  repair  of  acute  mitral  regurgitation. 

The  most  urgent  need  is  for  controlled  studies. 
These  are  being  attempted  by  the  National  Heart 
and  Lung  Institute.  One  would  think  that,  pending 
establishment  of  the  benefits  conferred  by  the  opera- 
tion and  indications  for  its  application,  the  prolifera- 
tion of  centers  doing  this  work  should  cease.  Large 
investments  of  money  and  professional  energy  are 
being  made  at  a  time  when  the  value  of  the  proce- 
dure being  funded  remains  in  doubt. 

Daniel  T.  Young,  M.D. 


References 

1.  Johnson  WD,  Lepley  D:  An  aggressive  surgical  approach  to  coro- 
nary disease.  J  Thorac  Cardiovasc  Surg  59:  128,  1970. 

2.  Ross  RS:  The  aortocoronary  bypass  operation.  N  Engl  J  Med 
284:  1153,  1971. 

3.  Spencer  FC,  Green  GE,  Tice  DA,  Glassman  E:  Bypass  grafting 
for  occlusive  disease  of  the  coronary  arteries:  a  report  of  the  ex- 
perience with  195  patients.  Ann  Surg  173:  1029,  1971. 

4.  Alderman  EL,  Matloff  HJ,  Wexler  L,  Shumway  NE,  Harrison  DC: 
Results  of  direct  coronarv-artery  surgery  for  angina  pectoris. 
N  Engl  J  Med  288:  535,  1973. 

5.  Griffith  LSC,  Achuff  SC,  Conti  R,  Humphries  JO  et  al:  Changes 
in  intrinsic  coronary  circulation  and  segmental  motion  after 
saphenous  vein  bypass  graft  surgery.  N  Engl  J  Med  288:  589, 
1973. 

6.  Brewer  DL,  Bilbro  R,  Bartel  A:  Myocardial  infarction  as  a  com- 
plication of  coronary  bypass  surgery.  Circulation  47:  58,  1973. 

7.  Karnel  WB,  Feinlieb  M:  Natural  history  of  angina  pectoris  in  the 
Framington  studv:  prognosis  and  survival.  Am  J  Cardiol  29:  154, 
1972. 

8.  Frank  CW,  Weinblatt  E,  Shapiro  S:  Angina  pectoris  in  men: 
Prognostic  significance  of  selected  medical  factors.  Circulation  47: 
509,  1973. 

9.  Bemiller  C,  et  al:  Long-term  observations  in  patients  with  angina 
and  normal  coronary  arteriograms.  Circulation  47:  36,  1973. 

10.  Cohen  MV,  Cohn  PE,  Herman  MV,  Coarlin  R:  Diagnosis  and 
prognosis  of  main  left  coronary  artery  obstruction.  Circulation  45: 
Suppl  I,  1972,  p57. 

11.  Lavine  P.  Kimbris  D,  Segal  BL,  Linhart  J:  Left  main  coronary 
artery  disease:  clinical  arteriographic  and  hemodynamic  ap- 
praisal. Am  J  Cardiol  30:  791,  1972. 

12.  Kraus  K,  Hutter  AM,  DeSanctis  R:  Acute  coronary  insufficiency: 
course  and  follow-up.  Circulation  45:    Suppl  I,   1972,  p66. 


Emergency 

Medical 

Services 


PLANNING  FOR  CAREER  AMBULANCE 
PROFESSION 

John  C.  Harvey,  M.D. 

Professor  of  Medicine 

Johns  Hopkins  Medical  School 

A  Career  Ambulance  Profession  may  be  a  peculiar 
title  in  today's  world.  It  will  not  be  in  tomorrow's. 
The  recognition  of  trauma  as  a  serious  health  prob- 
lem by  citizen's,  professional,  and  governmental 
groups  has  directed  attention  to  the  need  for  this  pro- 
fession. Farsighted  physicians  and  professional  or- 
ganizations have  worked  hard  and  effectively  for  im- 
provement in  the  management  of  the  trauma  victim. 
The  recent  care  of  battle  casualties  has  demonstrated 
that  this  can  be  accomplished  with  a  drastic  reduc- 
tion on  morbidity  and  mortality. 

Training  for  the  ambulance  attendant  has  mark- 
edly improved  under  the  stimulus  of  associations  such 
as  the  American  Red  Cross,  the  American  Heart 
Association,  and  the  National  Academy  of  Science. 
A  basic  training  program  known  as  the  Dunlap  Cur- 
riculum   for   Emergency    Medical   Technicians   has 


been  developed  and  recognition  by  the  National  Reg- 
istry of  Emergency  Medical  Technicians  awarded  to 
those  that  pass  an  in-depth  written  examination.  A 
two-year  program  for  emergency  medical  technicians 
to  be  taught  in  junior  or  community  colleges  is  now 
being  developed.  The  guide  for  curricula  in  these 
schools  entitled,  "Guide  for  Program  Planning  for 
Emergency  Medical  Service  Technicians"  is  available 
from  the  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610.  Guides  will 
be  developed  for  technicians  in  the  emergency  room, 
intensive  care  unit,  shock-trauma  units,  communica- 
tion, and  mobile  emergency  unit  vehicles.  These  pro- 
grams should  make  the  career  ambulance  profession 
an  attractive,  satisfying  and  exciting  endeavor. 

Abstracted  by  George  Johnson,  Jr.,  M.D. 

From  "Emergency  Medicine  Today,"  AMA  Com- 
mission on  Emergency  Medical  Services,  Volume  2, 
No.  4,  John  M.  Howard,  M.D.,  Editor.  Original  ar- 
ticle may  be  obtained  from  American  Medical  Asso- 
ciation, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60106. 
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WHAT?  WHEN?  WHERE? 


Pinehurst  Surgical 


September  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "for 
information") 

In  North  Carolina 

September  18-20 

Intensive  Care  Nursery  Symposium 

Place:  Hamblen  Conference  Room,  Duke  Hospital 

Sponsors:  Division  of  Perinatal  Medicine,  Duke  Medical 
Center  and  Maternal  and  Child  Health  Section,  N.  C. 
State  Board  of  Health 

For  Information:  Ms.  Karen  Watson,  R.N.,  c/o  Ms.  Mau- 
reen Heck,  Division  of  Perinatal  Medicine,  Box  2911, 
Duke  Medical  Center,  Durham  27710 

September  19-20 

18th  Annual  Angus  McBryde  Perinatal  Symposium 

Place:  Duke  Hospital  Amphitheater 

Fee:  $20.00 

For   Information:   George  W.   Brumley,   M.D.,   Co-director, 

Division    of    Perinatal    Medicine,    Duke    Medical    Center. 

Durham  27710 

September  21-22 

1973  Walter  L.  Thomas  Symposium  on  Gynecological 
Malignancy  and  Surgery 

For  Information:  W.  T.  Creasman,  M.D.,  Director  of  Gyne- 
cologic Oncology,  Department  of  Obstetrics  and  Gyne- 
cology, Duke  University  Medical  Center,  P.  O.  Box  3079. 
Durham  27710 

September  26 

The  Polyol  Pathway  of  Carbohydrate  Metabolism,  Southern 
Medical  Association  Lecture  by  Rex  S.  Clements.  Jr., 
M.D..  Professor  of  Medicine,  University  of  Alabama 
School  of  Medicine 

Place:  Babcock  Auditorium 

Sponsor:  Southern  Medical  Association 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

September  26-29 

Annual  Committee  Conclave  of  the  North  Carolina  Medical 

Society 
Place:  Mid  Pines  Club,  Southern  Pines 
For    Information:     Mr.     William    N.     Hilliard,     Executive 

Director,  P.  O.  Box  27167,  Raleigh  27611 

September  30 

Sports  Medicine  Seminar 

Place:  Babcock  Auditorium 

Fee:  $25.00 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean 
for  Continuing  Education.  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

October  3 

Fifth  District  Medical  Society  Annual  Meeting 
Place:  Country  Club  of  North  Carolina 

September  1973,  NCMJ 


For  Information:  E.  Wilson  Staub,  M.D. 
Clinic,  Pinehurst  28374 

October  5 

24th  Annual  Winston-Salem  Heart  Symposium 
Place:  Bowman  Gray  School  of  Medicine,  Winston-Salem 
Sponsor:  Forsyth  County  Heart  Association 
For  Information:    Mrs.   Kathryn  Cox.   2046   Queen   Street, 
Winston-Salem  27103 

October  10-11 

13th  Annual  Charlotte  Postgraduate  Seminar 

Place:  Presbyterian  Hospital  Auditorium 

Sponsor:   Mecklenburg  County  Chapter  American  Academy 

Family  Physicians 
Credit:  1  1  hours  A  AFP 
For  Information:   Douglas  R.  Smith.  M.D..  200  Greenwich 

Road,  Charlotte  28211 

October  25 

The  25th  Annual  Medical  and  Surgical  Symposium. 
Place:  Sir  Walter  Hotel 
Sponsor:  Raleigh  Academy  of  Medicine 
For  Information:  D.  H.  Pate,  M.D.,  Wake  Memorial  Hos- 
pital, Raleigh,  N.  C. 

October  31-November  2 

North  Carolina  Academy  of  Family  Physicians  Twenty-fifth 

Annual  Meeting 
Place:  Four  Seasons  Holiday  Inn,  Greensboro 
For    Information:    Jack    C.    Knowles.    Executive    Secretarv. 

1002  Wake  Forest  Road,  Raleigh  27604 

November  15-16 

Alcohol  and  Drug  Abuse.  17th  Annual  School  of  Medicine 
Symposium 

Place:  Clinic  Auditorium.  UNC  School  of  Medicine 

Sponsors:  Department  of  Psychiatry  and  Office  of  Continu- 
ing Education,  School  of  Medicine 

Fee:  $50.00 

For  Information:  Miss  Ann  Francis,  Administrative  Assis- 
tant, Office  of  Continuing  Education.  School  of  Medicine, 
UNC,  Chapel  Hill  27514 

November  30-December  1 

Noteworthy  Topics  in  Internal  Medicine.  3rd  Annual  Semi- 
nar in  Medicine 

Place:  Babcock  Auditorium 

Fee:  $50.00 

For  Information:  Emery  C.  Miller.  M.D..  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine. Winston-Salem  27103 

January  10-12 

Non-Invasive  Methods  in  Cardiac  Diagnosis 
Place:  Berryhill  Hall,  School  of  Medicine,  UNC 
Sponsors:   Division  of  Cardiology,  UNC  and  The  American 
College  of  Cardiology 

Fee:  Members  $100.00;  Non-members  $150.00 
For  Information:   Mary  Anne  Mclnerny,  Director,  Depart- 
ment of  Continuing  Education  Programs,  American  Col- 
lege of  Cardiology,  Bethesda,  Md.  20014 
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January  18-19 

Management  of  Peptic  Ulcer  (Medical  and  Surgical  Ap- 
proaches), 4th  Annual  Surgical  Symposium 

Place:  Babcock  Auditorium 

Fee:  $50.00 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 


In  Contiguous  States 
September  20 

PAS  and  MAP  Regional  Workshop  —  provides  hospital 
staff  members  with  an  opportunity  to  learn  techniques  of 
using  the  PAS  System  reports  to  carry  out  medical  care 
evaluation  studies,  i.e.,  medical  auditing  and  utilization  re- 
view. 

Place:  Wade  Hampton,  1201  Maine  Street,  Columbia,  S.  C. 

Fee:  PAS  Hospital  $40.00;  Non-PAS  Hospital  or  Organiza- 
tion $55.00. 

Acceptable  for  elective  hours  from  AAFP,  ACGP  in  Osteo- 
pathic Medicine  &  Surgery,  and  College  of  Family  Physi- 
cians of  Canada. 

For  Information:  Martin  L.  Waldman,  M.D.,  Medical  Audit 
Consultant,  c/o  CPHA,  1968  Green  Road,  Ann  Arbor, 
Michigan  48105 

September  24-29 

Fourth  Annual  Family  Practice  Review  Course 

Place:  Sheraton-Fort  Sumter  Hotel,  Charleston,  S.  C. 

Enrollment  limited  to  75.  Tuition  $140 

Approved  for  forty  hours  AAFP  credit 

For  Information:  Vince  Moseley,  M.D.,  Director,  Division 
of  Continuing  Education,  Medical  University  of  South 
Carolina,  80  Barre  Street,  Charleston,  S.  C.  29401 

October  1-2 

Tennessee  Valley  Medical  Assembly 

Place:  The  Read  House,  Chattanooga,  Tennessee 

Sponsors:  Chattanooga  &  Hamilton  County  Medical  Society, 

Inc. 
For  Information:  Tennessee  Valley  Medical  Assembly,  960 

East  Third  Street,  Chattanooga,  Tenn.  37403 

October  11-13 

Twelfth  Annual  Cardiovascular  Symposium 

Place:  Williamsburg  Colony  Inn,  Williamsburg,  Va. 

Sponsors:  Council  on  Clinical  Cardiology  of  the  American 
Heart  Association 

For  Information:  Mr.  Herbert  M.  Brewer,  Chairman,  Pro- 
fessional Education  Committee,  Tidewater  Heart  Associa- 
tion, Inc.,  891   Norfolk  Square,  Norfolk,  Virginia  23502 

October  24 

Sleep  As  An  Entity  in  Medical  Practice 

Place:  Baruch  Auditorium,  Egyptian  Building,  13th  and 
Marshall  Streets. 

Advance  registration  requested. 

Sponsors:  Departments  of  Psychiatry  and  Family  Practice 
in  cooperation  with  the  Department  of  Continuing  Educa- 
tion, School  of  Medicine. 

For  Information:  Dr.  James  L.  Mathis,  Professor  and 
Chairman  Department  of  Psychiatry,  Medical  College  of 
Virginia,  Box  907  MCV  Station,  Richmond,  Virginia 
23298 

November  8-9 

Immunology  and  the  Rheumatic  Diseases,  the  45th  Annual 
McGuire  Lecture  Series,  A  Postgraduate  Course 

Place:  Baruch  Auditorium,  Egyptian  Building,  13th  and 
Marshall  Streets. 

Fee:  $55.00,  including  registration,  social  hour  and  banquet. 
Resident  physicians  who  are  in  bona  fide  residency  pro- 
grams will  be  registered  free  of  charge  if  registration 
is  accompanied  by  a  letter  of  confirmation  from  the 
Program  Director  of  the  Residency  Training  Program. 

Sponsors:  Department  of  Continuing  Education  and  the  Di- 
vision of  Connective  Tissue  Diseases,  MCV,  and  the  Vir- 
ginia Chapter  of  the  Arthritis  Foundation. 

For  Information:   Dr.   David  B.  Walthall,  III,  Director  of 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo 
ate)  has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0.13/j.g/ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1  mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5  mg./lb.); 
maximum  total  dose  1  gram.  This 
corresponds  to  a  simplified  dosage 
regimen  of  1  cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
=  5  cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 
How  Supplied.  Antiminth  is  avail- 
able as  a  pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

RoeRiG<22& 

A  division  of  Pf  izer  Pharmaceuticals 
New  York,  New  York  10017 


If  he's  making  the 
rounds  of  San  Francisco  ♦  ♦  ♦ 


Antivert/25 

(25  mg.  meclizine  HC1) 

for  vertigo* 


Antivert1*  (meclizine  HC1)  has  been  found 
useful  in  the  management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  sys- 
tem. It  is  available  as  Antivert  (12.5  mg. 
meclizine  HO)  and  Antivert/25  (25  mg. 
meclizine  HC1)  scored  tablets  for  conven- 
ience and  flexibility  of  dosage.  Antivert/25 
(25  mg.  meclizine  HC1)  Chewable  Tablets 
are  available  for  the  management  of  nausea, 
vomiting,  and  dizziness  associated  with  mo- 
tion sickness. 


♦INDICATIONS.  Based  on  a  review  of  this  drug  by 
the  National  Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  asso- 
ciated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12th-15th  day  of  gestation  has  produced  cleft  palate  in 
the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg. /day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys 
did  not  show  cleft  palate.  Congeners  of  meclizine  have 
caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a  previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
ability  and  cautioned  against  driving  a  car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done:  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications." 


ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred 
vision  have  been  reported. 


ROGRIG  <3& 

A  division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Continuing  Medical  Education,   Medical  College  of  Vir- 
ginia, Box  91,  Richmond,  Virginia  23298 

December  7-8 

Neurologic  Problems  of  Infancy  and  Childhood 

Place:  Cascades  Meeting  Center,  Williamsburg,  Virginia 

Sponsors:  Pediatric  (Child)  Neurology  of  the  University  of 
Virginia,  Medical  College  of  Virginia — Virginia  Common- 
wealth University,  and  King's  Daughters  Hospital 

Credit:  10'4  prescribed  hours  AAFP  credit  applied  for. 

Fee:  $60;  includes  registration  and  lunch. 

Enrollment  limited  to  sixty  persons. 

For  Information:  Dr.  Ronald  B.  David,  Box  211,  Medical 
College  of  Virginia,  Richmond,  Virginia  23298 


NEW  MEMBERS 

of  the  State  Society 


Abell,  James  Curtis,  MD  (Pd),  110  Stockton  St.,  States- 
ville  28677 

Alvarez,  Enrique,  MD  (intern-resident),  Apt.  35,  Psychiatric 
Resident  Apts,  Butner  27509 

Belk,  Robert  Samuel,  MD  (1M),  315-A  Mulberry  St.,  SW, 
Lenoir  28645 

Brodzinski,  Walter  Joseph,  MD  (Anes),  241 1-F  Meadow- 
brook  Ave.,  New  Bern  28560 

Dunlap,  William  Marshall,  MD  (1M).  3821  Merton  Dr., 
Raleigh  27609 

Dyer,  Allen  R.,  MD  (intern-resident),  930  W.  Markham 
St.,  Durham  27701 

Eure,  Charles  Allan,  MD  (1M).  3821  Merton  Drive,  Ra- 
leigh 27609 

Goldston,  William  Robert,  MD  (ObG),  205  S.  Clark  Ave., 
Tampa,  Florida  33609 

Greenhoot.  Jerry  Harvey,  MD  (NS).  Suite  101,  1012  Kings 
Drive.  Charlotte  28207 

Gunther,  Robert  Clarence,  MD  (Anes),  185  Country  Club 
Road,  Asheville  28804 

Jackson,  Joseph  Alexander,  III,  MD  (Oph),  218  W.  Thomas 
St.,  Salisbury  28144 

Kernodle,  William  Dwight,  MD  (intern-resident),  226  N. 
Sunset  Dr.,  Winston-Salem  27104 

King,  Everett  Gordon,  M.D.  (GS),  112  Hospital  Dr.,  Spruce 
Pine  28777 

Lohavichan,  Virat,  MD  (IM).  1643-A  Owen  Dr.,  Fayette- 
ville  28304 

Nelson,  David  Stephen,  MD  (GS),  P.  O.  Box  5856.  Win- 
ston-Salem 27103 

Podgorny,  George.  MD  (GS),  P.  O.  Box  5856,  Winston- 
Salem  27103 

Rolett,  Ronald  David.  MD  (PH).  422  Ridgefield  Road, 
Chapel  Hill  27514 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


The  Department  of  Medicine  of  the  Bowman  Gray 
School  of  Medicine  has  been  reorganized  into  eight 
sections  and  the  appointment  of  directors  of  six  of 
the  sections  has  been  announced. 

The  directors  are:  Dr.  Glenn  Sawyer,  professor, 
Section  on  Cardiology;  Dr.  Charles  M.  Howell  Jr., 
professor,  Section  on  Dermatology-Allergy;  Dr. 
Emery  C.  Miller,  professor,  Section  on  Endocri- 
nology   and    General    Medicine;    Dr.    Thomas    F. 
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O'Brien  Jr.,  associate  professor,  Section  on  Gastro- 
enterology; Dr.  Charles  L.  Spurr,  professor,  Section 
on  Hematology/Oncology;  and  Dr.  Charles  E.  Mc- 
Call,  associate  professor,  Section  on  Infectious 
Disease/Rheumatology. 

Directors  of  the  Sections  on  Nephrology  and  Pul- 
monary Medicine  will  be  named  later. 

The  establishment  of  the  sections  not  only  recog- 
nizes existing  teaching  and  patient  care  functions  of 
the  Department  of  Medicine,  but  also  provides  a 
logical  plan  for  future  expansion  of  the  department. 

^  *  * 

Dr.  Isodore  Meschan,  professor  and  chairman  of 
the  Department  of  Radiology  at  the  Bowman  Gray 
School  of  Medicine,  has  recently  had  published  a  new 
radiological  textbook  entitled  Analysis  of  Roentgen 
Signs  in  General  Radiology. 

The  textbook,  published  in  three  volumes,  contains 
1,915  pages  and  more  than  2,000  illustrations.  It  is 
the  largest  single-author  textbook  in  general  radi- 
ology ever  published. 

The  new  text  is  designed  as  a  reference  work  for 
radiologists,    practitioners,    resident   physicians,   and 

students. 

*  *  * 

Dr.  B.  Lionel  Truscott,  professor  of  neurology, 
has  been  appointed  assistant  dean  of  the  Bowman 
Gray  School  of  Medicine.  He  will  direct  the  school's 
admissions  program. 

In  addition  to  his  work  in  student  admissions,  Dr. 
Truscott  will  retain  some  teaching  and  patient  care 
responsibilities.  For  the  past  five  years  he  has  been 
director  of  the  state-wide  Comprehensive  Stroke  Pro- 
gram, sponsored  by  the  North  Carolina  Regional 
Medical  Program  and  headquartered  at  the  Bowman 
Gray  School  of  Medicine. 

*  *  * 

George  C.  Lynch,  director  of  the  Department  of 
Audiovisual  Resources  at  the  Bowman  Gray  School 
of  Medicine,  has  received  the  award  for  the  best  il- 
lustration presented  at  the  28th  annual  Meeting  of  the 
Association  of  Medical  Illustrators. 

Lynch  received  the  Ralph  Sweet  Award,  the  top 
award  in  the  AMI  members  exhibit.  The  award  has 
been  presented  annually  for  the  past  10  years  in 
memory  of  the  former  director  of  the  School  of  Medi- 
cal Illustration  of  the  University  of  California  at  San 
Francisco. 

Lynch,  a  past  president  of  the  AMI,  is  the  first 
two-time  winner  of  the  Ralph  Sweet  Award.  He  also 
won  the  award  in  1969.  He  won  this  year's  award 
for  his  illustrations  on  "Intersegmental  Nephrotomy," 
a  new  surgical  technique  developed  at  Bowman  Gray. 
The  illustrations  were  prepared  for  an  exhibit  which 
won  a  first-place  prize  at  the  67th  annual  meeting 
of  the  American  Urological  Association.  The  ex- 
hibit was  presented  by  Dr.  William  H.  Boyce,  profes- 
sor of  urology,  and  Dr.  William  W.  King,  former 
resident  in  urology. 
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News  Notes  from  the— 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


Two  University  of  North  Carolina  faculty  mem- 
bers have  been  selected  for  membership  in  the  Na- 
tional Academy  of  Science's  Institute  of  Medicine. 

They  are  Dr.  Cecil  G.  Sheps,  vice  chancellor  for 
health  sciences  and  professor  of  social  medicine,  and 
Dr.  Carl  W.  Gottschalk,  Kenan  Professor  of  Medi- 
cine and  Physiology  in  the  School  of  Medicine.  Dr. 
Gottschalk  is  also  a  career  investigator  of  the  Ameri- 
can Heart  Association. 

Membership  in  the  Institute  is  based  upon  achieve- 
ment in  a  professional  field  and  the  relevance  of  such 
achievement  to  the  problems  of  medicine. 
*  *  * 

Dr.  Joe  Wheeler  Grisham,  professor  of  pathology 
at  Washington  University  School  of  Medicine  in  St. 
Louis,  Mo.,  has  been  named  chairman  of  the  De- 
partment of  Pathology  at  the  UNC  School  of  Medi- 
cine. 

Grisham  will  succeed  Dr.  Kenneth  M.  Brinkhous, 
who  retires  as  chairman  to  return  to  full-time  teach- 
ing and  research.  The  new  chairman  will  assume  his 
duties  Oct.  15. 

A  specialist  in  liver  diseases,  Grisham's  research 
interests  include  regulation  of  the  rapid  growth  of 
cells  and  the  mechanics  and  pathology  of  DNA  dupli- 
cation and  repair. 

Grisham  is  a  cum  laude  graduate  of  Vanderbilt 
University  where  he  also  received  his  medical  de- 
gree. During  his  16-year  medical  career  he  has  been 
a  John  and  Mary  R.  Markle  Scholar  in  Academic 
Medicine,  a  Life  Insurance  Medical  Research  Fund 
Fellow,  and  a  National  Cancer  Institute  Fellow. 

*  *  * 

David  L.  Raney,  director  of  medical  television 
at  the  UNC  School  of  Medicine  is  the  new  chairman 
of  the  editorial  board  of  the  Journal  of  Biocom- 
munications. 

The  journal  is  a  joint  publication  of  the  Health 
Sciences  Communications  Association  (HSCA)  and 
the  Association  of  Medical  Illustrators. 

Raney  also  was  elected  to  the  board  of  directors 
of  HSCA. 

The  new  non-commercial  journal  is  concerned 
with  communications  media  in  the  health  and  life 
sciences.  It  will  feature  peer-reviewed  articles,  schol- 
arly papers,  editorials,  and  information.  The  publi- 
cation is  aimed  at  HSCA  members,  health  science 
faculty,  administrators,  practicing  health  profes- 
sionals, and  other  users  of  instructional  technology 
and  learning  materials. 

*  *  * 

Dr.  David  Zalkind,  assistant  professor  in  the  UNC 
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Department  of  Health  Administration,  recently 
served  as  co-chairman  of  the  Engineering  Foundation 
Conference  "Evaluation  in  Health  Services  De- 
livery." 

The  conference,  co-sponsored  by  the  Health  Ser- 
vices and  Mental  Health  Administration  of  the  U.S. 
Department  of  Health,  Education  and  Welfare,  was 
held  Aug.  19-24  at  Berwick  Academy,  South  Ber- 
wick, Me. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Child  safety  will  be  dramatized  before  millions  of 
television  viewers  during  the  next  few  months 
through  a  series  of  TV  announcements  featuring  Dr. 
Jay  M.  Arena. 

Presented  as  a  public  service  by  Prudential  In- 
surance Co.,  the  series  comprises  six  one-minute  spot 
announcements  which  will  be  shown  by  some  local 
TV  stations  throughout  the  country. 

At  a  reception  at  the  home  of  Dr.  William  G.  An- 
lyan,  vice  president  for  health  affairs,  Prudential  pre- 
sented Arena  with  a  $5,000  check  for  Duke's  Poison 
Control  Center. 

Arena  established  and  is  director  of  the  Poison 
Control  Center.  It  was  his  recognition  as  an  expert 
on  child  safety  and  poisoning  that  prompted  Pruden- 
tial to  ask  him  to  be  the  central  figure  in  the  public 
service  announcements. 

Arena  was  in  private  pediatrics  practice  for  many 
years  in  Durham.  He  is  a  professor  of  pediatrics  at 
Duke  and  is  past  president  of  the  American  Academy 
of  Pediatrics. 

The  films  will  be  distributed  on  a  one-a-month 
basis  and  each  will  relate  to  a  specific  safety  topic — 
burn  hazards,  poison  prevention,  animal  safety,  auto- 
mobile safety,  first  aid  and  water  safety. 

"Inasmuch  as  an  estimated  35  million  persons  will 
see  these  films,  we  believe  Dr.  Arena's  safety  mes- 
sages will  have  an  important  impact  on  alerting 
parents  and  others  to  simple  precautions  that  can 
play  a  vital  role  in  reducing  needless  and  often  tragic 
child  accidents,"  said  Philip  R.  Warth,  Prudential's 
director  of  public  relations. 

"While  each  of  the  six  messages  differs  in  video 
content,"  Warth  explained,  "all  conclude  with  Dr. 
Arena  telling  his  audience,  'Although  children  are 
often  victims  of  fate  .  .  .  they  should  never  be  victims 
of  our  neglect'." 

Recent  statistics  show  that  more  than  one-third  of 

all  childhood  deaths  are  caused  by  accidents. 
*  *  * 

Promotions  and  Appointments 

*  Dr.  Maurice  B.  Landers  has  been  promoted  to 
associate  professor  of  ophthalmology. 

Landers  received  his  undergraduate  degree  from 
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Princeton  and  his  M.D.  from  the  University  of  Michi- 
gan Medical  School.  He  served  an  internship  at  the 
University  of  Michigan  and  a  residency  at  the  Jules 
Stein  Eye  Institute  in  Los  Angeles,  Calif. 

Prior  to  assuming  an  assistant  professorship  at 
Duke  in  1969,  he  was  director  of  the  U.  S.  Army 
Laser  Medical  Research  Laboratory  at  the  Frankford 
Arsenal  in  Philadelphia,  Pa.  Landers  is  also  chief  of 
the  Retina  Service  at  Duke  Hospital. 

*  Dr.  Thomas  Eliot  Frothingham  has  been  ap- 
pointed professor  of  pediatrics  and  community  health 
sciences. 

A  native  of  Boston,  Mass.,  Frothingham  received 
his  B.S.  and  M.D.  degrees  from  Harvard  Medical 
School  in  Boston.  He  served  his  internship  at  Belle- 
vue  Hospital's  Children's  Medical  Service  in  New 
York  City  and  was  a  resident  in  pediatrics  at  the 
Children's  Hospital  Medical  Center  in  Boston. 

He  was  an  assistant  clinical  professor  of  pediatrics 
and  microbiology  at  the  University  of  Oregon  Medi- 
cal School  from  1969-1971  and  was  an  associate 
professor  of  health  at  Oregon  State  University. 

Prior  to  his  arrival  at  Duke,  he  was  in  private  prac- 
tice at  the  Corvallis  Clinic  in  Corvallis,  Ore. 

*  The  following  have  been  appointed  to  associate 
professorships:  Dr.  Stanley  A.  Gall,  obstetrics  and 
gynecology;  Dr.  Lowell  A.  Goldsmith,  medicine; 
and  Dr.  Robert  J.  Lefkowitz,  medicine,  and  assistant 
professor  of  biochemistry. 

Gall  received  his  B.A.  and  M.D.  degrees  from  the 
University  of  Minnesota.  He  served  his  internship  at 
the  University  of  Oregon  Medical  School  Hospital 
in  Portland  and  was  a  medical  fellow  in  obstetrics 
and  gynecology  at  the  University  of  Minnesota  Hos- 
pitals in  Minneapolis. 

Prior  to  his  appointment  at  Duke,  he  was  an  im- 
munologic researcher  at  the  University  of  Miami 
Medical  School  in  Florida. 

A  1959  graduate  of  Columbia  University  in  New 
York,  Goldsmith  received  his  M.D.  degree  from  the 
State  University  of  New  York  in  1963.  He  was  an 
assistant  professor  of  dermatology  at  Harvard  Medi- 
cal School  in  Boston,  and  prior  to  his  arrival  at 
Duke  he  was  an  assistant  dermatologist  at  Massa- 
chusetts General  Hospital. 

Lefkowitz  received  his  undergraduate  and  M.D. 
degrees  from  Columbia  University  in  New  York.  He 
served  both  his  internship  and  residency  in  medicine 
at  Columbia  Presbyterian  Medical  Center. 

Prior  to  his  arrival  at  Duke  he  was  a  clinical 
and  research  fellow  in  cardiology  at  the  Massachu- 
setts General  Hospital  and  a  teaching  fellow  in  medi- 
cine at  Harvard  Medical  School. 

*  Appointed  to  assistant  professorships  in  the  de- 
partments indicated  were: 

Dr.  Lynn  Gordon  i3orchert  and  Dr.  John  C.  Weed 
Jr.,  obstetrics  and  gynecology;  Dr.  W.  Bruce  Doug- 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown).  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicaled. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development)  Embryo  toxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue  A  decrease 
m  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 

Tetracyclines  are  present  in  milk  of  factatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabohc  action  of  tetracyclines  may  increase  BUN  While 
not  a  problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  It  superinfection  occurs  due  to  overgrowth  ol  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A  beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms);  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogemtal  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 
Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 
Hypersensitivity:  urjicana.  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus, 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophils. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  (unction  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults  —  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
tramdicated.  Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contramdicated.  a  total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a  period  of  10-15  days 
should  be  given  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 
Children  -  3  to  6  mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  a!  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contramdicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosageshould  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  tor  at  least  10  days 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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las  Jr.,  physiology  and  assistant  director  of  the  Di- 
vision of  Laboratory  Animal  Resources. 

A  native  of  Cleveland,  Ohio,  Borchert  received  his 
M.D.  degree  from  the  University  of  Michigan  School 
of  Medicine  in  1968.  He  came  to  Duke  in  1969  as  a 
resident  in  obstetrics  and  gynecology  and  served  as 
chief  resident  until  his  recent  appointment. 

Weed  received  both  his  undergraduate  and  M.D. 
degrees  from  Tulane  University  in  New  Orleans,  La. 
After  serving  his  internship  at  the  University  of  Ala- 
bama Hospital  in  Birmingham,  he  came  to  Duke  to 
receive  his  residency  training  in  obstetrics  and  gyne- 
cology. 

Douglas  received  his  doctorate  in  veterinary  medi- 
cine from  the  University  of  Illinois  in  Urbana  in  1966 
and  his  Ph.D.  in  physiology  from  the  University  of 
California  in  Davis  in  1970. 

Prior  to  his  arrival  at  Duke,  he  held  teaching  re- 
sponsibilities at  Michigan  State  University  in  East 
Lansing. 

*  Others  appointed  to  assistant  professorships  in- 
clude: 

Dr.  John  M.  Harrelson,  orthopaedic  surgery;  Dr. 
Ralph  Gary  Kirk,  physiology;  Dr.  Nelson  L.  Levy, 
microbiology  and  immunology;  Dr.  Leo  Potts,  psy- 
chiatry; and  Dr.  John  F.  Rampone,  obstetrics  and 
gynecology. 

Harrelson  attended  Duke  as  an  undergraduate  and 
as  a  medical  student.  He  served  a  surgical  intern- 
ship at  Duke  Hospital  and  carried  out  his  residency 
training  at  the  Shriner's  Hospital  for  Crippled  Chil- 
dren in  Erie,  Pa.  and  at  Watts,  the  Veterans  Ad- 
ministration Hospital,  and  Duke  Hospital  in  Durham. 

Kirk  received  a  B.A.  from  the  College  of  Wooster 
in  Wooster,  Ohio  and  a  Ph.D.  from  Yale  Univer- 
sity in  New  Haven,  Conn,  in  1962.  He  worked  as  a 
research  molecular  biophysicist  at  the  American 
Cyanamid  Co.  in  Stamford,  Conn.,  and  a  research  as- 
sociate at  Duke  before  being  named  assistant  profes- 
sor. 

Levy  earned  a  B.S.  from  Yale  and  M.D.  from  Co- 
lumbia University  in  New  York  City  in  1967.  He 
served  a  surgical  internship  at  the  University  of  Colo- 
rado Medical  Center  in  Boulder,  Colo.,  and  was  a  re- 
search associate  at  the  National  Institutes  of  Health 
in  Bethesda,  Md.,  before  becoming  an  associate  in 
immunology  at  the  medical  center. 

A  native  of  Strathalbyn,  Australia.  Potts  obtained 
an  M.B.  and  a  B.S.  from  Rostrever  College  in  Ade- 
laide, South  Australia.  He  earned  his  D.P.M.  from 
the  Royal  College  of  Physicians  and  Surgeons  in  Lon- 
don, U.  K.  in  1965,  and  since  1968  he  has  served  as  a 
staff  psychiatrist  at  Duke's  Highland  Hospital  in 
Asheville. 

After  attending  Providence  College  in  Providence. 
R.  I.,  Rampone  received  his  M.D.  degree  from  Mar- 
quette University  School  of  Medicine  in  Milwaukee, 
Wis.  in  1965.  He  served  a  rotating  internship  at 
Rhode  Island  Hospital  from    1965  until    1966,  and 
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following  a  tour  of  duty  in  Vietnam  with  the  U.  S. 
Army  Medical  Corps,  was  a  resident  in  gynecology 
and  obstetrics  at  Johns  Hopkins  Hospital  in  Balti- 
more, Md. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

Among  315  physicians  in  the  United  States  and 
Canada  who  have  been  made  Fellows  of  the  Ameri- 
can College  of  Physicians,  the  following  are  practic- 
ing in  North  Carolina: 

John  C.  Herrion,  M.D..  Chapel  Hill;  Hugh  D. 
Verner,  M.D.,  Charlotte;  Charles  Buckley  III,  M.D., 
Durham;  Phillip  A.  Sellers,  M.D.,  Hendersonville; 
Ralph  N.  Feichter,  M.D.,  and  Walter  M.  Roufail, 
M.D.,  Winston-Salem. 


NORTH  CAROLINA  DEPARTMENT  OF 
HUMAN  RESOURCES 

This  fall  the  North  Carolina  Schools  for  the  Deaf 
will  offer,  for  the  first  time,  a  state-supported  pro- 
gram of  preschool  education  for  deaf  or  hard-of- 
hearing  children  aged  five  years  or  less. 

An  appropriation  of  $522,000  by  the  recent  Gen- 
eral Assembly  provided  funds  to  begin  the  project. 
Current  plans  call  for  establishment  of  18  community 
centers  to  be  staffed  with  a  specially  trained  teacher 
of  the  deaf  and  a  teacher's  aide. 

The  new  program  is  aimed  at  an  estimated  400 
deaf  preschoolers  in  North  Carolina.  The  program 
will  stress  the  total  communication  approach — that 
is  sign  language,  finger  spelling,  and  speech  as  well 
as  close  involvement  of  the  deaf  youngster's  family. 

The  Department  of  Human  Resources  is  request- 
ing that  pediatricians  or  other  physicians  who  know 
of  a  deaf  or  hard  of  hearing  child  who  should  be  en- 
rolled in  the  preschool  program  contact  the  School 
for  the  Deaf  in  his  region.  They  are  N.  C.  School  for 
the  Deaf,  Morganton,  704/433-2903;  Central  N.  C. 
School  for  the  Deaf,  Raleigh,  919/772-8464;  Eastern 
N.  C.  School  for  the  Deaf,  Wilson,  919/237-2450. 


FOOD  AND  DRUG  ADMINISTRATION 

The  Food  and  Drug  Administration  has  extended 
for  a  year  the  effective  date  of  a  federal  radiation 
protection  standard  for  new  diagnostic  x-ray  equip- 
ment, but  warned  manufacturers  that  no  further  ex- 
tension will  be  granted.  The  date  was  changed  from 
August  15,  1973  to  August  1,  1974  in  a  notice  pub- 
lished in  the  Federal  Register  of  June   12,   1973. 

The  action  followed  requests  for  more  time  to 
comply  with  the  standard  from  public  radiation  con- 
trol agencies  and  representatives  of  industry,  medical, 
and  dental  x-ray  equipment  users. 

One  of  the  principal  patient  protection  provisions 
of  the  standard  requires  machines  to  be  capable  of 
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restricting  the  x-ray  beam  to  the  size  of  the  film  or 
fluoroscopic  image  receptor.  The  standard  also  con- 
tains provisions  intended  to  make  it  possible  for  op- 
erators to  reproduce  more  consistently  a  given  image 
quality  for  given  voltage,  current,  and  time  settings. 
This  capability,  in  combination  with  good  x-ray  ex- 
amination techniques,  will  tend  to  minimize  film  re- 
takes and  unnecessary  exposure. 

FDA  emphasized  that  most  x-ray  machines  now 
in  use  meet  state  radiation  control  regulations  or 
national  voluntary  standards.  The  federal  standard, 
however,  will  assure  uniform  controls  and  provide 
other  improvements  in  equipment  protection  perfor- 
mance to  further  reduce  public  exposure. 


'VD  Blues'  Telecast  Prompts  Surge  of 
Patients  to  Clinics 

A  surge  of  patients  to  venereal  disease  clinics 
around  the  country  was  one  of  the  initial  responses  to 
the  telecast  of  "VD  Blues"  last  year  on  the  Public 
Broadcasting  System. 

The  program,  produced  by  WNET/New  York  for 
telecast  by  PBS,  was  carried  on  most  educational 
television  stations,  except  in  Mississippi  and  Ar- 
kansas. 


Eighty-seven  of  the  some  200  public  television  sta- 
tions broadcast  local  follow-up  programs  that  invited 
telephone  calls  to  obtain  information  about  venereal 
disease  and  clinics. 

Two  VD  clinics  in  Chicago  closed  for  two  hours 
the  day  after  the  telecast  to  reduce  the  length  of  wait- 
ing lines.  And  the  daily  rate  of  30  to  40  patients  dou- 
bled to  70  to  80  per  day  at  the  Red  Door  Clinic  at 
Hennepin  County  General  Hospital  in  Minneapolis, 
Minn. 

Public  health  clinics  in  San  Francisco  reported  in- 
creased numbers  of  suburban  teenagers  asking  for 
blood  tests.  Doctors  in  Norfolk,  Va.,  identified  what 
they  believed  to  be  20  positive  cases  of  VD  from  100 
telephone  calls  received  during  a  follow-up  program 
on  WHRO-TV. 

A  follow-up  program  on  WNET  after  the  network 
telecast  produced  15,000  calls  and  a  count  of  calls 
and  letters  that  reached  18,500  within  a  week,  pro- 
ducing what  a  spokesman  called  "the  largest  response 
to  any  one  program  in  the  history  of  the  station." 

Other  telephone  responses  included  4,500  calls  to 
WHYY-TV,  Philadelphia;  2,100  calls  to  WGBH-TV, 
Boston,  and  1,000  calls  to  WOED-TV,  Pittsburgh, 
among  others. 


Valley  Psychiatric  Hospital 

P.  0.   Box  21373  Shallowford   Road 

Chattanooga,  Tennessee  37421 

Phone  615-894-4220 

A  50-bed  private  acute  intensive  treatment  facility  with  programs  designed  to  treat 
psychological,  alcoholic,  and  drug  abuse  problems. 

A  full  range  of  treatment  modalities  will  be  utilized  including  individual  and  group 
psychotherapy,  chemotherapy,  electro-convulsive  therapy,  and  adjunctive  and  family 
therapies.  Adjunctive  therapy  will  include  continuing  education  through  home-bound 
teaching  for  school-age  adolescents,  recreational,  occupational,  and  other  appropriate 
therapies.  Group  therapy  will  be  five  days  each  week,  with  individual  therapy  at  least 
two  days  a  week.  Patients  will  have  six  hours  a  day  in  scheduled  therapeutic  activities. 
Comprehensive  outpatient  services  will  be  available  with  outpatient  group  therapy  ses- 
sions being  held  one  night  each  week. 

A  member  of  the  Tennessee  Hospital  Association  and  the  American  Hospital  Association. 

Inquiries:  Davis  G.  Garrett,  M.D. 
Medical  Director 
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In  an  effort  to  reach  some  hard  conclusions  in  the 
fuzzy  area  of  the  impact  of  various  kinds  of  health 
insurance  on  health  care,  the  federal  government  is 
starting  a  $30  million  experiment. 

Some  of  the  questions  that  researchers  hope  to  an- 
swer are: 

Would  erasure  of  all  financial  barriers  cause  a 
surge  of  demand? 

Do  deductibles  and  co-insurance  exert  a  brake  on 
frivolous  or  excessive  use  of  physicians  and  hospitals? 

Do  families  alter  their  patterns  of  physician-hospi- 
tal utilization  depending  upon  their  type  of  insur- 
ance? How  is  their  health  affected? 

The  study,  handled  by  the  Office  of  Economic  Op- 
portunity (OEO)  in  conjunction  with  the  Health, 
Education,  and  Welfare  Department,  will  cover  2,- 
000  families  containing  about  7,500  people.  It  will 


last  up  to  five  years.  About  100  families  in  Dayton, 
Ohio,  will  be  enlisted  shortly.  Four  other  cities  even- 
tually will  take  part.  The  participants'  identities  are 
confidential. 

The  HEW  Department  is  slated  to  take  over  the 
project  next  year.  Noting  the  proposals  before  Con- 
gress for  national  health  insurance  (NHI)  programs, 
the  OEO  says  "The  federal  government  will  inevi- 
tably play  a  major  role  in  determining  the  way  in 
which  the  nation's  health  insurance  plans  operate. 
Unfortunately,  current  knowledge  of  health  econom- 
ics is  not  sufficient  to  predict  the  effects  of  public 
policies  related  to  health  insurance." 

Those  in  the  experiment  will  have  to  give  up  exist- 
ing health  insurance  policies.  New  ones  will  be  pro- 
vided free  as  far  as  policy  cost  is  concerned.  The 
coverage  will  take  three  basic  forms: 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

Visiting  hours  2:00  P.M.  -  8:00  P.M.  daily. 

Accredited  by  the  Joint  Commission  on  Accreditation  and 
Certified  for  Medicare 


James  Asa  Shield,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 
Graenum  R.  Schiff,  M.D. 


Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 


September  1973,  NCMJ 
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(1)  No  deductible;  no  co-insurance.  Basically  un- 
limited free  medical  care. 

(2)  $100  yearly  per-person  deductible,  no  co- 
insurance. 

(3)  No  deductible,  20  percent  co-insurance. 
There  will  be  variations  on  these  plans.  But  all 

will  have  a  catastrophic  provision  above  a  certain 
amount  of  out-of-pocket  costs  determined  by  some 
fraction  of  the  yearly  family  income. 

Officials  concede  that  Congress  may  enact  a  NHI 
bill  before  much  meaningful  material  is  gained 
from  the  experiment.  Nevertheless,  they  say,  the  in- 
formation will  be  valuable  and  could  lead  to  adjust- 
ments in  any  existing  national  program. 

Benefits  will  vary  in  the  experimental  plans.  One 
will  cover  all  visits  to  physicians'  offices  while  the 
patients  share  hospital  costs.  Psychiatric  care  will  be 
limited  to  50  outpatient  visits  annually.  Dental  care 
will  be  confined  to  children  and  exclude  orthodontic 
work. 

Families  of  all  income  levels  will  be  included,  up 
to  $25,000  a  year.  All  participants  will  be  inter- 
viewed in  depth;  about  one-third  will  receive  physi- 
cal examinations. 


The  experiment  is  being  conducted  under  a  grant 
to  the  Rand  Corporation,  Santa  Monica,  California; 
a  subcontract  for  operational  work  is  held  by  Mathe- 
matica,  Inc.,  of  Princeton,  New  Jersey. 

No  one  will  be  surprised  if  some  commonly-held 
notions  aren't  exploded  when  the  project  is  finished. 
A  little-publicized  HEW  study,  for  example,  indi- 
cates that  average  costs  per  medical  visit  are  much 
cheaper  with  the  private  practitioner  than  at  a  neigh- 
borhood health  center  or  a  pre-paid  group  practice. 
The  estimated  private  costs  ranged  from  $6.58  to 
$10.63  by  specialties.  In  contrast  the  cost  per  visit 
at  18  well-established  neighborhood  health  centers 
was  $21.16.  The  pre-paid  group  rate  was  figured  at 
more  than  $18. 

The  report,  prepared  by  the  office  of  the  As- 
sistant HEW  Secretary  for  Planning  and  Evaluation, 
said  that  strict  comparisons  among  the  three  modes 
of  delivery  are  difficult  and  subject  to  interpretation. 
Yet  "the  order  of  magnitude  difference  was  far 
greater  than  had  been  anticipated." 

Taking  into  account  all  variables,  the  report  said 
"When  related  to  the  estimated  private  practice 
average  cost  per  visit  the  (neighborhood)  center  phy- 


Facility,  program  and  environment 
allows  the  individual  to  maintain 
or  regain  respect  and  recover  with 
dignity. 


Medical    examination    upon    admis- 
sion. 


Modern,  motel-like  accommodations 
with  private  bath  and  individua1 
temperature  control. 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit  Tax-Exempt 
•  A  Controlled  and  Pleasant  Psychological  Atmosphere  •  Psychiatric  Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Individual  counseling 

Group  Therapy 

Nature  Trail 

indoor  Outdoor  Recreation 


FOR  ADMITTANCE  CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


Recognized  by: 

Blue  Cross  &  Blue  Shield  •  Life  Assurance  Co.  of  Carolina 

•  Pilot  Life  Ins.  Co.  •  Aetna  Life  &  Casualty 

•  John  Hancock  Mutual  Life  Ins.  Co.  *  Kemper  Ins. 

•  Metropolitan  Life  Ins.  Co.  •  United  Benefit  Life  Ins.  Co. 

•   Security  Life  &  Trust  Co. 

FELLOWSHIP  HALL  m«, 

P.  0.  BOX  6928  •  GREENSBORO,  N.  C.  27405 


Member  of: 
•  N.  C.  Hospital  Association 
The  Alcoholic  &  Drug  Problems 

Assn.  of  North  America 
i  American  Hospital  Association 


FOR  MEDICAL  INFORMATION  CALL 

J.  W.  WELB0RN,  JR.,   M.D. 

MEDICAL  DIRECTOR 

919-275-6328 


Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 
6V2  miles  north  of  downtown  Greensboro,  N.  C. 


Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 
and  the  Greensboro  Regional  Airport. 


FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION. 
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sician  encounter  cost  appears  to  be  extreme  in  na- 
ture." 

On  the  surface,  though  the  study  group  took  pains 
not  to  put  it  so  bluntly,  the  report  indicated  that 
larger  delivery  systems  might  not  be  as  efficient  and 
economical  as  the  solo  practitioner. 

The  report  concluded: 

"Like  any  analysis,  this  study  raised  questions 
which  others  must  examine  and  answer.  Unfortun- 
ately, the  luxury  of  time  to  answer  these  questions  is 
not  available.  As  we  move  through  a  period  of  rapid 
social  and  health  policy  change  the  need  for  these 

answers  becomes  almost  immediate." 
*  *  * 

The  Administration  hopes  to  come  up  with  a  new 
national  health  insurance  plan  by  late  September. 
HEW  Secretary  Casper  Weinberger  said  considera- 
tion centers  around  two  approaches: 

— A  combination  of  employer-mandated  coverage 
plus   federally   financed   catastrophic   protection,   or 

— A  national  plan  modeled  after  the  Federal  Em- 
ployes Health  Benefits  Program. 

The  two  options  listed  by  Weinberger  aren't  mu- 
tually exclusive.  How  the  Federal  Employes  Pro- 
gram (FEP)  could  be  translated  into  a  national  plan 
was  not  explained.  Government  workers  under  FEP 
can  choose  among  high  and  low  indemnity  or  service 
plans  of  private  insurers  and  the  Blues  with  the  fed- 
eral government  paying  a  set  share.  Pre-paid  group 


practice  is  another  choice.  Presumably,  a  national 
plan  would  have  the  private  employers  financing  the 
share  paid  by  Uncle  Sam  for  U.S.  workers. 

The  first  mentioned  plan  sounds  like  the  previous 
Administration  proposal  with  the  exception  of  a 
strong  catastrophic  plank  plus  universal  coverage, 
not  provided  before. 

Whatever  scheme  is  picked,  Weinberger  said,  it 
will  include  a  partnership  concept  involving  private 
insurance  and  public  agencies  that  will  ( 1 )  assure 
that  all  have  access  to  basic  comprehensive  coverage 
regardless  of  lack  of  sufficient  income;  (2)  will  make 
judicious  use  of  co-insurance  and  deductibles;  and 
(3)  will  contain  features  "to  halt  or  at  least  sharply 
reduce  medical  cost  inflation." 

Alexander  MacKay  Schmidt,  M.D.,  has  been 
named  Commissioner  of  the  Food  and  Drug  Ad- 
ministration. 

Dr.  Schmidt,  43,  succeeds  Charles  C.  Edwards, 
M.D.,  who  is  now  Assistant  Secretary  for  Health  of 
HEW. 

From  1970  until  earlier  this  year,  Dr.  Schmidt 
was  Dean  and  Professor  of  Medicine  at  the  Abra- 
ham Lincoln  School  of  Medicine,  University  of  Illi- 
nois College  of  Medicine. 

Dr.  Schmidt  previously  served  in  HEW  as  chief  of 
the  continuing  education  and  training  branch.  Re- 
gional Medical  Program,  from  August  1967  until  De- 
cember 1968.  From  there  he  went  to  the  University 


"WHEN  YOUR  BACK  FEELS  GOOD  YOU'LL  FEEL  GOOD" 


SEALY  POSTUREPEDIC  LATEXWM 

A  Unique  Back  Support  System 


Extra  deep,  5'A"  Sealy  Durolife  core 
teamed  with  patented  torsion  bar 
loundation  gives  firm  support  that's 
designed  in  cooperation  with  leading 
orthopedic  surgeons.  "No  morning 
backache  from  sleeping  on  a  too- 
soft  mattress." 


POSTUREPEDIC  IMPERIAL  LATEX  FOAM 

QUEEN  SIZE  60x80"  2-pc.  set  $329.95 
KING  SIZE  76x80"  3-pc.  set  S429.95 


$21995 


Twin  or  full  size,  2-pc.  set 

"No  morning  backache  from  sleeping  on  a  too-soft  mattress. 


SEALY  OF  THE  CAROLINAS,  INC. 

(a  division  of  the  71-year  old  Peerless  Mattress  Co.) 

Asheville  -  Charlotte  -  Lexington  -  High  Point  -  Greenville  -  Columbia 

"Sleeping  on  a  Sealy  is  like  sleeping  on  a  cloud" 
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of  Illinois  College  of  Medicine  as  Executive  Associate 
Dean  and  Associate  Professor  of  Medicine,  before 
being  named  Dean  and  Professor  of  Medicine. 


Spokesmen  for  drug  companies  and  physicians' 
groups  have  urged  the  Food  and  Drug  Administra- 
tion to  delay  guidelines  on  what  cough  and  allergy 
prescription  products  may  contain. 

"These  products  have  been  used  safely  and  suc- 
cessfully by  physicians  for  decades,"  the  American 
Medical  Association  told  a  FDA  hearing.  Asking  no 
"precipitous  action,"  the  AMA  said  "there  is  hardly  a 
citizen  who  has  not  received  some  relief  from  bother- 
some symptoms  via  one  or  more  of  these  products." 

The  proposed  guidelines  cover  more  than  200  of 
the  most  widely  prescribed  prescription  cough  and  al- 
lergy medicines.  Specific  limitations  would  be  placed 
on  composition  such  as  banning  combinations  of  ex- 
pectorants and  antihistamines.  Effect  will  be  to  bar 
continued  marketing  of  many  cough  and  allergy 
preparations. 

John  H.  Budd,  M.D.,  a  member  of  the  AMA 
Board  of  Trustees,  said  the  interim  guidelines  would 
not  serve  the  public  interest.  Dr.  Budd  noted  that  a 
FDA  panel  on  over-the-counter  drugs  is  reviewing 
the  OTC  situation.  "It  is  apparent  that  the  final 
monograph  that  emerges  from  this  review  process 
will  have  a  substantial  bearing  on  the  formulation 
and  labeling  of  prescription  as  well  as  OTC  drugs 


.  .  .  and  in  many  respects  will  determine  the  related 
issues,"  said  Dr.  Budd. 

The  proposed  interim  guidelines  were  not  formu- 
lated under  the  specific  requirements  of  the  drug 
law,  he  said,  "but  rather  were  devised  on  the  basis 
of  subjective  judgments  made  by  members  of  the  ap- 
propriate drug  efficacy  study  panels." 

The  AMA  official  said  that  if  one  considers  the 
contribution  any  one  drug  may  make  to  a  mixture, 
published  evidence  as  specified  in  the  law  does  not 
exist  for  any  of  the  classes  of  drugs  in  cough  mix- 
tures: antitussives,  expectorants,  antihistamines,  de- 
congestants, demulcents  or  flavorings. 

"The  problem  that  confronts  us  is  not  a  simple 
straightforward  one  such  as  determining  the  effect 
a  drug  has  on  bacterial  multiplication,  urine  output  or 
level  of  a  plasma  constituent.  Rather  we  are  in  the 
difficult  area  of  subjective  human  feelings,  symptoms 
with  profound  psychological  as  well  as  physical  pa- 
rameters. The  remedies  for  cough  were  developed  by 
trial  and  error  over  decades  and  even  hundreds  of 
years.  The  long  history  behind  the  expectorant  in- 
gredients .  .  .  have  put  them,  in  the  doses  used,  to  the 
test  of  safety  and  by  the  impressions  of  clinicians  to 
the  test  of  effectiveness.  How  effective  they  are  is  dif- 
ficult to  measure  since  for  cough  the  placebo  effect  is 
extremely  important.  Many  coughs  respond  simply  to 
a  drink  of  water.  Other  coughs  respond  to  expec- 
torants. Still  others  respond  only  to  substantial  doses 
of  codeine  or  an  equivalent  antitussive,  and  finally 
some  coughs  will  yield  to  nothing  yet  devised." 


Heritable   Disorders   of   Connective   Tissue.    Ed.   4.   By 

Victor  A.   McKusick.   878  pages.   Price,   $32.50.   Saint 
Louis:  C.  V.  Mosby  Company,  1972. 

It  is  now  17  years  since  Dr.  McKusick  wrote  the 
224-page  first  edition  of  "Heritable  Disorders  of 
Connective  Tissue."  The  fourth  edition  of  878  pages 
attests  to  the  tremendous  increase  in  knowledge, 
though  the  most  recent  editions  include  disorders  not 
included  in  the  first  edition.  But  even  between  the 
third  edition  (1966)  and  the  fourth,  one  finds  sub- 
stantial increases  in  knowledge,  as  evidenced  by  the 
35  pages  devoted  to  disorders  of  the  osseous  skele- 
ton in  the  third,  to  1 16  pages  in  the  fourth. 

The  basic  format  remains  unchanged.  Introduc- 
tory chapters  on  the  clinical  behavior  of  hereditary 
syndromes  and  the  biology  of  normal  connective  tis- 


sues remain  among  the  best  brief  resumes  of  these 
two  areas  available.  The  following  1 1  chapters  con- 
sider syndromes,  each  of  which  is  heterogeneous  and 
include  Marfan's,  homocystinuria,  Weill-Marchesani, 
Ehlers-Danlos,  cutis  laxa,  osteogenesis  imperfecta,  al- 
kaptonuria, pseudoxanthoma  elasticium,  mucopoly- 
saccharidosis, a  miscellany  chapter,  and  disorders  of 
the  osseous  skeleton  including  the  multiple  forms  of 
dwarfism.  Within  each  chapter  the  information  is 
consistently  organized  into  clinical  manifestations, 
pathology,  the  fundamental  defect,  prevalence  and 
inheritance,  and  often,  management. 

Illustrations  are  profuse  and  generally  valuable. 
Extensive  references  accompany  each  chapter.  Typo- 
graphical errors  are  very  few  and  generally  create 
no  confusion.  However,  on  page  238  a  silver  nitro- 
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prusside  test  for  differentiating  cystine  and  homo- 
:ystine  is  described,  without  mention  of  the  silver 
nitrate  reagent  used.  Presumably  one  would  check  the 
original  reference  provided  before  using  the  test. 

On  page  252  the  author  illustrates  two  methods 
for  dealing  with  the  fact  that  Mendelian  ratios  are 
ot  apparent  in  data  collected  from  human  families, 
ecause  the  methods  used  to  identify  families  for 
.-    study  introduce  biases  of  various  kinds.  As  the  author 
ac:   points  out,  the  method  used  for  analysis  must  be  ap- 
propriate to  the  type  of  ascertainment  (how  families 
were  identified  or  located).  He  uses  both  "complete" 
and  "random"  to  describe  the  first  method  and  then 
uses  "random"  again  when  he  describes  the  second 
method.  Neither  is  fully  random.  In  the  first  case, 
truncate  or  complete  ascertainment,  one  corrects  for 
the  fact  that  families  where  both  parents  are  carriers 
of  the  same  recessive  gene  but  have  only  normal  chil- 
dren are  not  included  or  ascertained,  and  the  distri- 
bution of  affected  persons  in  the  families  included 
will  be  distributed  according  to  the  truncate  bino- 
mial. However,  "complete  selection"  is  random  in 
that  the  likelihood  of  being  included  is  not  influenced 
by  the  number  of  affected  sibs  or  other  affected  rela- 
tives. In  the  second  type  of  ascertainment,  single  se- 
i    lection,  families  are  selected  through  a  single  affected 
:o    individual,  and  the  probability  of  being  included  is 
;.    directly  proportional  to  the  number  affected  in  the 


family.  Clearly,  such  data  would  not  comprise  a 
random  sample.  For  a  more  complete  account  of 
these  necessary  corrections  the  reader  is  referred  to 
Steinberg  (/.  Med.  Educ.  34:  315,  1959). 

In  addition  to  the  foregoing  problem,  on  the  same 
page,  table  4-1  refers  the  reader  to  reference  147, 
whereas  perhaps  76  was  intended  and  the  caption  for 
the  second  column  should  read  "Number  of  Sibships" 
rather  than  "Number  of  Sibs."  In  the  text,  an  "I"  ap- 
pears where  "T"  was  intended  and  the  several  num- 
bers in  the  second  analysis  do  not  agree  with  num- 
bers given  in  table  4-1. 

Generally,  the  author  is  careful  to  distinguish  his 
own  opinions  from  fact.  In  a  few  instances  he  appears 
to  have  contradicted  himself.  For  instance,  on  page 
348  one  reads,  "Although  autosomal  inheritance  ob- 
tains in  the  first  four  varieties  of  Ehlers-Danlos  dis- 
cussed earlier  (p.  339),  a  fifth  X-linked  form  is  well 
established  as  well  as  a  sixth  form  with  autosomal 
recessive  inheritance  and  a  proved  abnormality  of  the 
mechanism  by  which  lysine  of  collagen  is  hydroxy- 
lated."  In  the  following  paragraph  one  sees,  "How- 
ever, it  is  difficult  to  believe  that  the  occurrence  of 
Ehlers-Danlos  in  this  infant  was  more  than  coinci- 
dence, since  no  autosomal  recessive  form  of  E-D  is 
clearly  established." 

The  author  is  of  the  opinion  that  reported  clotting 
defects  in  Ehlers-Danlos  syndrome  are  coincidental 
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(page  303).  Factor  IX  deficiency  (Christmas  factor 
or  PTC)  has  been  observed  many  times,  and  it  seems 
more  likely  that  families  having  Ehlers-Danlos  may 
be  heterogeneous  in  this  regard.  Clotting  defects  were 
not  sought  in  many  older  studies  and,  further,  an 
investigator  reporting  negative  results  will  be  apt  to 
have  seen  representatives  from  the  same  gene  pool. 
However,  the  equivocally  supported  opinion  of  a 
major  writer  might  discourage  a  search  for  evidence. 


In  spite  of  minor  imperfections,  this  volume  will 
prove  to  be  the  standard  reference  for  the  disorders 
included  for  some  time  to  come.  Its  value  for  differ- 
ential diagnoses  and  in  providing  ready  reference  to 
almost  all  of  the  recent  literature  guarantees  its  use- 
fulness for  clinicians,  genetic  counselors,  and  basic 
scientists.  Dr.  McKusick  earns  our  gratitude  for  mus- 
tering the  energies  necessary  for  this  prodigious  work. 

H.  O.  Goodman,  Ph.D. 


Resolution 


J.  Street  Brewer,  M.D. 

Whereas,  Dr.  J.  Street  Brewer,  Roseboro,  Samp- 
son County,  North  Carolina,  has  served  as  a  mem- 
ber of  The  North  Carolina  Medical  Care  Commis- 
sion since  December  12,  1946,  a  period  of  twenty-six 
and  one-half  years,  and 

Whereas,  Dr.  Brewer  has  served  as  a  member  of 
the  Executive  Committee  of  the  Medical  Care  Com- 
mission for  twenty-two  years;  and 

Whereas,  Dr.  Brewer  served  the  Commission 
through  its  formative  years  to  maturity  with  a  devo- 
tion and  interest  far  beyond  the  call  of  duty  with 
highest  integrity,   graciousness   and   efficiency;   and 

Whereas,  during  Dr.  Brewer's  tenure  the  Com- 
mission assisted  local  communities  throughout  the 
state  in  providing  new  and  enlarged  hospital  facil- 
ities, nursing  homes,  health  centers,  facilities  for  the 
mentally  retarded,  and  community  mental  health  cen- 
ters involving  a  cost  of  more  than  $485  million  for 
506  projects,  and  in  addition  administered  loan  funds 


to  assist  in  the  education  of  physicians,  dentists, 
pharmacists,  nurses,  and  other  health  personnel  for 
the  rural  areas  of  North  Carolina;  and 

Whereas,  North  Carolina's  accomplishments  in 
these  fields  during  this  period  have  been  recognized 
throughout  the  nation  by  its  leadership  in  the  number 
of  projects  completed  and  the  number  of  beds  pro- 
vided: 

Now,  therefore,  be  it 

Resolved  That  The  North  Carolina  Medical  Care 
Commission  does  hereby  record  its  appreciation  of 
the  unselfish,  highly  intelligent  and  friendly  service  of 
Dr.  J.  Street  Brewer,  over  a  period  of  twenty-six  and 
one-half  years;  and  be  it  further 

Resolved  That  this  resolution  be  placed  in  the 
permanent  minutes  of  the  Commission,  and  that  a 
copy  be  forwarded  to  the  North  Carolina  Medical 
Society  for  its  records. 

North  Carolina  Medical  Care  Commission 


Every  woman  who  procures  an  abortion  does  it  at  the  hazard  of  her  life;  yet  there  are 
not  a  few  who  run  this  risk,  merely  to  prevent  the  trouble  of  bearing  and  bringing  up 
children.  It  is  surely  a  most  unnatural  crime,  and  cannot,  even  in  the  most  abandoned, 
be  viewed  without  horror;  but  in  the  decent  matron,  it  is  still  more  unpardonable.  Those 
wretches  who  daily  advertise  their  assistance  to  women  in  this  business,  deserve,  in  my 
opinion,  the  most  severe  of  all  human  punishments. — William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Care  of  Diseases  by  Regimen  and  Simple  Medicine,  etc., 
Richard  Folwell,  1799,  p.  361. 
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No.  5 


October  8,  1973 


COMMITTEE  CONCLAVE  In  the  November  issue  of  the  NORTH  CAROLINA  MEDICAL  JOURNAL, 

the  Editor,  Dr.  Robert  Prichard,  will  give  an  excellent  overall  review  of  the  many 
activities  discussed  and  acted  on  in  your  behalf  at  our  recent  Executive  Council 
meeting  at  the  time  of  the  annual  Committee  Conclave.   Rather  than  duplicate  the 
items,  I  urge  you  to  read  his  summary  when  the  November  issue  of  the  Journal  is 
published,  and  I  will  just  mention  some  general  impressions  in  this  "Newsletter". 
For  the  most  part,  those  of  you  who  will  read  this  "Newsletter"  are  also  those 
interested  in  the  Society  and  who  already  appreciate  the  colossal  labor  and  hours 
of  time  consuming  dedicated,  pure,  hard  work  that  several  hundred  members  devote 
to  improve  the  status  of  the  many  hundred  members  who  are  the  recipients  of  this 
service  and  have  no  appreciation  whatsoever  of  what  is  being  done  for  them. 

Last  May  your  House  of  Delegates  voted  to  implement  the  documentation  of  adequate 
compulsory  post-graduate  continuing  education  as  a  condition  of  membership.   Prior 
to  and  during  the  Conclave,  the  Committee  on  Medical  Education  has  already  spent 
and  will  spend  many  more  hours  leading  up  to  putting  this  monumental  task  into 
being.   There  are  many  delicate  and  controversial  angles  to  this,  both  as  to 
effectiveness  and  its  future  interrelationships  with  our  Area  Health  Education 
Programs,  PSRO,  and  most  importantly,  how  to  finance  the  program. 

As  the  first  of  the  calendar  year  approaches  and  our  State  Legislature  returns, 
you  will  be  hearing  more  and  more  concerning  the  many  legislative  items  involving 
health.  Already  your  Legislative  Committee,  representing  your  interest,  is  doing 
vast  amounts  of  homework  in  evaluating  bills  held  over  from  the  last  session  and 
reviewing  new  legislation  on  the  horizon.   Many  of  these  were  discussed  at  the 
Committee  Conclave  and  decisions  reached  on  the  stand  the  Medical  Society  should 
take.   As  the  legislative  year  unfolds,  we  strongly  urge  each  member  and  each 
county  medical  society  to  be  ready  to  spring  into  action  when  asked  to  help  by 
this  committee.   All  of  this  of  course  dovetails  with  equal  activities  of  our 
very  active  North  Carolina  Medical  Political  Action  Committee  in  which  our 
Auxiliary  also  puts  tremendous  time,  both  statewide  and  on  the  national  level. 

After  over  two  years  of  grinding  details,  your  Relative  Value  Study  Committee 
will  soon  have  ready  for  publication  an  updated  five  digit  relative  value  scale 
using  the  new  American  Medical  Association  CPT  (current  procedural  terminology). 
This  will  greatly  increase  the  ease  and  efficiency  in  processing  insurance  claims 
and  has  been  awaited  with  great  expectancy  by  our  governmental  and  third  party 
carriers  as  well  as  ourselves. 

We  were  also  greeted  at  the  Conclave  by  the  near  fruition  of  detail  long  hard 
work  with  the  final  draft  of  a  detailed  "job  description"  for  each  of  our 
approximately  sixty  committees.   This  work  has  been  done  almost  single-handedly 
by  Dr.  Ron  Davis  our  Educational  Consultant,  whose  services  have  been  loaned  to 
us  by  our  State  Regional  Medical  Program.   All  present  and  past  commissioners, 


committee  chairmen,  and  members  of  committees  will  find  this  an  essential  aid  in 
orienting  the  purposes  and  functions  of  our  committees  in  the  future.   Another 
service  which  Dr.  Davis  has  been  providing  is  the  column  in  the  NORTH  CAROLINA 
MEDICAL  JOURNAL  "What,  Where,  and  When".   This  will  be  of  increasing  aid  in  our 
plans  when  you  start  documenting  your  continuing  education. 

PSRO  Part  of  the  predicted,  hectic,  increasing  confusion  on  the  PSRO  front  has 

been  the  resignation  of  Dr.  William  D.  Bauer  from  his  position  in  charge  of 
implementing  the  PSRO  law  for  the  Secretary  of  HEW.   The  implications  of  this 
resignation  reflecting  frustration  with  Washington  bureaucracy  and  power  struggles 
may  have  wide  repercussions;  it  is  hoped  not  to  the  detriment  of  us  in  the  "boondocks' 
The  AMA  is  way  ahead  of  HEW  with  its  homework  in  our  behalf.   The  first  announce- 
ment of  the  projected  geographic  designations  for  each  PSRO  are  expected  in  early 
December,  and  it  is  hoped  that  your  North  Carolina  State  Peer  Review  Foundation's 
application  along  with  other  states  will  be  honored. 

HINTS  FROM  THE  NEWS  (1)  Independent  of  the  pros  and  cons  of  the  question  of 

a  four-year  medical  school  at  East  Carolina  University,  the  280  page  document 
submitted  by  the  ad  hoc  Committee  to  the  Board  of  Governors  of  the  Greater 
University  will  serve  everyone  interested  in  the  health  care  picture  in  this  state 
as  a  very  valuable  reference  item  and  storehouse  of  factual  data.   (2)  Don't  be 
surprised  if  your  patients  ask  you  to  take  note  of  a  non-legal  document  labeled 
"Mini-Will"  or  a  statement  of  "Death  with  Dignity".   Dear  Abby  and  others  are 
distributing  this  widely.   In  general  it  reaffirms  what  we  have  all  practiced  for 
years  in  not  prolonging  life  and/or  pain  in  hopeless  situations. 

AMA  DELEGATION  Past  President  John  Glasson,  M.D.,  of  Durham  was  named  by  the 

Executive  Council  to  fill  the  unexpired  term  of  the  late  Frank  W.  Jones,  M.D. , 
as  a  Delegate  to  the  AMA.   Dr.  Glasson  has  been  serving  as  an  Alternate  Delegate 
to  the  AMA.   Charles  W.  Styron,  M.D.,  of  Raleigh,  also  a  Past  President,  was 
named  to  fill  Dr.  Glasson' s  unexpired  term  as  an  Alternate  Delegate. 

Sincerely  yours, 


George  G.  Gilbert,  M.D. 


North  Carolina  Medicine— Looking  Down  the 
Road  in  Seventy-three-Seventy-four 


John  Glasson,  M.D. 


/CARRYING  on  the  instructions  of  past  president. 
Dr.  Louis  Shaffner  two  years  ago,  I  entered  the 
acceleration  lane  at  that  time  and  for  the  past  year  I 
have  been  literally  and  figuratively  in  the  driver's  seat 
for  thousands  of  miles  in  carrying  on  with  the  work  of 
the  North  Carolina  Medical  Society.  Now  at  this,  the 
annual  meeting,  I  shall  turn  the  wheel  over  to  my  able 
successor,  Dr.  George  Gilbert  of  Asheville. 

In  the  next  thirty  minutes,  I  should  like  to  share 
with  you  a  brief  look  at  the  road  ahead  in  North 
Carolina  medicine  and  perhaps  describe  some  of  the 
bumps  we  have  passed  and  the  hazards  to  come. 

LEGISLATIVE  ACTIVITIES 

With  the  legislature  in  session,  the  legislative  activi- 
ties of  the  North  Carolina  Medical  Society  have, 
as  usual,  been  markedly  increased,  and  proposed 
annual  sessions  promise  even  greater  activity  in  the 
future.  The  Legislative  Committee,  under  Dr.  Dave 
Bruton  of  Pinehurst,  has  maintained  an  active  interest 
and  a  close  liaison  with  the  North  Carolina  Legisla- 
ture through  the  dedicated  work  of  Mr.  Steve  Morri- 
sette  of  the  Headquarters  Staff  and  Mr.  John  Ander- 
son, the  Medical  Society  attorney,  who  have  worked 
so  effectively  with  the  legislature  through  the  years. 
Dr.  Ed  Beddingfield  and  others  have  continued  busy 
as  effective  spokesmen  for  good  medical  care  in  our 
state  in  the  committee  hearings.  He  himself,  however, 
has  called  for  a  broadening  of  the  interest  and  in- 
volvement of  physicians  in  legislative  matters. 

I  predict  that  this  effort  will  be  aided  by  the  in- 
creased emphasis  on  the  part  of  the  North  Carolina 
MedPac  Board  to  involve  legislative  chairmen  and 


Read    before    the    First    General    Session,    North    Carolina    Medical 
Society.   Pinehurst.  May  21,   1973. 
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legislative  committees  of  local  county  societies 
throughout  the  state  in  the  decisions,  contact,  and 
support  for  our  state  legislators  and  for  group  medi- 
cal legislation.  This  effort  is  not  aimed  at  promoting 
the  selfish  interests  of  doctors,  but  is  aimed  at  legis- 
lation devised  to  improve  to  the  greatest  extent  possi- 
ble, the  health  and  medical  care  of  the  people  of  our 
state. 

I  hope  that  as  the  North  Carolina  Legislature  goes 
into  annual  sessions  rather  than  biennial  sessions 
the  Legislature  will  see  fit  to  invite  the  physicians 
of  North  Carolina  to  participate  in  a  volunteer-type 
service  project  called  "The  Doctor  of  the  Day"  pro- 
gram, a  program  which  has  meant  much  in  many 
states  to  provide  education  and  interest  in  legislative 
matters  for  physicians,  and  which  also  can  provide 
an  increased  feel  for  valid  and  necessary  medically 
related  legislation  as  judged  by  the  legislators  them- 
selves. Dr.  John  Gamble,  who  now  serves  as  a  repre- 
sentative in  the  Legislature  from  Lincolnton,  is  doing 
yeoman  service  along  these  lines,  including  public 
relations,  direct  primary  medical  care  among  his  fel- 
low legislators,  and  valuable  input  as  sponsor  of  good 
medically  related  legislation.  He  needs  help,  has 
called  for  it,  and  I  predict  that  he  will  get  it  from  the 
physicians  of  North  Carolina. 

PROFESSIONAL  STANDARDS  REVIEW 

The  coming  year  will  see  continued  great  activity 
in  the  implementation  of  professional  standards  re- 
view and  medical  audit  as  provided  in  Public  Law  92- 
603,  which  was  signed  into  law  in  October,  1972  and 
is  to  be  implemented  by  January  1,  1974.  On  a  state 
level  the  North  Carolina  Peer  Review  Foundation, 
Inc.  has  been  chartered  with  the  Secretary  of  State. 
Its  officers  and  directors  have  been  designated.  Initial 
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applications  to  all  practicing  physicians  in  the  state 
of  North  Carolina  have  been  mailed  in  an  effort  to 
comply  with  the  professional  standards  review  pro- 
visions for  statewide  organizations.  Membership  in 
this  Foundation  is  voluntary  and  is  not  dependent 
upon  membership  in  the  North  Carolina  Medical 
Society  or  in  any  other  preexisting  organization.  All 
physicians  licensed  to  practice  in  the  state  of  North 
Carolina  are  eligible. 

Many  of  the  larger  county  societies,  including  For- 
syth, Mecklenburg,  Durham-Orange,  Guilford,  Bun- 
combe, and  others,  are  exploring  the  formation  of 
local  PSRO  organizations,  and  some,  such  as  Forsyth, 
have  advanced  to  the  stage  of  procuring  funding  and 
early  operational  status. 

Some  opposition  to  the  professional  standards  re- 
view provisions  of  the  new  Federal  law  will  occur  in 
our  state  as  has  been  the  case  throughout  the  nation. 
I  think  that,  overall,  physicians  of  North  Carolina 
will  recognize  that,  regardless  of  whether  they  agree 
or  disagree  with  the  concepts  of  peer  review  outlined 
in  the  law,  if  these  provisions  are  to  have  any  chance 
of  improving  medical  care  in  North  Carolina,  they 
will  have  to  be  conscientiously  implemented  and 
guided  by  practicing  physicians,  and  that  if  the  pro- 
visions of  the  law  which  call  for  other  groups  to  carry 
on  this  professional  standards  review  after  Jan.  1, 
1976  are  allowed  to  become  effective,  nothing  but 
disruption  of  medical  care  can  result. 

CONTINUING  EDUCATION 

Increased  emphasis  on  continuing  education  will 
be  noted,  and  whether  this  will  be  made  compulsory 
for  membership  in  the  North  Carolina  Medical  So- 
ciety would  seem  to  be  less  important  than  the  recog- 
nition of  the  fact  that  a  continued  high  standard  of 
performance  in  the  delivery  of  medical  care  is  the 
obligation  of  all  physicians.  It  is  an  obligation  which 
will  come  under  increasing  surveillance  through 
PSRO  and  through  the  Medical  Audit  activities  spon- 
sored by  the  American  Hospital  Association  and  its 
Quality  Assurance  Program  and  the  medical  audit 
sponsored  by  the  Joint  Commission  for  Accreditation 
of  Hospitals,  in  efforts  to  have  these  medical  staff  ac- 
tivities fully  qualified  under  P.  L.  92-603.  As  the 
need  for  continuing  education  in  specific  practice 
methods  for  specific  physicians  is  identified,  it  would 
seem  almost  automatic  that  the  many  excellent  op- 
portunities for  continuing  education  in  all  fields  will 
be  taken  advantage  of,  and  that  specifically  pro- 
grammed requirements  for  numbers  of  hours  in  atten- 
dance for  certain  programs  will  be  generally  found  to 
be  unnecessary. 

INCREASING  ACCESS  TO  MEDICAL  CARE 

The  increasing  enrollment  of  students  in  the  medi- 
cal schools  of  our  nation  will  result  in  a  gradually  im- 
proving ratio  of  physicians  to  numbers  of  people  in 
North  Carolina,  and  it  is  predicted  that  by  1980  the 
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combined  output  of  the  medical  schools  of  our  nation 
will  have  produced  an  adequate  number  of  physicians 
for  high  quality  medical  care.  An  increasing  propor- 
tion of  our  graduating  doctors  will  be  primary  care 
physicians.  As  these  numbers  increase,  however — 
and,  indeed,  as  they  reach  their  zenith — problems  of 
access  to  medical  care,  and  particularly  to  primary 
medical  care,  for  citizens  in  some  areas  of  our  state 
will  still  remain.  We  expect  alleviation  of  some  of 
these  problems  to  be  demonstrated  in  many  instances 
by  some  of  the  newer  concepts — the  use  of  nurse 
practitioners,  physicians  assistants,  and  other  allied 
health  personnel — in  the  more  efficient  provision  of 
primary  care  in  sparsely  populated  areas  which  can- 
not reasonably  be  expected  to  support  a  viable  team 
of  physicians.  For  these  efforts  to  be  successful  in 
maintaining  one  high  quality  type  of  medical  care, 
realistic  provisions  must  be  made  for  direct  super- 
vision by  fully  qualified  and  trained  physicians.  We 
will  not  let  the  shortcomings  of  some  of  our  earlier 
efforts  in  this  direction  destroy  the  entire  concept,  for 
I  believe  that,  as  a  solution  to  some  problems  of  ac- 
cess, the  program  of  Primary  Care  Centers  proposed 
by  Governor  Holshouser  has  promise.  The  Governor 
and  his  advisors  in  these  matters  have  recognized 
that  no  such  program  can  be  successful  in  solving 
these  problems  of  access  without  the  active  support 
and  participation  of  the  practicing  physicians  in  local 
areas  where  these  centers  are  established.  The  laws 
relating  to  the  practice  of  medicine,  nursing,  and 
pharmacy  in  our  state  have  been  carefully  worked 
out.  Recent  legislation  to  govern  activities  of  nurse 
practitioners  by  the  combined  direction  of  the  Boards 
of  Medical  Examiners  and  Nursing  Examiners  has 
been  passed.  It  is  essential  that  the  operation  of  these 
Primary  Care  Centers  be  so  regulated  that  none  of 
these  statutes  are  violated. 

The  Public  Relations  Committee  of  the  Society, 
under  the  leadership  of  Dr.  John  McCain  of  Wilson, 
has  had  an  active  year  in  an  attempt  to  provide  other 
means  of  solving  problems  of  access  for  the  people  of 
our  state.  His  committee  has  published  a  summary  of 
its  findings  which  is  available  to  the  physicians  and 
citizens  of  the  state,  and  is  currently  developing 
audio-visual  aids  addressing  themselves  to  innovative 
solutions  to  access  problems. 

The  AMA  and  its  Board  of  Trustees  have  recog- 
nized the  value  of  practice  management  workshops 
aimed  at  improved  efficiency  by  existing  practi- 
tioners, and  aimed  at  providing  maximum  help  for 
new  practitioners  in  setting  up  practices  which  will 
insure  maximum  access  to  good  quality  care  for  a 
maximum  number  of  patients.  The  State  Society  has 
applied  for  AMA  sponsorship  of  such  a  workshop  in 
our  state  in  the  near  future. 

ANSWERING  THE  CRITICS 

We  shall  continue  to  hear  criticism  of  the  AMA 
and  the  American  health  care  delivery  system  backed 
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up  by  statistics  which,  if  carefully  enough  selected, 
can  be  used  to  substantiate  almost  any  statement  on 
such  matters  that  one  wishes  to  make. 

Dr.  Bernard  Greenberg,  Dean  of  the  UNC  School 
of  Public  Health  and  a  consultant  for  our  Committee 
on  Occupational  and  Environmental  Health,  speaking 
before  a  specialty  session  of  the  American  Public 
Health  Association  in  Atlantic  City  earlier  this  year, 
was  quoted  by  Medical  Tribune  as  characterizing  the 
health  industry  of  our  country  as  the  fastest  growing 
and  most  rapidly  changing  industry  in  the  nation,  but 
one  with  a  "terrible  record  of  non-performance." 
This  comment  refers  to  an  industry  in  which  physi- 
cians see  2.3  million  patients  a  day  365  days  a  year 
(HEW).  He  was  further  quoted  as  saying,  "The 
AMA  and  its  lobby  cannot  continue  to  stem  indefi- 
nitely the  rising  tide  of  concern."  He  stated: 

During  the  last  15  years,  almost  all  of  the  15  leading 
causes  of  death  have  actually  increased — heart  disease, 
stroke,  cancer,  accidents,  suicides,  diabetes,  pneumonia, 
and  cirrhosis  of  the  liver,  just  to  name  a  few. 

We  are  now  the  14th  among  nations  in  infant  mortality, 
11th  in  maternal  mortality,  17th  in  suicides.  7th  in  life 
expectancy  for  females,  and  22nd  (yes,  that's  right)  in 
life  expectancy  for  males! 

To  add  further  insult  to  our  national  pride,  we  have 
just  learned  that  the  United  States  is  one  of  three  countries 
in  the  world  whose  life  expectancy  for  males  has  actually 
gone  down  (  1958-68). 

Compounding  the  problem.  Dr.  Greenberg  con- 
tinued, is  the  fact  that  "more  and  more  money  is  be- 
ing spent  on  health  care  with  less  and  less  to  show 
for  it — which  means  we  must  seriously  overhaul  our 
fragmented  forms  of  delivering  health  care." 

He  correctly  ranks  the  United  States  as  14th 
among  nations  in  infant  mortality,  but  did  not  address 
himself  to  the  relevant  question  as  to  whether  the 
United  States  infant  mortality  rate  is  improving  or 
deteriorating.  In  1940  the  infant  death  rate  was  47 
per  1,000  live  births  and  by  1969  had  declined  to 
20.7  per  1,000  live  births,  a  marked  improvement. 
Infant  mortality  loses  considerable  significance  when 
one  considers  that  70  per  cent  of  the  deaths  in  the 
United  States  are  related  to  heart  disease,  cancer,  or 
stroke,  according  to  the  DeBakey  Report,  and  that 
only  2.2  per  cent  of  the  deaths  are  classified  as  infant 
mortality,  according  to  1969  data.  This  is  not  to  say 
that  anyone  should  be  complacent  about  infant  mor- 
tality. However,  in  choosing  an  overall  indicator  of 
health  status  or  assigning  priority  for  disease  eradica- 
tion, infant  mortality  does  not  seem  to  warrant  the 
attention  it  receives. 

Dr.  Greenberg  was  not  directly  quoted  as  mention- 
ing Sweden.  However,  infant  mortality  figures  are 
often  used  to  compare  the  United  States  with  Sweden, 
for  example.  Though  usually  not  stated,  it  is  implied 
that  the  United  States  should  adopt  the  Swedish 
health  system  or  social  system.  Since  this  is  the  most 
common  comparison,  it  is  interesting  to  examine  it. 
Consider  that  the  United  States  covers  more  than  3.6 
million  square  miles;  Sweden  covers  175,000  square 
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miles,  or  slightly  more  than  the  state  of  California. 
The  United  States  has  an  extremely  heterogeneous 
population  measured  by  any  characteristics  one  might 
choose  (economic,  social,  cultural,  ethnic);  Sweden 
has  a  relatively  homogeneous  population.  Both  the 
United  States  and  Sweden  are  at  approximately  the 
same  point  as  far  as  medical  knowledge  and  tech- 
nology are  concerned.  Given  the  above  points,  which 
country  would  one  expect  to  have  the  lower  infant 
mortality  rate?  The  simple  fact  is  that  the  United 
States  has  a  much  larger  and  more  complex  problem 
to  deal  with. 

Consideration  of  the  implication  usually  suggested 
by  this  comparison  is  equally  absurd,  i.e.,  "the  United 
States  should  adopt  the  Swedish  health  or  social  sys- 
tem." By  this  reasoning,  Charlotte,  N.C.  should  adopt 
the  same  type  of  public  transportation  system  as 
Bailey,  N.C.  because  traffic  congestion  in  Bailey  is 
much  less  than  in  Charlotte.  It  appears  that  the  in- 
fant death  rate  is  being  used  to  prove  a  point.  Dif- 
ferent points  can  be  proven  by  using  the  same  coun- 
tries and  different  disease  conditions.  For  example, 
using  World  Health  Statistics  Report  (1970).  one 
might  say  that  he  could  "prove"  the  following: 

Sweden  has  the  best  health  system  because  it  has 
the  lowest  infant  death  rate. 

The  Netherlands  has  the  best  health  system  be- 
cause it  has  the  lowest  death  rate  due  to  both  tuber- 
culosis and  pneumonia. 

The  United  States  has  the  best  health  system  be- 
cause it  has  the  lowest  death  rate  due  to  bronchitis. 

France  has  the  best  health  system  because  it  has 
the  lowest  death  rate  due  to  ulcer  of  the  stomach. 

Each  of  the  above  arguments  is,  of  course,  equally- 
invalid.  There  are  many  problems  inherent  in  the  pro- 
cess of  national  rank  with  regard  to  such  things  as 
maternal  mortality,  suicide,  life  expectancy  for  fe- 
males, and  life  expectancy  for  males.  There  is  con- 
siderable variation  in  the  method  for  collecting  statis- 
tics in  the  various  nations,  as  well  as  variations  in  the 
efficiency  and  completeness  with  which  the  statistics 
are  gathered.  As  to  maternal  mortality,  if  we  look  at 
the  base  figures  for  1951-1953,  we  see  that  the 
United  States  has  the  lowest  rates  in  that 
period  among  the  36  countries  rated  by  World  Health 
Organization.  Fifteen  years  later  we  reduced  mater- 
nal deaths  from  67.7  to  29.1  per  100,000  live  births, 
but  by  relative  rank  we  fell  to  tenth  place  in  mater- 
nal mortality  rather  than  holding  first  place. 

As  to  Dr.  Greenberg's  report  that  during  the  last 
15  years  almost  all  of  the  15  leading  causes  of  death 
have  actually  increased,  he  will  be  pleased  to  know 
that  the  final  mortality  statistics  for  1969  published  in 
the  monthly  vital  statistics  report  of  the  Department 
of  Health,  Education,  and  Welfare  indicated  that  the 
death  rate  for  most  causes  of  death  was  either  lower 
or  changed  very  little  between  1968  and  1969.  Pneu- 
monia was  down  7.9  per  cent,  major  cardiovascular 
disease  was  down  2  per  cent,  cerebral  vascular  dis- 


783 


ease  down  3  per  cent;  and  of  the  four  main  causes  of 
death  the  only  ones  which  went  up  were  malignant 
neoplasm,  which  rose  0.4  per  cent,  and  accidents, 
which  rose  0.2  per  cent.  Additional  trends  noted  in 
1970  and  1971  indicate  some  improvement  in  these 
and  other  trends  as  to  causes  of  death,  though  the 
final  figures  are  not  yet  in. 

It  would  appear  that  the  life  style  of  our  popula- 
tion with  regard  to  consumption  of  alcohol,  use  of  the 
automobile,  and  economic  status  might  have  more  to 
do  with  these  statistics  than  the  health  care  delivery 
system  or  the  attitude  of  the  AMA.  We  will  rely  on 
biostatisticians  such  as  Dr.  Greenberg  to  choose  for 
analysis  the  statistics  which  might  best  be  related  to 
our  health  care  delivery  system.  We  must  also  rely 
on  them  to  judge  whether  it  is  valid  to  compare  health 
statistics  between  two  countries  as  divergent  in  size 
and  population  characteristics  as  the  United  States 
and  Sweden  when  these  statistics  are  being  used  to 
evaluate  a  health  care  delivery  system. 

PROPOSED  TYPES  OF  HEALTH  CARE 
DELIVERY 

As  to  proposals  for  types  of  health  care  delivery, 
we  have  seen  the  Health  Maintenance  Organization 
comet  flare  up  and  sail  through  the  sky  during  the 
past  year.  As  we  look  ahead  to  the  more  conservative 
experimental  bill  now  backed  by  the  present  Admin- 
istration, the  HMO  concept  seems  to  be  cooling  down 
a  bit,  and  it  may  even  burn  out.  This  apparently  is 
happening  as  the  cost  acceleration  figures  begin  to 
come  in  from  such  organizations  as  the  Health  In- 
surance Plan  of  Greater  New  York,  and  as  it  becomes 
recognized  that  preventive  medicine,  though  manda- 
tory and  highly  desirable  where  practical,  offers  little 
promise  for  removing  or  alleviating  the  great  majority 
of  man's  medical  ills  even  though  practiced  to  the  full 
extent  of  modern  medical  knowledge.  We  have  so 
many  times  continued  to  hear  the  "crisis  care"  prac- 
ticed by  American  medicine  castigated.  The  obliga- 
tion of  our  doctors  will  be  to  continue  to  care 
for  these  crises  as  long  as  they  exist,  and  to  hope  that 
with  advances  in  medical  knowledge  through  re- 
search, they  will  be  diminished  in  scope  and  fre- 
quency. 

North  Carolina  will  lose  by  the  phasing  out  of  the 
well  administered  and  generally  very  effective  Re- 
gional Medical  Program  under  the  able  leadership  of 
Dr.  Simmons  Patterson.  Though  not  all  of  its  efforts 
met  with  success,  it  has  left  behind  many  ongoing 
programs  which  were  strong  enough  in  their  design 
that  they  have  now  become  self-sustaining.  More  im- 
portantly, participation  in  this  program  by  all  those 
involved  in  medical  care  in  our  state  has  brought  to- 


gether, in  an  admirable  fashion,  representatives  from 
medical  education,  practice,  and  government  in  the 
common  effort  toward  better  medical  care  in  North 
Carolina. 

The  North  Carolina  Joint  Conference  Commission 
for  Medical  Care  has  been  aided  in  its  efforts  by  the 
able  staff  support  of  Dr.  Robert  Lindsay  of  the  Re- 
gional Medical  Program  staff,  and  I  believe  that  this 
organization,  as  it  seeks  new  sources  of  support  and 
funding,  will  continue  to  serve  as  a  valuable  liaison 
mechanism  between  town,  gown,  and  government  in 
the  establishment  of  priorities  and  in  the  support  of 
both  state  and  national  legislation  which  will  be  so 
devised  as  to  continue  to  promote  the  best  medical 
care  possible. 

With  many  other  health  related  Federal  programs 
soon  to  be  phased  out,  including  training  grants  for 
medical  schools,  Hill-Burton  programs,  and  the  pro- 
gram of  support  for  Community  Mental  Health  Cen- 
ters, we  see  continued  substantial  support  for  Com- 
prehensive Health  Planning  in  our  state  as  well  as  the 
rest  of  the  nation.  The  activities  of  these  Regional 
Planning  Councils  in  our  state  can  be  expected  to 
assume  an  increasingly  important  role  as  we,  the  citi- 
zens of  North  Carolina,  view  our  future  needs  for 
hospital  facilities  and  other  health  care  resources  in 
the  effort  to  provide  the  most  efficient  utilization  of 
the  health  care  dollar  possible. 

Investigative  methods  used  by  Comprehensive 
Health  Planning  Agencies  are  being  reviewed  by  the 
House  of  Delegates  of  the  North  Carolina  Medical 
Society  at  the  current  meeting,  and  the  work  of  the 
statewide  and  regional  Planning  Council  in  reviewing 
problems  cf  health  care  in  North  Carolina  will  re- 
quire, to  be  effective,  increased  meaningful  partici- 
pation by  the  practice  sector  in  North  Carolina  medi- 
cine. 

CONCLUSION 

In  closing,  I  should  like  to  pay  tribute  to  Mr.  Wil- 
liam Hilliard,  the  Executive  Director,  and  the  entire 
senior  staff  and  office  staff  of  the  Medical  Society 
Headquarters  in  Raleigh  for  a  continuing  superb 
job  in  carrying  out  and  providing  continuity  to  the 
many  ongoing  programs  of  the  North  Carolina  Medi- 
cal Society.  I  am  also  sincerely  appreciative  for  the 
loyalty  and  conscientious  help  provided  in  this  work 
by  my  fellow  officers  and  by  the  chairmen  and  mem- 
bers of  all  the  committees  involved  in  the  various 
phases  of  the  work  of  the  Society.  As  my  year  as, 
president  draws  to  a  close,  I  pledge  my  continued 
interest  and  support  to  all  of  you  in  the  common 
effort  to  foster  the  best  possible  medical  care  for  the 
citizens  of  North  Carolina. 
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Leukemia  and  Irradiation 


Gustavo  S.  Montana,  M.D.,  and  Campbell  McMillan,  M.D. 


'T'HE  therapeutic  value  of  irradiation  in  leukemia 
is  well  recognized.  Irradiation  is  used  in  a  variety 
of  ways  to  palliate  symptoms  as  well  as,  in  rare 
instances,  with  the  intent  of  eradicating  this  disease. 
Of  importance  also  is  the  leukemic  potential  of  ir- 
radiation observed  in  human  beings  and  achieved  ex- 
perimentally in  animals.  A  review  of  this  dual  rela- 
tionship, causal  and  therapeutic,  between  irradiation 
and  leukemia,  is  the  subject  of  this  paper.  In  addition, 
our  preliminary  experience  with  chemotherapy  and 
cranial  irradiation  in  acute  leukemia  in  children  will 
be  presented. 

IRRADIATION  AS  CAUSAL  AGENT 
Clinical  data 

As  early  as  five  years  after  the  discovery  of  x-rays, 
the  first  radiation-induced  skin  cancer  was  de- 
scribed.1 Case  reports  of  the  development  of  leu- 
kemia in  persons  occupationally  exposed  to  irradia- 
tion began  to  appear  in  the  literature  at  the  begin- 
ning of  the  century.2' 3  Stimulated  by  these  reports, 
March4  studied  the  incidence  of  leukemia  among 
radiologists,  who  constitute  a  homogeneous  group  of 
individuals  exposed  to  irradiation,  and  found  a  ten- 
fold increase  as  compared  to  the  incidence  in  other 
specialists.  During  recent  years  the  high  incidence  of 
leukemia  among  radiologists  has  declined,5, 6  per- 
haps as  a  result  of  greater  awareness  of  the  deleteri- 
ous effects  of  irradiation,  which  in  turn  has  led  to  bet- 
ter protective  measures  and  a  decrease  in  occupa- 
tional exposure. 

In  a  group  of  patients  with  ankylosing  spondy- 
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litis  treated  by  irradiation  of  the  spinal  column. 
Court-Brown"  found  a  linear  relationship  between 
dosage  and  the  incidence  of  leukemia.  The  number 
of  patients  so  affected  was  small,  but  this  observa- 
tion prompted  abandonment  of  the  practice. 

Of  much  greater  magnitude  and  significance  were 
the  data  reported  by  Anderson*  involving  the  atomic 
bomb  survivors  of  Hiroshima  and  Nagasaki.  With 
the  exception  of  chronic  lymphocytic  leukemia, 
which  is  rare  in  Japan,  an  increase  in  the  incidence 
of  all  types  of  leukemia  was  noted,  particularly  of  the 
chronic  granulocytic  type.  Males  up  to  19  years  of 
age  at  the  time  of  exposure  had  the  highest  incidence. 
The  minimum  time  required  for  leukemia  to  develop 
appeared  to  be  less  than  three  years.  The  total  num- 
ber of  cases  was  greater  than  expected  for  the  entire 
life  span  of  the  group.  Clinically  and  morphologi- 
cally, no  differences  were  detected  between  these 
cases  and  cases  of  leukemia  in  persons  not  exposed 
to  irradiation.  A  correlation  was  found  between  esti- 
mated dosage,  distance  from  the  hypocenter,  symp- 
toms of  major  irradiation,  and  the  incidence  of  leu- 
kemia. 

Thus  leukemia  has  been  induced  in  persons  sub- 
jected to  occupational  or  accidental  irradiation  or 
exposed  to  small  doses  administered  in  the  treatment 
of  benign  diseases.  Individuals  who  have  received 
therapeutic  doses  of  radiation  to  localized  areas,  such 
as  patients  treated  for  carcinoma  of  the  cervix,9  have 
not  shown  an  increase  in  the  incidence  of  leukemia. 
The  carcinogenic  mechanism  involved  in  these  cases 
is  unclear,  although  several  hypotheses  have  been 
presented.0 

Experimental  data 

Induction  of  leukemia  by  irradiation  was  first  de- 
scribed  by   Furth   and   Furth  in    1936.10   Kaplan11 
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studied  the  problem  intensely  in  C57BL  mice,  a 
strain  having  a  low  incidence  of  spontaneous  leu- 
kemia. He  attained  an  extremely  high  incidence  in 
this  strain  when  the  thymus  and  bone  marrow  were 
irradiated.  He  concluded  that  these  mice,  and  proba- 
bly others  having  a  similarly  low  incidence,  harbor  a 
latent  leukemogenic  virus  which  produces  no  ill  ef- 
fects until  the  animals  are  exposed  to  appropriate 
doses  of  irradiation  or  to  certain  chemical  agents. 

IRRADIATION  AS  A  THERAPEUTIC  AGENT 
Palliative 

Irradiation  is  used  frequently  for  the  relief  of 
symptoms.  Shrinkage  of  enlarged  lymph  nodes  that 
cause  pain,  discomfort,  or  disfigurement,  and  relief 
of  symptomatic  bone  involvement  can  be  achieved 
usually  with  doses  ranging  from  600  rads  in  two 
days  to  2,500  rads  in  two  weeks,  depending  upon 
the  location  and  extent  of  the  involvement.  Symp- 
tomatic liver  involvement  can  be  alleviated  with 
doses  ranging  from  2,000  to  2,500  rads  delivered 
over  a  two-  to  three-week  period. 

Splenic  irradiation  as  part  of  the  overall  manage- 
ment of  leukemia  has  received  a  great  deal  of  atten- 
tion. Early  in  the  century  Senn,1-  and  later  Har- 
ris,1:!  observed  clinical  and  hematologic  remissions 
after  splenic  irradiation  in  cases  of  chronic  myelo- 
genous leukemia.  Splenic  irradiation  usually  induces 
a  drop  in  the  white  blood  cell  count  and  a  rise  in 
hemoglobin  values  coupled  with  a  decrease  in  the 
mitotic  index  in  the  bone  marrow.  Hotchkiss14 
studied  1  1  patients  with  chronic  myelogenous  leu- 
kemia who  received  a  total  of  16  courses  of  splenic 
irradiation  as  the  only  form  of  therapy.  Daily  doses 
ranging  from  50  to  200  rads  in  air  were  administered 
to  the  spleen  until  the  WBC  dropped  to  about  20,- 
000.  Nine  patients  experienced  a  clinical  remission 
lasting  from  one  to  nine  months.  In  all  but  two  pa- 
tients the  peripheral  WBC  and  the  hemoglobin  values 
tended  to  return  to  normal.  The  two  patients  in 
whom  a  clinical  remission  was  not  achieved  did 
experience  a  fall  in  the  white  blood  cell  count  and 
platelet  and  hemoglobin  values.  Examination  of 
the  marrow  disclosed  a  reduction  of  the  granu- 
locyte-erythrocyte ratio,  which  had  been  abnormally 
high  prior  to  splenic  irradiation.  The  two  patients  in 
whom  no  clinical  response  was  obtained  showed  no 
changes  in  bone  marrow.  Other  parameters  studied, 
such  as  the  red  cell  mass  and  red  cell  survival,  also 
tended  to  return  to  normal. 

Newall'"'  also  found  splenic  irradiation  valuable 
in  the  treatment  of  chronic  myelogenous  leukemia, 
but  he  recommended  caution  in  dealing  with  chronic 
lymphocytic  leukemia,  as  the  WBC  count  can  fall 
very  rapidly.  Monocytic  leukemias  are  rare  but  fre- 
quently acute,  and  this  form  of  treatment  has  been 
used  sporadically  wi'hout  obvious  benefit.  In  clinical 
practice  it  is  assumed  that  splenic  irradiation  acts 
by  killing  leukemic  cells  present  in  the  spleen  at  the 
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time  of  irradiation;  however,  attempts  to  elucidate 
the  exact  mechanism  of  action  have  been  unsuc- 
cessful.1", 17 

Considering  that  leukemic  cells  are  radiosensitive 
and  widely  distributed  throughout  the  body,  the  con- 
cept of  irradiating  the  whole  body  appears  logical. 
Heublain1*  was  the  first  to  try  this  method,  using 
an  arrangement  designed  to  treat  several  patients  in 
one  room  at  the  same  time.  The  dose  was  prescribed 
in  erythema  units  of  1.26  rads  per  hour,  totaling 
about  190  rads  over  the  whole  body.  Of  six  leukemic 
patients  so  treated,  two  showed  clinical  improvement. 

More  recently,  Johnson,11'  at  the  National  Cancer 
Institute,  and  other  investigators  at  Oak  Ridge  Na- 
tional Laboratory  decided  to  re-evaluate  this  ap- 
proach. Johnson-0  reported  1 1  cases  of  chronic 
lymphocytic  leukemia  treated  with  doses  ranging 
from  3  to  12.5  rads  given  three  to  five  times  weekly 
for  a  total  dosage  of  550  to  600  rads  to  the  whole 
body.  Of  the  1 1  patients  treated,  5  showed  remis- 
sion of  the  peripheral  blood  and  bone  marrow  ab- 
normalities. However,  in  view  of  the  long  natural  his- 
tory of  this  disease,  it  cannot  be  said  that  this  or  any 
other  treatment  prolongs  survival. 

Jacobs-1  reported  the  results  of  whole  body  irra- 
diation in  15  patients.  Of  7  who  had  chronic  leu- 
kemia (3  lymphocytic  and  4  granulocytic)  three  ap- 
peared to  improve  with  treatment.  The  8  patients 
with  acute  leukemia  (2  lymphocytic  and  6  granu- 
locytic) did  not  improve. 

Extracorporeal  irradiation  of  the  blood  was  first 
proposed  by  Heymans--  as  a  means  of  ameliorating 
the  homegraft  rejection  reaction.  It  soon  became  ap- 
parent that  this  object  could  not  be  achieved,  as  not 
all  lymphocytes  entered  the  systemic  circulation 
within  the  period  of  irradiation  and  new  lymphocytes 
were  being  formed  at  a  constant  rate,  thus  tending  to 
maintain  the  status  quo.  Lajtha-'1  reassessed  the  ap- 
proach and  concluded  on  the  basis  of  two  leukemic 
patients  so  treated  that  the  method  was  a  possible  tool 
in  the  treatment  of  leukemia;  however,  he  could 
not  demonstrate  objective  response  in  the  two  cases 
reported. 

Cronkite  and  associates24  have  studied  extra- 
corporeal irradiation  extensively  in  animals  and  man. 
In  calves  they  observed  a  prompt  and  sustained  re- 
duction in  peripheral  blood  lymphocytes  and  deple- 
tion of  small  lymphocytes  from  the  germinal  centers 
of  the  lymph  nodes  and  spleen  proportional  to  the 
period  of  exposure.  The  drop  in  neutrophils  was  less 
pronounced.  Essentially  no  effect  on  the  hematocrit 
and  platelet  values  was  seen.  The  authors  reported 
12  patients,  of  whom  8  had  acute  myelogenous  leu- 
kemia, 2  had  chronic  granulocytic  leukemia,  and  2 
had  chronic  lymphocytic  leukemia.  The  results  of 
treatment  were  disappointing  except  for  the  tem- 
porary drop  in  the  peripheral  white  blood  cell  count 
and,  in  some  instances,  shrinkage  of  enlarged  lymph 
nodes.  Some  of  these  patients  experienced  some  de- 
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Fig.  1.  Age  and  sex  distribution  (Mean  age,  6.5  years). 

gree  of  hemolysis.  Further  study  of  the  problem  of 
hemolysis  in  normal  subjects  revealed  that  dosages  in 
excess  of  100,000  rads  were  needed  to  shorten  the 
red  cell  survival  time.-"' 

Thomas-"  studied  the  use  of  extracorporeal  ir- 
radiation in  five  patients  and  observed  a  reduction 
in  the  number  of  circulating  leukemic  cells  but  no 
objective  response.  He  therefore  concluded  that  the 
disappointing  results  of  this  method  in  leukemia 
could  be  explained  by  ( 1 )  the  number  of  leukemic 
cells  in  tissue  stores;  (2)  the  rate  of  exchange  be- 
tween tissue  stores  and  the  blood;  (3)  the  number  of 
leukemic  cells  in  the  peripheral  blood  at  a  given  time; 
(4)  the  radiosensitivity  of  the  leukemic  cells;  (5) 
the  rate  of  production  of  leukemic  cells;  and  (6)  the 
life  span  of  the  leukemic  cells.  In  view  of  these  fac- 
tors, the  most  that  can  be  expected  of  extracorporeal 
irradiation  is  a  temporary  reduction  in  the  number 
of  leukemic  cells,  and  thus  temporary  remission  of 
the  leukemic  process. 

Internal  radiation  emitters  such  as  32P  and  triti- 
ated  thymidine  have  received  some  attention  for  their 
possible  therapeutic  value.  Steinkamp27  studied  a 
series  of  161  patients  with  chronic  lymphocytic  leu- 
kemia treated  during  the  period  1936-1960.  The 
predominant  treatment  for  these  patients  was  32P; 
however,  other  therapy  was  used  as  indicated.  The 
:i-P  was  usually  given  as  a  single  course  consisting 
of  four  to  six  weekly  injections  for  a  total  dosage 
amounting  to  3  to  8  millicuries.  Fifty  percent  of  the 
patients  were  alive  five  years  after  diagnosis.  Of  the 
119  patients  who  died,  43  had  leukemia  but  ap- 
peared to  have  died  of  unrelated  causes. 

Osgood28  reported  on  212  cases  of  chronic  lym- 
phocytic leukemia  and  114  of  chronic  granulocytic 
leukemia.  All  but  24  of  these  patients  were  treated 
with  :!2P.  He  reported  better  survival  rates  in  these 
patients  than  the  rates  Tivey39  reported  of  patients 
treated  differently.  The  problem  remains  that  Osgood 
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Fig.  2.  Survival  "free  of  disease"  computed  from  date  of 
diagnosis. 

may  have  used  other  forms  of  supportive  therapy 
which  might  account  for  the  better  survival  rates  he 
reported.  Moreover,  chronic  lymphocytic  leukemia 
has  a  long  natural  history,  and  it  is  debatable  whether 
any  form  of  treatment  prolongs  survival.'"'- 31 

Curative 

In  theory,  destruction  of  all  the  leukemic  cells 
should  render  a  cure.  Conceivably,  with  whole  body, 
or  extracorporeal  irradiation  it  should  be  possible 
to  expose  and  destroy  all  the  leukemic  cells  and 
thereby  effect  a  cure.  In  practice,  however,  cures  of 
leukemia  with  irradiation  have  not  been  reported. 
This  is  not  surprising  if  we  consider  the  kinetics  of 
the  leukemic  cells,  and  the  fact  that  they  may  vastly 
outnumber  normal  bone  marrow  stem  cells. 

At  present  there  is  no  reason  to  expect  that  leu- 
kemia can  be  cured  with  irradiation  alone;  however, 
the  sequential  use  of  various  chemotherapeutic  agents 
and  irradiation  offers  the  potential  of  complete  eradi- 
cation of  the  disease. 

At  St.  Jude's  Children  Research  Hospital,  Aur 
and  associates32- 33  have  studied  multidrug  ap- 
proaches with  and  without  cranial  or  craniospinal 
irradiation.  They  concluded  that  craniospinal  irradia- 
tion, 2,400  rads  in  two  and  a  half  weeks,  prevents 
or  delays  the  incidence  of  central  nervous  system  re- 
lapse and  prolongs  remission  in  childhood  lympho- 
cytic leukemia.  Using  an  earlier  protocol  from  St. 
Jude's  Children's  Research  Hospital,  we  have  treated 
and  studied  15  children  with  acute  lymphoblastic 
leukemia,  and  3  with  acute  myelogenous  leukemia 
who  have  entered  remission  with  chemotherapy. 
Their  age  and  sex  distribution  is  depicted  in  Figure  1. 

The  period  of  observation  has  been  brief,  but  thus 
far  we  have  had  only  one  child  to  die  with  hema- 
togenous relapse.  Another  child  is  experiencing 
hematogenous  relapse,  but  without  evidence  of  CNS 
involvement.  All  the  other  children  are  alive  and  free 
of  disease.  The  cumulative  "free  of  disease"  sur- 
vival rate  from  the  date  of  diagnosis  is  depicted  in 
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Figure  2  and  is  similar  to  that  reported  by  Aur.  In 
this  series  of  cases,  we  have  encountered  no  compli- 
cations attributed  to  the  treatment. 
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A  woman,  in  one  of  the  hospitals  of  this  city,  lately  discharged  a  great  number  of  pins,  which 
she  had  swallowed  in  the  course  of  her  business,  through  an  ulcer  in  her  side. — William  Buchan: 
Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Sim- 
ple Medicines,  etc.,  Richard  Folwell,  1799,  p.  407. 
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Treatment  of  Chronic  Lymphocytic  Leukemia 


E.  Donnall  Thomas,  M.D.,  and  Paul  Neiman,  M.D. 


T  N  considering  the  treatment  of  chronic  lymphocy- 
■*•  tic  leukemia  (CLL),  the  physician  is  confronted 
by  two  questions:  (1)  Is  any  treatment  indicated? 
(2)  If  so,  what  treatment  is  of  value?  Unfortunately, 
there  is  no  clear  answer  to  either  of  these  questions. 
This  disease,  after  it  is  recognized,  may  exhibit  a 
widely  varying  course  ranging  from  months  to  many 
years.  Evaluation  of  the  natural  history  of  the  disease 
is  complicated  by  the  fact  that  it  may  be  present 
for  an  unknown  number  of  years  before  it  is  recog- 
nized. The  condition  finally  becomes  evident  either 
because  of  the  appearance  of  symptoms  or  because 
of  a  white  blood  cell  (WBC)  count  done  for  some 
other  reason.  The  disease  can  be  diagnosed  with 
some  certainty  in  adults  by  the  finding  of  per- 
sistent lymphocytosis  of  more  than  7,000  cells/cu 
mm  in  the  absence  of  any  other  obvious  cause,1  and 
confirmed  by  the  finding  of  lymphocytosis  of  the 
marrow. 

TO  TREAT  OR  NOT  TO  TREAT 

There  seems  to  be  a  consensus  that  the  asympto- 
matic patient  with  normal  marrow  function  should  not 
be  treated.  It  should  be  emphasized  that  this  consen- 
sus is  based  on  clinical  impression  and  not  on  any 
controlled  clinical  study.  The  level  of  the  absolute 
lymphocyte  count  is  of  little  or  no  value  in  guiding 
therapy.  If  the  disease  appears  to  be  progressing  rap- 
idly and  the  patient  develops  signs  and  symptoms 
such  as  excessive  fatigue,  weight  loss,  progressive 
enlargement  of  the  liver  and  spleen  or  other  tumor 
masses,  or  if  anemia  or  thrombocytopenia  develops, 
then  treatment  should  be  considered,  but  there  is 
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yet  no  agreement  about  when  it  should  be  started. - 

A  strong  argument  can  be  brought  forward  for  not 
treating  the  disease  at  all.  Boggs  and  others1  re- 
viewed the  Salt  Lake  City  experience  with  130  pa- 
tients with  CLL  observed  over  a  20-year  period. 
They  found  that  the  median  survival  from  the  time 
of  diagnosis  until  death  was  six  years,  or,  excluding 
those  who  died  from  causes  apparently  unrelated  to 
CLL,  a  median  survival  of  nine  years.  They  con- 
cluded that  their  patients,  treated  infrequently,  lived 
as  long  as  or  longer  than  patients  treated  with 
greater  regularity,  and  they  suggested  that  the  rule 
of  leukemia-directed  therapy  in  this  disease  is  unde- 
fined. Osgood:!  advocated  regular  treatment  of  CLL 
with  :iL'P-phosphate  in  order  to  keep  the  lymphocyte 
count  at  normal  or  near  normal  levels.  Figure  1,  from 
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Fig.  1.  A  comparison  of  survival  of  patients  with  CLL 
treated  by  Osgood  or  Boggs  et  al.  (From  Boggs  et  al,  Am  J 
Med  40:  243-254,  1966) 
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the  Boggs  article,1  shows  no  significant  difference 
between  the  Utah  series  and  the  Oregon  series. 

In  an  effort  to  resolve  the  question  of  which  pa- 
tient with  CLL  needs  treatment,  Galton4  classified 
the  disease  into  two  types.  In  type  1  the  counts  rose 
throughout  the  observation  period,  and  in  type  2  the 
count  became  stable  above  and  below  a  mean  value 
and  the  stationary  trend  could  be  maintained  for 
months  or  years.  It  is  natural  to  assume  that  the 
stable  disease  does  not  need  treatment.  Boggs  and 
associates  emphasized  that  patients  have  given  labo- 
ratory evidence  of  CLL  for  many  years  before  symp- 
toms are  produced  by  the  disease  and  that  survival 
from  the  time  of  diagnosis  depends  primarily  upon 
when  the  diagnosis  is  made  in  relation  to  the  onset  of 
the  disease.  Therefore,  Galton's  type  2  category 
might  represent  the  patient  who  happened  to  be 
recognized  early,  and  type  1  the  patient  detected 
much  later  in  the  course  of  his  disease. 

CHEMOTHERAPY 

The  drugs  most  commonly  used  in  the  treatment 
of  chronic  lymphocytic  leukemia  are  chlorambucil 
(or  cyclophosphamide)  and  prednisone."'  It  should 
be  emphasized  that  the  effect  of  these  agents,  despite 
the  clinical  Impression  of  their  usefulness  in  many 
patients,  has  not  been  evaluated  on  any  objective 
basis.  One  large  cooperative  group  has  recently  initi- 
ated a  protocol  involving  the  random  use  of  three 
different  regimens  consisting  of  (  1  )  high  dose  inter- 
mittent steroids,  (2)  high  dose  intermittent  steroids 
with  intermittent  chlorambucil,  and  (3)  high  dose 
intermittent  steroids  with  continuous  chlorambucil. 
Another  group  is  studying  the  use  of  intermittent 
chlorambucil.  It  is  to  be  hoped  that  in  a  few  years 
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Fig.  2.  Hematologic  .'vents  in  a  patient  with  CLL  during 
the  first  course  of  ECI  in  Mav,  1964.  (From  Thomas  et  al. 
N  Engl  J  Med  273:  6-12,  1965)' 
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Fig.  3.  Hematologic  events  in  the  same  patient  with  CLL 
during  and  after  the  second  course  of  ECI  in  June,  1966. 
(From  Storb  et  al.  Blood  31:  490-502,  1968 1 

studies  of  this  type  will  begin  to  provide  objective  in- 
formation of  real  value  to  the  physician  who  must 
treat  the  patient  with  CLL.  In  the  absence  of  data 
from  controlled  clinical  trials,  Figure  4  presents  an 
approach  to  the  management  of  such  a  patient  based 
primarily  upon  treating  the  complications  of  progres- 
sive disease. 

IRRADIATION 

Certain  experimental  treatments  such  as  intermit- 
tent small  doses  of  whole  body  irradiation1''  or  extra- 
corporeal irradiation  (ECI)7S  are  of  unknown 
value.  The  apparent  benefit  of  ECI  is  shown  in  fig- 
ures 2  and  3,  representing  one  of  our  patients.  Figure 


Treatment  of  CLL— A  Problem-Solving  Approach 

No  treatment  in  the  absence  of  demonstrated  growth  of  tumor 
cell  mass  with  marrow  replacement,  organ  infiltration  and 
constitutional  symptoms. 

Note:     Unnecessary    treatment    may    be    harmful    due    to    in- 
creased   risk    of    infection    secondary    to    suppression    of    im- 
munological capability. 
Treatment  of  excessive  tumor  cell  mass 

A.  For  mild  to  moderate  degrees  of  granulocytopenia,  throm- 
bocytopenia or  for  symptomatic  nodal  or  extranodal 
masses. 

1.  Chlorambucil,  4-8  mg  day.  or 

2.  Cyclophosphamide,  50-150  mg  day,  for  platelet  sparing 
effect  if  thrombocytopenia  is  a  problem. 

B.  For  packed  marrow  syndrome  with  severe  decrease  in 
platelets,  granulocytes  or  red  blood  cells. 

1.  High  dose  steroids  (100  mg  day)  for  2-3  weeks. 

2.  Begin  chlorambucil  or  cyclophosphamide  as  peripheral 
blood  counts  improve  and  taper  steroids.  An  alternate 
day  steroid  regimen  may  be  used  to  maintain  the  re- 
sponse.   However,    it   is   wise   to   discontinue   steroids   as 

soon  as  possible. 
C  For  local  mass  problems,  local  x-ray 
D.  For  refractory  patients,  experimental  treatment 

1.  Extracorporeal  irradiation 

2.  Fractionated  whole  body  irradiation 
Treatment  of  altered  immune  function 

A.  For  autoimmunity  —  thrombocytopenia  and  or  hemolytic 
anemia 

1.  Steroids  (as  in  IIB) 

2.  Then  alkylating  agents  (as  in  IIB) 

3.  Splenectomy  (Shortened  platelet  survival  should  be 
documented  before  splenectomy  for  thrombocytopenia). 

B.  For  imune  deficiency 

1.  Alkylating  agents  and  steroids  may  be  harmful.  Con- 
sider intermittent  therapy. 

2.  INH  prophylaxis  of  TB 

3.  Vaccinate  for  flu  (?) 

4.  Globulin  injections  for  immunoglobulin  deficiency  (?) 

5.  Careful  observation  and  aggressive  early  treatment  of  in- 
fections. 
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2  shows  his  prior  treatment  with  chlorambucil,  pred- 
nisone, and  vincristine.  He  continued  to  have  syste- 
mic symptons  and  thrombocytopenia  associated  with 
marrow  replacement  by  lymphocytes.  ECI  over  a 
one-month  period  beginning  in  May  of  1964  lowered 
the  WBC  to  15,000  to  20,000,  where  it  remained 
for  many  months.  Figure  3  shows  that  his  WBC  even- 
tually rose  to  about  170,000  before  the  second  course 
of  ECI  in  June  of  1966.  His  WBC  then  ranged  be- 
tween 20,000  and  30,000  until  his  sudden  death  from 
pneumonia  in  December  of  1968.  Other  patients 
with  CLL  treated  by  ECI  and  reported  by  several 
groups  of  investigators  have  shown  rather  consistent 
lowering  of  the  lymphocyte  count  and  return  to  origi- 
nal levels  in  periods  ranging  from  a  month  or  two 
to  one  or  two  years.  The  overall  effect  of  this  form 
of  treatment  on  the  survival  of  the  patient  cannot  be 
evaluated  objectively  for  the  reasons  previously  cited. 

SUMMARY 

The  patient  with  chronic  lymphocytic  leukemia 
presents  all  the  problems  involved  in  the  attempt  to 
evaluate  a  chronic  disease  with  a  wide  spectrum  of 
natural  history.  Since  no  form  of  treatment  has  been 
shown  objectively  to  be  of  benefit,  conservatism  is 
indicated  for  the  patient  whose  disease  seems  to  be 


progressing  slowly  and  in  the  meantime  is  not  causing 
trouble.  For  the  patient  whose  disease  is  causing 
symptoms,  with  such  complications  as  a  large  tumor 
mass  and  anemia  and  thrombocytopenia,  treatment 
appears  to  be  indicated.  Since  this  is  a  disease  of 
older  people,  many  patients  are  at  risk  from  other 
disease  processes  and  therefore  should  be  provided 
good  general  medical  care.  In  treating  the  patient, 
the  physician  should  be  aware  of  the  complications 
of  treatment  with  steroids  or  an  alkylating  agent  or 
both,  and  he  should  be  alert  to  infections,  which 
constitute  the  most  common  cause  of  death  in  pa- 
tients with  chronic  lymphocytic  leukemia. 
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When  a  person  seems  to  be  suddenly  deprived  of  life,  our  first  business  is  to  enquire  into  the 
cause.  We  ought  carefully  to  observe  whether  any  substance  be  lodged  in  the  windpipe  or  gul- 
let; and,  if  that  is  the  case,  attempts  must  be  made  to  remove  it.  When  unwholesome  air  is  the 
cause,  the  patient  ought  immediately  to  be  removed. — William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  bx  Regimen  and  Simple  Medicines,  etc., 
Richard  Folwell,  1799,  p.  407. 
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The  Use  of  Estrogen  as  a  Postcoital 
Contraceptive  in  North  Carolina- 
Trick  or  Treatment 

Takey  Crist,  M.D.,  and  Cecil  Farrington,  M.D. 


T  T  is  a  fact  that  the  administration  of  large  doses  of 

estrogens  interferes  with  pregnancy  in  lower  ani- 
mals.14 In  monkeys  and  in  man,  however,  estro- 
gens do  not  have  this  effect  if  given  after  the  ovum  is 
implanted.'  Recent  years  have  seen  a  revival  of  in- 
terest in  the  use  of  estrogens  as  a  means  of  postcon- 
ceptive  control  of  fertility,  stemming  from  observa- 
tions by  Morris  and  others08  that  when  given  in 
sufficiently  large  doses,  these  substances  may  prevent 
implantation  of  the  fertilized  ovum. 

Although  not  used  routinely,  this  method  has  been 
and  is  being  used  much  more  frequently  as  a  useful 
technique  in  cases  of  emergency  when  unprotected 
intercourse  could  otherwise  lead  to  an  unwanted 
pregnancy.9-  10  It  is  being  employed  with  growing 
frequency,  particularly  on  college  campuses,  and  is 
publicized  in  handbooks  on  sex  produced  by  young 
people  as  an  accepted  means  of  preventing  unwanted 
pregnancies.11 

Because  little  information  is  currently  available 
on  the  subject,  a  workshop  was  held  at  the  National 
Institutes  of  Health  on  Feb.  14,  1972,  in  an  attempt 
to  assess  the  total  experience  with  the  use  of  estrogen 
as  a  postcoital  method  of  fertility  control,  and  to  de- 
fine future  study  needs. 

In  order  to  obtain  all  existing  information  on  the 
use  of  this  modality  in  North  Carolina,  a  question- 
naire was  sent  to  all  physicians  practicing  in  this  state. 
The  results  of  this  questionnaire  will  be  presented  in 
the  first  part  of  this  paper,  followed  by  a  report  of 
approximately  200  women  who  were  given  conju- 
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gated  estrogen  naturally  occurring  in  water  soluble 
form  (Premarin)  as  a  form  of  "morning  after"  birth 
control. 

SURVEY  OF  NORTH  CAROLINA  PHYSICIANS 

Method 

On  May  1,  1972,  with  the  cooperation  of  the 
North  Carolina  Medical  Society,  a  questionnaire 
with  a  self-addressed  stamped  envelope  was  sent  to 
every  physician  practicing  in  North  Carolina.  The 
questionnaire  was  designed  to  ascertain  the  extent  to 
which  estrogen  was  used  to  prevent  pregnancy,  and 
the  dosage,  therapeutic  regimen,  failures,  and  side 
effects  of  the  agent  (See  Fig.  1).  No  responses  were 
accepted  after  July  1,  1972,  and  only  two  were  re- 
ceived after  that  date. 

Results 

A  total  of  3,810  questionnaires  were  mailed,  and 
1,152  physicians  responded.  Thus  the  results  can  be 
said  to  represent  only  30  percent  of  the  physicians 
practicing  in  North  Carolina. 

Of  the  1,152  who  responded,  1,049  (82.5  per- 
cent) stated  that  they  did  not  use  the  method  or  that 
they  did  not  know  what  it  was  all  about.  A  few  ( 1 
percent)  had  not  had  the  opportunity  to  use  it.  One 
hundred  three  physicians  (17.5  percent)  had  pre- 
scribed or  offered  this  method  of  treatment. 

The  number  of  patients  treated  per  year  by  indivi- 
dual physicians  varied  from  1  to  132.  The  most  com- 
mon agents  used  were  diethylstilbestrol  (65)  and 
Premarin  (38).  Four  physicians  prescribed  mes- 
tranol,  one  medroxyprogesterone  acetate  (Provera) 
and  two  norethindrone,  2  mg,  with  mestranol,  0.10 
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Days  of  Treatment 


Figure  1. 

Department  of  Obstetrics  and  Gynecology 

SURVEY  QUESTIONNAIRE 

"MORNING  AFTER":  ESTROGEN  CONTRACEPTIVE 

THERAPY 

1.  Do  you  use  this  form  of  treatment? 
Yes  (     )  No  (     ) 

2.  If   yes,    approximately    how    many    patients    do    you    treat    per 
year?  

3.  What  is  your  therapeutic  regime? 

ESTROGEN  Daily  Dose 

a.  (     )   Diethylstilbestrol  

b.  (     )   Premarin  

c.  (     )   Mestranol 

d.  (     )  Other  

(specify) 

4.  How  long  after  exposure  will  you  treat  a  patient? 

a.  (  )  24  hours 

b.  (  )  48  hours 

c.  (  )  72  nours 

d.  (  )  more  Number  of  hours 

5.  Have  you  observed  pregnancies  following  this  therapy? 
Yes  (     )  No  (     ) 

6.  If  yes,  would  you  estimate  theses  to  be: 
(     )  occasional         (     )  frequent         (     )   unknown 

7.  What  is  your  follow-up  capability? 
(     )  Complete  (     )  incomplete 

8.  Do  you  offer  abortion  for  therapeutic  failures? 
(     )  Yes  (     )  No 

9.  Have  you  observed  the  following  side  effects? 

a.  Nausea  (  )  Yes  (  )  No 

b.  Vomiting  (  )  Yes  (  )  No 

c.  Breast  tenderness  (  )  Yes  (  )  No 

d.  Bleeding  problems  (  )  Yes  (  )  No 


NAME: 
TITLE: 


mg  (Ortho-Novum).  Figure  2  gives  a  summary  of 
the  agents  and  dosage  schedules  prescribed  by  those 
physicians  using  estrogens  as  a  form  of  treatment. 

Treatment  time  after  exposure 

Of  the  103  physicians  who  offered  this  method  of 
treatment,  96  (92  percent)  treated  patients  within 
72  hours  and  five  up  to  120  hours  after  exposure. 
Three  pregnancies  were  reported  in  a  total  of  385 
patients  treated.  All  three  of  the  patients  who  became 
pregnant  received  Premarin,  but  it  is  significant  that 


DRUG 

DAILY  DOSE  (RANGEI 

SCHEDULE   (DAYS) 

DIFTHYLSTILBESTEROL  165) 

25  mg.  11  - 100  mg.  1 

5  (1-7) 

PREMARIN  1381 

30  mg.  (1.25  -  40  mg.  1 

5  11-27) 

MESTRANOL  (4) 

0. 5  mg.  (0. 05  -  3. 0  mg.  I 

5  13-51 

0RTH0N0VUM  (21 

2  mg.  (QIDI 
10  mg.  (01 D) 

3 
10 

PROVERA  111 

50  mg.  IQD) 

3 

ETHINYL  ESTRADIOL  (11 

1.0  mg.  (TID) 

3 

Fig.  2.  Summary  of  drugs  and  dosage  schedules  Used. 
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Table  1 

Side  Effects 

No.  Cases 

Nausea 

Breast  tenderness 

Vomiting 

Bleeding  problems 

77 

77 
47 
15 

in  each  instance  the  dosage  prescribed  would  be  con- 
sidered inadequate  by  any  standard  (one  patient 
received  1.25  mg  for  four  days,  another  25  mg  for 
three  days,  and  the  third,  one  20-mg dose). 

Follow-up  was  complete  in  62  percent  of  the  pa- 
tients treated.  Only  69  percent  of  the  physicians  of- 
fered abortion  to  patients  in  the  event  of  a  therapeu- 
tic failure.  All  three  patients  who  became  pregnant 
were  offered  a  therapeutic  abortion. 

Side  effects 

The  side  effects  reported  most  frequently  were 
nausea,  vomiting,  breast  tenderness,  and  bleeding 
(Table  1).  Insomnia  was  reported  by  a  few  phy- 
sicians; however,  many  authorities  do  not  consider 
this  to  be  a  side  effect  of  the  drugs. 

Comment 

Although  the  physicians  who  responded  to  the 
questionnaire  compose  a  small  sample,  there  can  be 
little  doubt  that  the  use  of  estrogens  to  prevent  im- 
plantation and  development  of  the  fertilized  ovum  is 
being  practiced  much  more  frequently  than  it  was  in 
the  past.  Some  college  physicians  who  were  loath  to 
prescribe  oral  contraceptives  for  unmarried  coeds 
are  now  prescribing  large  doses  of  diethylstilbestrol 
or  other  synthetic  estrogens  as  a  "morning  after" 
preventive  measure  for  girls  who  were  unprepared 
for  the  night  before.  Physicians  at  Yale,  Harvard,  the 
University  of  Michigan,  Stanford,  and  the  University 
of  Southern  California  are  administering  dosages  as 
high  as  50  mg  a  day  for  four  to  six  days  after  expo- 
sure to  insemination,  the  reasoning  being  that  the 
hormone  prevents  the  fertilized  egg  from  being  im- 
planted in  the  uterus.  The  same  reasoning  has 
prompted  a  number  of  large  hospitals  in  this  country 
to  give  stilbestrol  to  women  claiming  to  have  been 
raped. 

The  consensus  among  physicians  prescribing  the 
drug  is  that  it  is  remarkably  effective.  Other  phy- 
sicians question  the  safety  of  the  technique  and  be- 
lieve it  should  not  be  used  without  rigorous  testing 
— that  is,  without  benefit  of  an  IND  filed  with  the 
Food  and  Drug  Administration.1  - 

Haspels1"  recently  studied  the  effect  of  large  doses 
of  estrogens  post  coitum  in  2,000  women — the  larg- 
est series  yet  reported — and  the  results  look  promis- 
ing. Other  authors13'  14  see  a  relationship  between 
adenocarcinoma  of  the  vagina  and  the  use  of  diethyl- 
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stilbestrol.  It  is  believed  that  the  use  of  this  agent 
should  be  discouraged  until  many  of  the  questions 
concerning  synthetic  estrogens  are  answered.15 

We  cannot  support  a  ban  against  the  use  of  diethyl- 
stilbestrol  as  a  morning  after  treatment,  since  adeno- 
carinoma  of  the  vagina  developed  in  young  women 
whose  mothers  had  been  given  the  synthetic  prepara- 
tion during  pregnancy. 

It  has  been  our  experience  that  virtually  all  pa- 
tients who  request  a  morning  after  pill  state  that  they 
do  not  want  to  become  pregnant  and  if  the  treat- 
ment fails  would  like  to  have  an  abortion.  We  sup- 
port this  principle. 

Until  all  the  available  information  on  synthetic 
estrogens  is  fully  evaluated,  we  believe  that  Premarin, 
a  mixture  of  naturally  occurring  estrogens,  can  be 
used  safely  as  a  morning  after  treatment.  This  belief 
is  supported  by  data  derived  from  194  patients, 
and  forms  the  basis  of  the  second  part  of  this  report. 

REVIEW  OF  194  PATIENTS 

In  the  past  ten  years  an  increasing  amount  of  at- 
tention has  been  given  to  contraception.  As  popula- 
tion growth  becomes  a  bigger  problem,  the  "post- 
conceptive"  control  of  fertility  becomes  of  greater 
importance.  In  this  study  of  postcoital  medication 
in  194  women,  we  define  "postcoital"  as  the  use  of  a 
substance  that  acts  in  five  to  seven  days  after  fertiliza- 
tion, as  opposed  to  "postconceptive,"  which  would 
refer  to  methods  used  after  implantation  of  the  ferti- 
lized ovum.  The  observation  by  Morris  and  others08 
that  estrogen  in  sufficient  dosage  administered  by  a 
woman  postcoitally  may  prevent  implantation  of  the 
ovum  was  the  basis  of  this  study. 

Method 

During  the  period  June,  1969  to  June  1972,  194 
patients  came  to  the  obstetrics  and  gynecology  clinic 
at  North  Carolina  Memorial  Hospital  for  postcoital 
treatment. 

One  hundred  fifty-nine  of  these  patients  had  been 
exposed  to  unprotected  intercourse  at  mid-cycle — 
that  is,  three  days  before  or  three  days  after  the  ex- 
pected time  of  ovulation.  The  remaining  25  patients, 
who  were  not  at  mid-cycle,  were  also  included  in  the 
study. 

After  examination  these  patients  were  given  Pre- 
marin (conjugated  equine  estrogen)  and  instructed 
to  take  four  2.5-mg  tablets  three  times  a  day  for  five 
days,  or  30  mg  per  day  for  a  total  of  150  mg. 
Patients  were  asked  to  return  to  the  clinic  in  two 
weeks  or  to  report  their  next  menstrual  period. 

The  average  age  of  the  patients  was  20.4  years, 
with  a  range  of  16  to  31  years  and  a  median  age  of 
19  years.  Age  did  not  seem  to  be  a  factor  in  this 
study.  The  average  cycle  was  29  days  in  length.  Al- 
though a  great  number  of  the  patients  had  been 
treated  previously  at  North  Carolina  Memorial  Hos- 
pital, the  cycle  length  is  felt  to  be  comparable  with 


the  mean  and  median  ages  obtained  in  a  study  of 
1,467  cycles  by  Pincus,  Rock,  and  others.16 

Coitus  had  occurred  on  an  average  of  16.9  hours 
before  the  patient  was  seen  in  the  clinic.  It  occurred, 
on  the  average,  15.6  days  before  the  expected  onset 
of  the  next  menses,  and  13.4  days  after  the  last 
menstrual  period. 

There  were  no  pregnancies  in  any  of  the  194  pa- 
tients included  in  this  study — a  success  rate  of  100 
percent.  Menses  began  on  an  average  of  14.7  days 
after  the  initiation  of  treatment,  or  approximately 
1.1  days  before  the  period  was  expected  to  occur. 
There  was  no  increase  in  menstrual  symptomatology 
or  periods  of  increased  flow  associated  with  treat- 
ment. Follow-up  data  were  obtained  in  95  percent 
of  the  cases. 

Seventeen  percent  of  the  patients  taking  this  medi- 
cation exhibited  either  nausea,  dizziness,  or  vomiting 
while  taking  the  compound;  however  none  of  the  side 
effects  were  severe  enough  to  warrent  discontinuing 
the  medication.  Since  the  dosage  was  equal  in  all 
cases,  no  dose-related  phenomenon  was  noted.  Also, 
there  appeared  to  be  no  relationship  between  the  side 
effects  and  the  initiation  of  treatment  before  or  after 
the  predicted  date  of  ovulation.  The  incidence  of 
nausea  was  6.3  percent,  dizziness  7.3  percent,  and 
vomiting  3.6  percent. 

Research  is  now  being  directed  toward  discovering 
why  women  apply  for  postcoital  prevention  and 
abortions,  as  well  as  why  they  become  pregnant,  un- 
der the  circumstances,  in  the  first  place.  As  pos- 
sible reasons,  James17  proposes  ignorance,  abuse  of 
alcohol  or  other  drugs,  and  psychological  pleas  for 
help,  attention,  or  affection. 

Reasons  for  unprotected  intercourse  given  by  pa- 
tients in  this  study  were  lost  or  ruptured  condoms 
(42  percent),  unplanned  intercourse  (40  percent), 
and  inadequate  contraception  (withdrawal  or  douch- 
ing) (18  percent). 

In  order  to  evaluate  the  effectiveness  of  a  "post- 
coital pill,"  one  needs  to  know  the  incidence  of  preg- 
nancy from  one  act  of  unprotected  intercourse  in 
women  of  child-bearing  age.  Tietze,18  in  his  very 
thorough  statistical  analysis,  concluded  that  the 
probability  of  conception  resulting  from  a  single  un- 
protected intercourse  at  any  time  during  the  men- 
strual cycle  lies  between  1  in  50  and  1  in  25. 

However,  159  of  the  women  in  our  study  were  ex- 
posed to  unprotected  intercourse  at  mid-cycle,  and 
consequently  were  at  a  higher  risk.  That  there  were 
no  pregnancies  in  these  159  women  who  had  un- 
protected intercourse  during  the  high  risk  period  adds 
even  more  significance  to  the  results  in  the  light  of 
available  statistics  on  the  probability. 

SUMMARY 

Information  obtained  from  1,152  physicians  in 
North  Carolina  concerning  the  use  of  estrogen  as  a 
postcoital  contraceptive  are  discussed.  The  results  of 
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Premarin  therapy  in  159  women  are  also  reported 
and  discussed. 

It  is  suggested  that  until  more  data  on  the  use  of 
synthetic  estrogen  are  made  available  and  their  car- 
cinogenic potential  more  fully  evaluated,  the  natur- 
ally occurring  estrogens  such  as  Premarin  be  used  as 
morning  after  treatment.  A  therapeutic  regimen  con- 
sisting of  four  2.5  mg  tablets  taken  three  times  a  day 
for  five  consecutive  days  is  recommended.  Thera- 
peutic abortion  is  recommended  for  treatment  fail- 
ures. 
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Should  these  endeavors  (to  reduce  a  hernia)  prove  ineffectual,  clysters  of  the  smoke  of  to- 
bacco may  be  tried.  These  have  been  often  known  to  succeed  where  every  other  method  failed. 
— William  Buclian:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases 
by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  405. 


October   1973,  NCMJ 


795 


Fatal  Pulmonary  Infection 
with  Mycobacterium  fortuitum 


Report  of  a  Case 


Lawrence  A.  Virgilio,  M.D.,  and 
William  W.  Johnston,  M.D. 


IV  4"  ANY  instances  of  human  infections  with  atypi- 
■^ ■*•  cal  and  unclassified  mycobacteria  have  been  de- 
scribed in  the  literature.13  Their  frequency  was 
not  appreciated  until  the  introduction  of  the  new  anti- 
tuberculosis drugs  made  necessary  the  isolation  of  a 
culture  from  each  patient  to  establish  its  degree  of 
susceptibility  to  the  drugs.  The  first  mycobacterium 
to  be  recognized  in  this  group  was  Mycobacterium 
fortuitum,  isolated  from  man  by  Cruz  in  Rio  de 
Janiero,  Brazil,  in  1938, 4  although  it  had  been  previ- 
ously isolated  from  abscesses  in  cows  in  England  by 
Minett/'  The  first  series  of  cases  found  in  man  in 
this  country  was  reported  from  Chicago  by  Kushner 
and  his  associates  in  1957."  This  organism  is  unique 
among  the  pathogenic  mycobacteria  in  its  rapidity  of 
growth,  which  often  occurs  in  seven  to  ten  days.  The 
colonies  are  not  pigmented  and  may  be  mistaken 
for  Mycobacterium  tuberculosis,  if  the  culture  is  not 
examined  until  after  three  or  four  weeks.  In  the  Run- 
yon  classification  of  atypical  mycobacteria,  Myco. 
fortuitum  is  a  member  of  the  "group  IV  rapid  grow- 
ers."''1 

This  report  concerns  a  fatal  case  of  pulmonary 
infection  caused  by  Myco.  fortuitum.  It  demonstrates 
how  infection  with  a  drug-resistant  strain  of  this  my- 
cobacterium can  result  in  a  fairly  rapid  and  progres- 
sive loss  of  pulmonary  function  and  finally  lead  to 
death. 


From     the     Department     of     Pathologv, 
Center.  Durham,  N.  C.  27710. 


Duke    University    Medical 


CASE  REPORT 

A  63-year-old  black  male  farmer  was  admitted  to 
the  Duke  University  Medical  Center  because  of  se- 
vere dyspnea,  orthopnea,  and  weight  loss.  He  gave  a 
history  of  having  smoked  one  pack  of  cigarettes  per 
day  for  40  years.  Pulmonary  function  studies  re- 
vealed severe  restrictive  pulmonary  disease,  and  spu- 
tum culture  repeatedly  grew  Runyon  group  IV  Myco. 
fortuitum,  which  in  vitro  was  resistant  to  all  myco- 
bacterial drugs.  Skin  tests  including  histoplasmin, 
intermediate  and  second  strength  PPD-S,  and  PPD 
prepared  from  all  typical  mycobacteria  were  negative 
and  remained  so  throughout  his  course. 

He  was  treated  with  numerous  drugs  singly  and 
in  combinations  (isonicotinic  acid  hydrazide,  kana- 
mycin,  erythromycin,  and  ethambutal);  however,  his 
pulmonary  status  continued  to  worsen  (Fig.  1).  He 
was  treated  at  the  Eastern  Carolina  Tuberculosis 
Sanitarium  and  died  two  years  after  the  clinical  onset 
of  his  illness. 

At  autopsy  the  lungs  weighed  1940  gms  and  ex- 
hibited multiple  areas  of  caseation,  cavitation,  and 
fibrosis  (Figs.  2,  and  3).  Microscopically  many  ca- 
seating  granulomas  containing  acid-fast  bacilli  were 
present  throughout  the  specimen  (Fig.  4).  The 
granulomatous  inflammation  was  confined  to  the 
lungs  and  thoracic  lymph  nodes.  The  heart  weighed 
350  gms  and  showed  right  ventricular  dilatation  and 
hypertrophy,  suggestive  of  chronic  cor  pulmonale. 

Cultures  of  postmortem  lung  tissue  grew  rough, 
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Fig.  1.  Posteroanterior  roentgenogram  taken  four  months 
prior  to  death,  showing  bilateral  infiltrates  and  cavitary 
lesions. 
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Fig.  3.  A  typical  caseating  granuloma.  Hematoxylin  and 
Eosin(X  200). 


Fig.  2.  Cut  section  of  the  right  lower  lobe,  showing  fibro- 
caseation  and  cavity  formation  along  with  emphysema. 
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Fig.  4.   A  cluster  of  acid-fast  bacilli.  Ziehl-Nielson  stain 
(X  1700). 
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small,  while  colonies  on  Lowenstein-Jensen  medium 
in  less  than  one  week.  The  catalase  reaction  was 
positive  4-plus  at  room  temperature  and  2-plus  at 
68  degrees  C.  Niacin  and  nitrate  tests  were  negative. 
The  aryl  sulfatase  test  was  positive,  and  the  tellurite 
reduction  test  was  positive  after  one  day.  These 
chemical  and  bacterial  studies  confirmed  the  identity 
of  the  organism  as  M.  fortuitum. 

COMMENT 

Myco.  fortuitum  is  a  ubiquitous  microorganism, 
widely  distributed  in  nature,  including  soil,  and  in 
the  saliva  of  healthy  individuals.7  Although  several 
previous  reports  have  stressed  the  potentially  serious 
and  even  ultimately  fatal  consequences  of  Myco. 
fortuitum  infection,8 10  many  physicians  continue  to 
underrate  the  virulence  of  the  organism  and  place  it 
in  the  category  of  low  pathogenicity.  This  report 
again  focuses  on  the  potentially  fatal  outcome  of  this 
disease. 

In  their  studies  in  atypical  mycobacterial  infec- 
tions. Smith  and  Johnston11"1"  have  demonstrated 
both  in  guinea  pigs  and  in  human  subjects  that  dif- 
ferential skin  testing  with  mycobacterial  antigens  will 
produce  the  greatest  reactivity  to  the  homologous 
antigen.  That  is,  a  patient  infected  with  Myco.  fortui- 
tum will  give  a  greater  skin  reaction  to  PPD  prepared 
with  Myco.  fortuitum  than  to  PPD  prepared  from 
M.  tuberculosis.  Such  a  test  should  be  of  value  if 
given  early  in  cases  suggestive  of  Myco.  fortuitum 
etiology.  In  the  case  reported  here,  all  skin  tests  were 


negative,  probably  reflecting  the  patient's  loss  of  abil- 
ity to  react  and  in  itself  a  grave  prognostic  sign.  It 
would  appear  that  the  only  curative  treatment  for  this 
type  of  disease,  in  which  the  organism  is  drug  re- 
sistant, is  early  recognition  and  early  surgery.17 
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Pregnant  women  are  often  afflicted  with  the  heart  burn.  The  method  of  treating  this 
complaint  has  been  already  pointed  out.  They  are,  likewise,  in  the  more  early  periods  of  preg- 
nancy, often  harrassed  with  sickness  and  vomiting,  especially  in  the  morning.  The  method  of 
relieving  these  complaints  has  also  been  shown.  The  head-ach  and  tooth-ach  are  very  trouble- 
some symptoms  of  pregnancy. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the 
Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc.,  Richard  Folwell. 
1799,  p.  361. 
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Dr.  Jerome  L  Reeves 

on 

Rickets  in  Appalachia  During  the  Early  Years 


An  Interview 


Interviewer:  Back  in  the  hills  in  the  early  1900s 
did  you  sec  much  rickets? 

Dr.  Reeves:  Lots  of  it.  Lots  of  it  on  up  into  the 
thirties.  First  heard  of  cod  liver  oil  and  the  other  fish 
oils  in  1928  in  a  post-graduate  course  in  New  York. 
On  up  in  the  thirties,  you  started  hearing  about 
Vitamin  D. 

Interviewer:  Back  in  1900,  say  up  to  after  World 
War  I,  did  you  recognize  rickets  as  a  separate  dis- 
ease? 

Dr.  Reeves:  That  would  be  hard  to  say  then  and 
l|  now.  Unless  you  have  some  distinctive  fence  posts  to 
which  to  attach  your  mental  wires,  you  can't  be  too 
certain.  Clinically,  rickets  was  never  so  much  a  sepa- 
rate disease  as  a  part  of  a  nutritional  deficiency  syn- 
drome. Scurvy  and  rickets  in  acute  manifestations 
r  were  largely  processes  of  early  childhood — say  from 
sitting  up  good  to  walking  good.  You  saw  the  diseases 
all  along,  but  mostly  in  winter  and  spring.  We  did  use 
the  terms  rickets  and  scurvy.  Rickets  was  associated 
with  bone  changes  and  scurvy  with  hemorrhagic 
manifestations. 

Interviewer:  Why  the  increased  seasonal  incidents 
in  rickets? 

Dr.  Reeves:  We  may  not  have  been  clear  about  it 
then.  We  recognized  the  syndromes  as  due  to  poor 
nutrition  even  if  we  never  got  away  from  implicating 
bacterial  invasion.  We  may  have  thought  that  every- 
body ate  poorer  during  winter. 

Of  course  now  we  know  that  rickets  is  a  process 
that  involves  three  major  factors — Vitamin  D  intake, 


sunshine,  and  rapid  growth  period  of  the  patient. 
The  major  source  of  Vitamin  D  for  the  infant 
back  then  was  breast  milk.  Babies  stayed  on  the 
breast  from  the  time  they  became  the  lap  baby  until 
they  were  the  knee  baby,  and  even  then  they  got  some 
"ninnie"  until  they  were  shamed  into  giving  it  up. 

Interviewer:  Come  again,  knee  baby,  lap  baby? 

Dr.  Reeves:  That's  obvious.  When  a  new  baby  was 
born,  the  lap  baby  gave  up  the  throne  of  the  mother's 
lap  and  took  the  standing  room  only  by  the  mother's 
knee.  Many  children  then  as  now  weren't  well  enough 
prepared  for  the  traumatic  change.  The  mothers  then 
didn't  have  commercial  bottles  to  hand  to  the  knee 
baby.  Some  simply  used  the  bottled  resource  of  milk 
they  had  in  their  "ninnies." 

As  low  as  diets  were  in  those  days  in  Vitamin  C, 
they  were  perhaps  lower  in  good  protein  sources. 
Hog  meat  was  the  stable,  but  the  hams  and  shoulders 
were  frequently  sold.  Without  refrigeration,  liver  and 
other  nutritious  organs  had  to  be  eaten  soon.  Fishing 
was  cut  down  during  winter,  and  mountain  trout 
was  never  a  rich  source  of  Vitamin  D. 

In  many  of  the  coves  and  on  mountain  slopes,  the 
sun  is  short  lived.  In  winter  and  spring,  mothers  got 
out  less  and  were  even  more  bundled  up  then  than 
now.  Since  their  milk  could  not  have  had  much 
Vitamin  D,  it  is  a  wonder  that  more  babies  weren't 
rachitic. 

Interviewer:  How  about  the  evidence  of  rickets. 

Dr.  Reeves:  Largely  skeletal.  Did  you  ever  hear  of 
the  hot  cross  bun  head,  saber  skins,  rachitic  rosary, 
and  string  of  pearls?  These  all  come  from  the  soft- 
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ened  state  of  bones  in  the  regions  where  growth  is 
taking  place  and  external  stress  is  being  applied. 

Early  the  babies  heads  would  pop  back  and  forth 
like  a  derby  hat  when  pressure  was  applied.  Depres- 
sions occurred  at  the  frontal  and  parietal  suture  lines 
and  later  thickened  into  bony  prominences.  With  the 
sides  of  the  forehead  and  cheeks  standing  out  as  four 
elevations,  the  square  face  looked  like  a  hot  cross 
bun.  An  early  sign  was  softening  along  the  suture 
lines  on  the  side  of  the  head  the  baby  lay  on. 

If  you  will,  look  for  it  in  some  of  the  old  timers. 
You  can  see  the  saber  skin.  You  will  note  forward 
bending  about  one  third  the  way  up  the  shaft  of  the 
tibia.  In  a  baby,  the  deformity  was  just  above  the 
ankle. 

The  knots  on  the  ribs  in  rachitic  rosary  come  from 
the  rounded  enlargements  of  costochondral  junctions 
during  rapid  growth  of  the  ribs  during  infancy.  The 
string  of  pearls  comes  about  the  same  way  in  the 
fingers.  Look  for  the  deformities.  You'll  see  them. 

Interviewer:  How  did  you  treat  rickets  before  the 
advent  of 'cod  liver  oil  and  Vitamin  D? 

Dr.  Reeves:  Symptomatic.  Milk.  All  the  milk  pos- 


sible, as  in  the  other  nutritional  needs.  Earlier  feed- 
ing. Cow's  milk.  At  times  wet  nurses. 

You  know,  rickets  rarely  occurred  in  the  far  north 
where  fish  was  a  greater  part  of  the  diet,  and  further 
south  where  people  were  in  the  sun  during  longer 
days.  Rickets  was  common  in  the  big  cities  where 
buildings  cut  out  the  sun  even  as  our  forested  moun- 
tains do. 

We  didn't  have  many  blacks.  The  few  were  very 
susceptible.  You  can  see  how  the  dark  pigmentation 
screened  out  radiant  energy.  Twins  and  prematures 
were  just  as  susceptible.  They  simply  didn't  take  as 
much  milk  and  didn't  get  as  much  of  the  little  Vita- 
min D  in  their  mothers'  milk. 

Interviewer:  If  you  had  it  to  do  over  again,  would 
you  spend  your  practice  life  in  family  medicine  in  the 
seven  most  southwestern  counties  of  North  Carolina 
Appalachia? 

Dr.  Reeves:  Unquestionably.  Unquestionably. 
Would  you? 

Interviewer:  Unquestionably.  Unquestionably. 

Dr.  Reeves:  You  should  mimic  me  in  other  things. 

Interviewer:  I  have  tried  and  I  am  glad. 


The  vapour  which  exhales  from  wine,  cyder,  beer,  or  other  liquors,  in  the  state  of  fermenta- 
tion, contains  something  poisonous,  which  kills,  in  the  same  manner,  as  the  va- 
pour of  coal.  Hence,  there  is  always  danger  in  going  into  cellars  where  a  large  quantity  of  these 
liquors  is  in  a  state  of  fermentation,  especially  if  they  have  been  close  shut  up  for  some  time. 
There  have  been  many  instances  of  persons  struck  dead  on  entering  such  places,  and  of  others 
who  have  with  difficulty  escaped. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the 
Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799, 
p.  414. 
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THE  NORTH  CAROLINA  STROKE 
PROGRAM 

One  of  the  finest  accomplishments  of  the  Regional 
Medical  Program  in  this  state  has  been  the  Compre- 
hensive Stroke  Program,  which  is  about  to  share  the 
fate  of  the  rest  of  the  RMP.  With  stroke  incidence  and 
mortality  the  third  highest  in  the  national  list  of  dis- 
ease, and  second  highest  within  our  state,  it  is  sad  that 
a  program  which  has  done  so  much  for  a  group  of 
patients  all  too  often  forgotten  cannot  get  support  to 
permit  it  to  continue. 

Our  North  Carolina  program  achieved  national 
recognition  as  the  only  one  based  on  upgrading  and 
better  utilization  of  existing  community  medical  re- 
sources. It  was  not  a  grandiose  effort  aimed  at  insti- 
tute-building. It  took  what  communities  were  willing 
to  provide  for  themselves  and  brought  to  them  all  that 
was  useful  in  modern  approaches  to  all  aspects  of 
health  care  involving  the  stroke  patient.  The  program 
began  in  July,  1968  and  a  year  later  there  were  stroke 
programs  in  seven  counties,  involving  ten  hospitals 
and  six  nursing  homes.  At  present  there  are  23 
county  programs  reaching  a  combined  population  of 
1,200,000,  and  based  in  27  hospitals  and  23  nursing 
homes.  Over  4,000  health  workers  have  been  taught 
diagnosis,  acute  treatment  and  rehabilitation  of  the 
stroke  victim,  and  over  2,000  such  patients  having 
their  first  stroke  have  been  dealt  with  by  people  who 
had  prior  training  in  what  to  do  for  them  by  these  new 
methods.  One  can  easily  imagine  the  results — better 
diagnosis,  reduced  30  day  mortality,  less  morbidity  in 
and  out  of  the  hospital,  and  better  function  once  out. 


The  savings  of  money  involved  alone  should  argue 
for  continuation,  though  the  patients  and  their  fami- 
lies would  no  doubt  feel  a  greater,  and  less  tangible, 
debt  to  the  program  than  one  involving  money. 

With  the  end  of  funding  of  the  program  on  June 
30,  1973  the  small  central  staff  of  the  stroke  pro- 
gram, which  works  with  locally  funded  people  dealing 
with  stroke  in  their  home  counties,  will  have  to  seek 
other  employment  unless  something  happens.  Foun- 
dations do  not  like  to  take  up  programs  formerly 
financed  federally;  their  aim  in  recent  years  is  just 
the  opposite —  they  like  to  spend  money  on  programs 
which  are  to  demonstrate  their  worth  and,  if  success- 
ful, get  long-term  funding  elsewhere.  Foundations 
might  urge  that  since  the  stroke  program  is  of  demon- 
strated worth,  the  communities  should  pay  for  it,  but 
there  is  no  mechanism  for  this — the  communities  pro- 
vide what  is  needed  for  the  stroke  program  locally, 
but  not  for  the  central  coordinating  and  educational 
agency.  It  would  seem  logical  that  the  continued 
funding  come  from  state  sources,  but  the  legislature 
has  gone  home  and  no  voice  has  arisen  to  call  for  the 
appropriation  of  the  relatively  small  sums  involved. 

This  is  a  subject  of  concern  to  any  and  all  physi- 
cians— any  disease  which  ranks  second  among  causes 
of  death  and  morbidity  in  the  state  merits  that  much 
attention.  Perhaps  if  enough  of  us  mention  it  to 
enough  people  interested  in  public  affairs,  someone 
will  come  up  with  a  means  for  preserving  the  pro- 
gram. This  is  especially  so  if  that  person  has  had  a 
stroke  victim  in  his  family  or  circle  of  friends.  It  is 
surely  worth  our  trying. 


A  rupture  sometimes  proves  fatal  before  it  is  discovered.  When  sickness,  vomiting,  and  obsti- 
nate costiveness  give  reason  to  suspect  an  obstruction  of  the  bowels,  all  those  places  where  rup- 
tures usually  happen  ought  carefully  to  be  examined.  The  protrusion  of  a  very  small  part  of  the 
gut  will  occasion  all  these  symptoms;  and  if  not  returned  in  due  time,  will  prove  mortal. — Wil- 
liam Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by 
Regimen  and  Simple  Medicine,  etc.,  Richard  Folwell,  1799,  p.  404. 
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Emergency 

Medical 

Services 


Historical  Background  of  the 

AMA  Commission  on  Emergency  Medical  Services 

William  E.  Burnette,  Secretary 

The  AMA  Board  of  Trustees  established  a  Com- 
mission on  Emergency  Medical  Services  in  1966,  "to 
serve  the  needs  and  interests  of  the  American  people, 
with  the  cooperative  efforts  of  national  organizations 
involved  in  emergency  medical  services,  by  identify- 
ing, coordinating  and  aiding  in  the  implementation  of 
programs  of  education,  manpower  standards,  organi- 
zation and  research  within  a  total  framework  of  com- 
prehensive and  quality-directed  emergency  medical 
care."  In  the  beginning  the  Commission  emphasized 
that  a  community-wide  action  was  necessary  to  pre- 
vent fragmentation  of  effort  and  services,  lack  of  co- 
ordination among  involved  parties,  and,  in  many  in- 
stances, public,  private,  and  professional  apathy. 

The  Commission  recognized  the  importance  of 
training  and,  with  cooperation  of  other  interested  or- 
ganizations, developed  a  standard  for  training  Emer- 
gency Medical  Technicians-Ambulance.  They  were 
instrumental  in  setting  up  the  Registry  for  Emergency 


Medical  Technicians-Ambulance  and  published  a 
document  that  is  available  from  the  American  Medi- 
cal Association  entitled  Guide  for  Program  Planning: 
Emergency  Medical  Technician.  These  programs  are 
suitable  for  training  in  the  junior  and  community  col- 
leges throughout  the  country. 

A  document  on  the  categorization  of  emergency 
rooms  was  developed  and  published  in  1971  and  has 
been  a  guide  for  hospitals  in  establishing  the  facilities 
in  the  emergency  room. 

The  news  letter  entitled  Emergency  Medicine  To- 
day from  which  this  abstract  is  taken  is  available  to 
physicians  and  other  interested  parties  from  the 
American  Medical  Association. 

Abstracted   by   George   Johnson,   Jr.,   M.D. 

From  "Emergency  Medicine  Today,"  AMA  Com- 
mission on  Emergency  Medical  Emergency  Services, 
Volume  2,  No.  7,  John  M.  Howard,  M.D.,  Editor. 
Original  article  can  be  obtained  from  the  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Correspondence 


How  to  Stop  Smoking 


To  the  Editor: 


I  am  currently  editing  a  book  on  How  To 
Stop  Smoking.  I  would  appreciate  hearing  about  any 
methods  that  have  been  effective.  Please  contact  me 
at  the  following  address: 


Claude  A.  Frazier, 
4-C  Doctor's  Park 
Asheville,  NC  28801 


M.D. 
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WHAT?  WHEN?  WHERE? 


In  Continuing  Education 

October  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "for 
information." 

IN  NORTH  CAROLINA 

October  5-November  16  (Weekly) 

Morganton  Circuit  Course — This  course  is  scheduled  to  meet 
each  Friday  October  5  through  November  16,  with  the 
exception  of  November  2. 

Place:  Grace  Hospital,  Morganton 

For  Information:  Miss  Ann  Francis,  Administrative  Assis- 
tant, Office  of  Continuing  Education,  UNC  School  of 
Medicine,  Chapel  Hill  27514 

October  18-19 

5th  Annual  Duke  Symposium  on  Orofacial   Anomalies   as 

Related  to  Speech  Disorders 
Place:  Duke  Hospital  Amphitheater 
For   Information:    Dr.    Raymond   Massengill,   Jr.,   Division 

of  Medical  Speech   Pathology.   Duke   University   Medical 

Center,  Durham  27710 

October  25 

25th  Annual  Medical  and  Surgical  Symposium 
Place:  Sir  Walter  Hotel 
Sponsor:  Raleigh  Academy  of  Medicine 
For  Information:  D.  H.  Pate,  M.D..  Wake  Memorial  Hos- 
pital, 3000  New  Bern  Avenue,  Raleigh  27610 

October  31 -November  2 

North  Carolina  Academy  of  Family  Physicians  25th  Annual 

Meeting 
Place:  Four  Seasons  Holiday  Inn,  Greensboro 
For    Information:    Jack   C.    Knowles,    Executive   Secretary, 

1002  Wake  Forest  Road,  Raleigh  27604 

November  15-16 

Alcohol  and  Drug  Abuse,  17th  Annual  School  of  Medicine 
Symposium 

Place:  Clinic  Auditorium,  UNC  School  of  Medicine 

Sponsors:  Department  of  Psychiatry  and  Office  of  Con- 
tinuing Education,  School  of  Medicine 

Fee:  $50.00 

For  Information:  Miss  Ann  Francis,  Administrative  Assis- 
tant, Office  of  Continuing  Education,  School  of  Medicine, 
UNC,  Chapel  Hill  27514 

November  30-December  1 

Noteworthy  Topics  in  Internal  Medicine,  3rd  Annual  Semi- 
nar in  Medicine 

Place:  Babcock  Auditorium 

Fee:  $50.00 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

January  10-12 

Non-Invasive  Methods  in  Cardiac  Diagnosis 
Place:  Berryhill  Hall,  School  of  Medicine,  UNC 


Sponsors:  Division  of  Cardiology,  UNC  and  The  American 

College  of  Cardiology 
Fee:  Members  $100.00;  Non-members  $150.00 
For  Information:   Mary  Anne  Mclnerny,  Director,  Depart- 
ment of  Continuing  Education  Programs,  American  Col- 
lege of  Cardiology,  Bethesda  Md.  20014 

January  18-19 

Management  of  Peptic  Ulcer  (Medical  and  Surgical  Ap- 
proaches), 4th  Annual  Surgical  Symposium 

Place:  Babcock  Auditorium 

Fee:  $100.00 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

February  1-2 

1974  Leadership  Conference,  North  Carolina  Medical  So- 
ciety. 

This  conference   is  designed   especially  for   new  officers, 
committee   members,   and   others   who   carry   leadership   re- 
sponsibility for  any  activities  of  the  Society;  it  is  open  to 
any  member  of  the  Society. 
Place:    North   Carolina   Medical   Society   Building.   Raleigh 

(Please  note  change  from  previous  location.) 
For  Information:  Mr.  William  N.  Hilliard,  Executive  Direc- 
tor, P.  O.  Box  27167,  Raleigh  27611 

February  13 

Wingate  M.  Johnson  Memorial  Lecture 

Place:  Babcock  Auditorium  (8:00  PM) 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education.  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

March  21-23 

Hematology  and  Oncology  Post  Graduate  Course 

Place:  Duke  University  School  of  Medicine 

Director:  Wayne  Rundles,  M.D.,  Professor  of  Hematology. 

Duke  University. 
For  Information  and  Registration  Forms:  American  College 

of   Physicians,   4200   Pine   Street,    Philadelphia,   Pennsyl- 
vania 19104 

March  25-27 
Tutorial  Postgraduate  Course:  Radiology  of  the  Chest 

This  course  is  designed  both  for  radiologists  in  training 
and    those    in    practice.    The    tutorial    format    and    limited 
registration  will   allow   a  larger  than   usual   faculty-student 
ratio  and  personalized  instruction  to  those  enrolled.  Guest 
faculty  have  been  chosen  both  for  their  excellence  in  their 
respective  topics,  and  for  their  effective  use  of  the  tutorial 
approach.  During  one  hour  tutorial  sessions   12  registrants 
will  join  one  faculty  member  in  a  separate  quiet  room  with  a 
bank  of  viewboxes  for  organized  film  reading-discussions, 
with    10-12   case   presentations  on  a  basic   subject  or  two. 
Registrants  are  invited  to  bring  interesting  cases  for  consul- 
tation with  the  "experts." 
Place:  Durham  Hotel-Motel,  Durham 
Credit:  21  hours  AMA  "Category  One"  accreditation. 
Fee:  $200.00 
For  Information:  Robert  McLelland,  M.D.,  Department  of 

Radiology,   Box  3808,  Duke  University  Medical  Center, 

Durham  27710 

March  26-28 
Cardiac  Arrhythmia  Course 

Place:  Duke  Hospital  Orthopedic  Clinic,  Room  1367 
For  Information:    Galen  Wagner    M.D..   Box   3327,   Duke 

University  Medical  Center,  Durham  27710 
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IN  CONTIGUOUS  STATES 
October  24 

Sleep  as  an  Entity  in  Medical  Practice 

Place:  Baruch  Auditorium,  Egyptian  Building,  13th  and 
Marshall  Streets. 

Advance  registration  requested. 

Sponsors:  Departments  of  Psychiatry  and  Family  Practice 
in  cooperation  with  the  Department  of  Continuing  Educa- 
tion, School  of  Medicine. 

For  Information:  Dr.  James  L.  Mathis,  Professor  and  Chair- 
man, Department  of  Psychiatry,  Medical  College  of  Vir- 
ginia, Box  907  MCV  Station,  Richmond,  Virginia  23298 

November  7 

Clinical  Concepts  in  Diabetes  Mellitus 

Place:  Basic  Science  Auditorium 

This  program  is  designed  to  be  of  special  interest  to  family 
physicians,  internists,  obstetricians,  gynecologists  and  en- 
docrinologists. 

Fee:  $10.00 

Credit:  Approved  for  AAFP  credits. 

Sponsors:    Department  of  Medicine,  Department  of  Pedia- 
trics and  the  Division  of  Continuing  Education  of  MUSC, 

and  The  Upjohn  Company. 

For  Information:  Vince  Moseley,  M.D.,  Director,  Division 
of  Continuing  Education,  Medical  University  of  South 
Carolina,  80  Barre  Street,  Charleston,  South  Carolina 
29401 

November  8-9 

Immunology  and  the  Rheumatic  Diseases,  the  45th  Annual 
McGuire  Lecture  Series,  A  Postgraduate  Course 

Place:  Baruch  Auditorium,  Egyptian  Building.  13th  and 
Marshall  Streets. 

Fee:  $55.00,  including  registration,  social  hour  and  banquet. 
Resident  physicians  who  are  in  bona  fide  residency  pro- 
grams will  be  registered  free  of  charge  if  registration  is 
accompanied  by  a  letter  of  confirmation  from  the  Pro- 
gram Director  of  the  Residency  Training  Program. 

Sponsors:  Department  of  Continuing  Education  and  the  Di- 
vision of  Connective  Tissue  Diseases,  MCV,  and  the  Vir- 
ginia Chapter  of  the  Arthritis  Foundation. 

For  Information:  Dr.  David  B.  Walthall,  III,  Director  of 
Continuing  Medical  Education,  Medical  College  of  Vir- 
ginia, Box  91,  Richmond,  Virginia  23298 

November  27-29 

Clinico-Patholoeic  Correlations  in  Cardiovascular  Disease 

Place:  Williamsburg  Conference  Center,  Williamsburg 
Lodge,  Williamsburg,  Virginia 

Fee:  Members  $125;  non-members  $175 

Accredited  by:  AMA  and  Maryland  State  Board  of  Educa- 
tion 

For  Information:  Miss  Mary  Anne  Mclnery.  Director,  De- 
partment of  Continuing  Education  Programs,  American 
College  of  Cardiology,  9650  Rockville  Pike,  Bethesda, 
Maryland  20014 

December  7-8 

Neurologic   Problems  of  Infancy  and   Childhood 

Place:  Cascades  Meeting  Center,  Williamsburg,  Virginia. 

Sponsors:  Pediatric  (Child)  Neurology  of  the  University  of 
Virginia,  Medical  College  of  Virginia — Virginia  Common- 
wealth University,  and  King's  Daughters  Hospital. 

Credit:  lO'/i  prescribed  hours  AAFP  credit  applied  for. 

Fee:  $60:  includes  registration  and  lunch. 

Enrollment  limited  to  sixty  persons. 

For  Information:  Dr.  Ronald  B.  David.  Box  211,  Medical 
College  of  Virginia,  Richmond,  Virginia  23298 

January  21-24 

The  Alton  D.  Brashear  Postgraduate  Course  in  Head  and 

Neck  Anatomy 

The  primary  teaching  method  of  this  course  is  the  dissec- 
tion of  the  head  and  neck.  Fresh  specimens  (unpreserved), 
are  used  to  be  as  life-like  as  possible.  Individual,  surgical 
approaches  and  manipulations  are  welcomed.  Lectures  and 
demonstrations  will  augment  the  laboratory  dissections. 

On  Friday,  January  25  the  laboratory  will  be  open  and 
specimen  will  be  available  if  special  individual  dissection  is 
desired.   All    members   of   the   staff   of  the   department  of 
anatomy  will  be  available  for  consultation  and  assistance. 
Registration:   Tuition   $175.00:  $90.00  for  students  in  resi- 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  trie  tetracyclines. 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  ol  pregnancy  lo  eight 
years)  may  cause  permanent  tooth  discoloration  {yellow-gray-brown},  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  conlraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  lo  retardation  of  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue  A  decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a  problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  ot  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perlorm  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  lor  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A  beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogemtal  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 
Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophils. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
lraindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams 

For  treatment  of  syphilis,  when  penicillin  is  contramdicated,  a  total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a  period  ol  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia.  900  mg  daily  tor  six  days. 
Children -3  to  6  mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  conlmued  for  at  least  24-48  hours  after  symptoms  and  lever  have 
subsided. 

Concomitant  therapy:  Antactds  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contramdicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED:  Rondomycin'  (methacycline  HCI)  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

iWWi       WALLACE  PHARMACEUTICALS 
k     '  J      CRANBUBY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rniiflnmyuin  300 

i  [metihacycline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

dies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 

*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 
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Sutures 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 

€  prescribing  convenience: 
upto  5  refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law) ;  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  Vz); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Waming  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  Vz. 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
VWEllcome/   North  Carolina  27709 


Healing  nicely, 
but  it  still 
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dency  programs.  Class  size  limited  to  32;  applications 
processed  in  order  received.  Course  open  to  any  individual 
who  holds  one  of  the  following  degrees:  M.D.,  D.D.S.. 
D.M .D.,  Ph.D.,  or  equivalent. 

Sponsors:  Department  of  Anatomy  in  cooperation  with  the 
Department  of  Continuing  Education,  Schools  of  Medicine 
and  Dentistry. 

For  Information:  Dr.  Hugo  R.  Seibel,  Department  of  Ana- 
tomy, Medical  College  of  Virginia,  Box  906 — MCV  Sta- 
tion, Richmond,  Virginia  23298. 


NEW  MEMBERS 

of  the  State  Society 


Choi,  San  Ho.,  MD  (GS),  102  Doctors  Bldg.,  Riverview  St. 
Franklin 

Dee.  Arthur  L.,  MD  (P),  5210  Carmel  Park  Dr.,  Charlotte 

Goff,  Jacob  Benjamin  Millard,  Jr.,  MD  (U).  750-D  Har- 
ness Rd..  Statesville  28677 

Gillen,  Howard  William,  MD  (N),  1601  Doctors  Circle, 
Wilmington  28401 

Hajisheikh,  Moosa,  MD  (1M),  Rt.  1,  Box  207  MW,  Rocking- 
ham 28379 

Pierson.  Willard  Cresse,  Jr.  MD  (1M).  2515  N.E.  Express- 
way. Apt.  D-l  1,  Atlanta,  Georgia 

Pittman,  James  Graham.  MD  (GP).  307  S.  Walnut  St. 
Fairmont 

Rufty,  Alfred  Jackson,  Jr.  MD  (1M),  Bowman  Gray,  Win- 
ston-Salem 27103 

Sayers,  William  Floyd,  MD  (PD),  3010  Maplewood  Ave., 
Suite  106,  Winston-Salem  27103 

Shapiro,  Marvin  Bernard,  MD  (IM),  1900  Brunswick  Ave., 
Box  4060,  Charlotte  28204 

Somerstein,  David  Eugene,  MD  (U).  3535  Randolph  Rd.. 
Charlotte  28211 

Stevenson,  Karl  William,  MC  (CHP),  923  Broad  St.,  Dur- 
ham 27705 

Rodriguez,  Mauro,  MD  (Intern-Resident).  908  Tate  Drive. 
Raleigh  27609 

Vesano,  Jack  Lee.  MD  (ORS),  5207  Glenbrier  Dr..  Char- 
lotte 28212 

Watson,  David  William,  MD  (GS).  1850  E.  Third  St., 
Charlotte  28204 

Welborne,  Barry  McNiel.  MD  (IM),  1900  Brunswick  Ave.. 
Charlotte  28204 
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UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 


Francis  C.  Lindaman  assumed  duties  as  director 
of  Continuing  Education  in  Health  Sciences  at  the 
University  of  North  Carolina  at  Chapel  Hill  Sept.  1. 

Lindaman  comes  to  Chapel  Hill  from  the  School  of 
Public  Health  of  Columbia  University,  New  York 
City,  where  he  was  director  of  the  School's  program 
in  continuing  education. 

While  at  Columbia  University  Lindaman  devel- 
oped special  programs  in  consumer  education  in  the 
health  sciences.  He  plans  to  pursue  that  interest  in 
Chapel  Hill. 

The  new  director  of  continuing  education  in  health 
sciences  holds  the  A.B.  and  M.A.  degrees  from 
Gettysburg  College  and  furthered  his  education  at 
the  University  of  Paris  and  Harvard  University. 


Lindaman  succeeds  William  T.  Herzog  who  has 
been  director  of  the  office  of  continuing  education  in 
health  sciences  since  its  establishment  at  the  Univer- 
sity in  1969.  Although  resigning  from  the  continu- 
ing education  position,  Herzog  will  maintain  an  aca- 
demic appointment  in  the  UNC  School  of  Public- 
Health.  He  will  take  a  leave  of  absence  during 
the  coming  year. 

*  $  * 

Fifteen  faculty  appointments  for  the  University  of 
North  Carolina  Division  of  Health  Affairs  at  Chapel 
Hill  have  been  announced  by  Chancellor  Ferebee 
Taylor  following  approval  of  the  Board  of  Trustees. 

New  faculty  and  their  schools  are: 

Alfredo  Goldsmith,  area  coordinator  for  Latin 
America,  International  Fertility  Research  Program, 
taught  at  the  School  of  Medicine  at  the  University  of 
Chile  before  becoming  a  visiting  professor  with  the 
National  Center  for  Health  Statistics  in  Washington, 
D.C.  in  1970.  Since  1971,  he  has  been  a  consultant 
on  population  problems  at  Harvard  University  School 
of  Public  Health.  He  earned  his  A.B.  and  M.D.  at  the 
University  of  Chile  and  his  M.P.H.  at  the  University 
of  Michigan. 

William  Burns  Jones,  Jr.,  director  of  the  State  Ser- 
vices Office,  has  been  assistant  state  health  director 
with  the  N.C.  Board  of  Health  since  1966  and  ad- 
junct associate  professor  of  public  health  administra- 
tion with  the  UNC  School  of  Public  Health  since 
1960.  A  graduate  of  The  Citadel,  he  received  his 
M.D.  from  the  Medical  College  of  South  Caro- 
lina and  his  M.P.H.  from  the  University  here. 

Robert  M.  Howell,  associate  professor  in  the  De- 
partment of  Oral  Diagnosis,  has  taught  at  the  Medi- 
cal College  of  Virginia  where  he  earned  his  D.D.S. 
In  1972-1973.  he  was  an  associate  professor  at  the 
Medical  College  of  Georgia.  He  received  his  M.S.D. 
from  Indiana  University. 

Ray  S.  Krug,  associate  professor  and  head  of  the 
Department  of  Fixed  Prosthodontics  has  been  an  as- 
sistant professor  at  the  State  University  of  New  York 
since  1971.  His  B.S.  is  from  Southern  Illinois  Univer- 
sity and  his  D.D.S.  from  the  University  of  Illinois 
School  of  Dentistry. 

Kenneth  R.  Haslam,  assistant  professor  in  the  De- 
partment of  Anesthesiology,  has  been  an  assistant 
resident  in  anesthesiology  at  Massachusetts  General 
Hospital  since  1971.  A  graduate  of  the  University  of 
California  at  Berkeley,  he  earned  his  M.D.  at  Cornell 
University  Medical  College. 

Joyce  A.  Benjamins,  assistant  professor  in  the  De- 
partment of  Biochemistry  and  Nutrition,  has  been  an 
assistant  professor  at  The  Johns  Hopkins  School  of 
Medicine  since  1969.  She  holds  the  B.A.  from  Albion 
College  and  the  Ph.D.  from  the  University  of  Michi- 
gan. 

William  D.  Mattern,  assistant  professor  in  the  De- 
partment of  Medicine,  was  an  assistant  professor  at 
Temple  University  before  coming  to  UNC.  He  is  a 
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graduate  of  Hamilton  College  and  received  his  medi- 
cal degree  from  Columbia  Medical  School. 

Martha  K.  Sharpless  of  Goldsboro,  assistant  pro- 
fessor in  the  Department  of  Pediatrics,  graduated 
from  Duke  University  and  the  UNC  School  of  Medi- 
cine. Since  1967  she  has  been  a  pediatric  consultant 
for  the  Guilford  County  Health  Department,  chief 
of  the  pediatric  training  service  at  Moses  H. 
Cone  Memorial  Hospital,  and  a  part-time  professor 
at  the  School  of  Medicine  at  Chapel  Hill. 

Kenneth  C.  Mills,  assistant  professor  of  psychology 
in  the  Department  of  Psychiatry,  will  also  be  a  psy- 
chologist with  the  University's  Center  for  alcohol 
Studies.  He  taught  last  year  at  St.  Martin's  College. 
He  received  his  A.B.  and  M.A.  degrees  from  the  Uni- 
versity of  California  at  Long  Beach  and  his  Ph.D.  at 
the  Claremont  Graduate  School  and  University  Cen- 
ter. 

Brian  Stabler,  assistant  professor  in  the  Depart- 
ments of  Psychiatry,  Pediatrics  and  Family  Medicine, 
graduated  from  Bede  College,  University  of  Durham, 
England,  and  received  his  M.Ed,  and  Ph.D.  at  Chapel 
Hill.  Last  year,  he  was  a  post-doctoral  fellow  in  clini- 
cal child  psychology  in  the  Department  of  Psychiatry, 
N.C.  Memorial  Hospital. 

Richard  Eugene  Johnston,  associate  professor  in 
the  Department  of  Radiology,  has  taught  at  Vander- 
bilt  University  since  1967.  He  received  his  M.S.  and 


Ph.D.  from  that  university  and  his  B.S.  from  Akron 
University. 

Joseph  J.  Bonanno,  assistant  professor  in  the  De- 
partment of  Radiology  effective  Aug.  11,  has  been 
a  resident  and  instructor  at  the  New  York  University 
Medical  Center.  His  B.S.  and  M.D.  are  from  Louisi- 
ana State  University. 

*  *  * 

Patricia  A.  Lawrence,  assistant  professor  in  the 
School  of  Nursing,  has  been  an  educational  director 
with  the  N.C.  Regional  Medical  Program.  She  is  a 
graduate  of  Bates  College  and  received  her  master's 
degree  from  Columbia  University  Teachers  College 

♦  :|;  :•; 

Philip  C.  Singer,  associate  professor  in  the  Depart 
ment  of  Environmental  Sciences  and  Engineering 
has  been  teaching,  since  1969,  at  the  University  ol 
Notre  Dame.  He  received  the  B.C.E.  from  The 
Cooper  Union,  M.S.  from  Northwestern  University 
and  S.M.  and  Ph.D.  from  Harvard  University. 

Richard  E.  Bilsborrow,  assistant  professor  in  the 
Department  of  Biostatistics,  was  at  Chapel  Hill  las 
year  as  visiting  assistant  professor  in  public  health 
A  graduate  of  Carleton  College,  he  received  the  M.A 
and  Ph.D.  degrees  from  the  University  of  Michigan 

Dr.  William  B.  Wood,  associate  professor  in  th 
Department  of  Medicine,  is  taking  a  leave  of  absenc 


Valley  Psychiatric  Hospital 

P.  O.    Box  21373  Shallowford   Road 

Chattanooga,  Tennessee  37421 

Phone  615-894-4220 

A  50-bed  private  acute  intensive  treatment  facility  with  programs  designed  to  treat 
psychological,  alcoholic,  and  drug  abuse  problems. 

A  full  range  of  treatment  modalities  will  be  utilized  including  individual  and  group 
psychotherapy,  chemotherapy,  electro-convulsive  therapy,  and  adjunctive  and  family 
therapies.  Adjunctive  therapy  will  include  continuing  education  through  home-bound 
teaching  for  school-age  adolescents,  recreational,  occupational,  and  other  appropriate 
therapies.  Group  therapy  will  be  five  days  each  week,  with  individual  therapy  at  least 
two  days  a  week.  Patients  will  have  six  hours  a  day  in  scheduled  therapeutic  activities. 
Comprehensive  outpatient  services  will  be  available  with  outpatient  group  therapy  ses- 
sions being  held  one  night  each  week. 

A  member  of  the  Tennessee  Hospital  Association  and  the  American  Hospital  Association. 

Inquiries:  Davis  G.  Garrett,  M.D. 
Medical  Director 
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I'm  sorry, 
Doctor ! 
You're  not 
going  to  be 
able  to 

continue 
your 

practice." 


Have  you  ever  stopped  to  consider  the  effect  on 
yourself  and  your  family  if  this  were  ever  to 
happen  to  you?  Even  when  you  are  covered 
with  insurance  for  the  medical  and  hospital  bills, 
the  expenses  of  day-to-day  living  can  quickly 
use  up  the  money  it  has  taken  you  years  of 
work  to  accumulate. 

Now,  a  Disability  Income  Protection  Plan, 
especially  designed  for  younger  doctors,  is  avail- 
able for  members  of  the  North  Carolina  Medical 
Society. 

This  plan  can  help  see  to  it  that  your  family's 
future  will  be  protected  if  you  should  become 
sick  or  hurt  and  unable  to  work.  Depending 
upon  the  plan  you  select  and  qualify  for,  bene- 
fits are  available  from  $600  to  $1,200  a  month. 
These  tax-free  benefits  are  yours  for  use  as  you 
see  fit.  In  addition,  benefits  are  payable  whether 
you  are  confined  to  the  hospital  or  are  at  home 
recovering. 

If  you  are  under  55  years  of  age,  just  fill  out 
the  coupon  below  and  mail  it  today.  There  is 
no  obligation  to  learn  more  about  the  benefits 
of  this  plan  to  you. 


Mutual 
5?t)maha 

J  he  people  who  paif.. . 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAE  OF  OMAHA  INSURANCE  COMPANY 
HOME  OEFICE    OMAHA    NEBRASKA 


Mutual  of  Omaha  Insurance  Company 
Dodge  at  33rd  Street 
Omaha,  Nebraska   68131 


/  am  interested  in  learning  more  about  the  program  of  Disability  Income  Protection  available  to  me. 


Name . 


Address 


City 


State  . 


ZIP 


to  study  the  role  of  the  medical  specialty  concept  in 
medical  education  and  in  health  care  delivery.  His 
base  of  operation  is  the  Brompton  Hospital  in  Lon- 
don, but  he  will  visit  other  medical  education  centers 

in  England.  Dr.  Wood  will  return  June  30,  1974. 

*  *  * 

Howard  C.  Barnhill,  former  administrator  in  the 
Mecklenburg  County  Health  Department,  has  been 
appointed  public  health  coordinator  for  the  Charlotte 
and  Asheville  Area  Health  Education  Centers  and 
associate  professor  of  health  education  at  the  UNC 
School  of  Public  Health. 

Barnhill  will  coordinate  recommendations  for  im- 
proving public  health  services  and  for  providing  addi- 
tional public  health  personnel  in  the  areas  served  by 
the  Area  Health  Education  Center. 
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BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


A  Section  on  Plastic  Surgery  within  the  Depart- 
ment of  Surgery  has  been  created  at  the  Bowman 
Gray  School  of  Medicine,  with  Dr.  Julius  A.  Howell, 
professor  of  surgery,  as  director. 

The  section  has  established  a  new  residency  pro- 
gram in  plastic  surgery.  Dr.  John  Cunningham  is  the 
first  resident  in  plastic  surgery  at  the  medical  center. 

Dr.  Clark  E.  Vincent,  professor  of  sociology  at  the 
Bowman  Gray  School  of  Medicine  ,has  recently  had 
published  a  new  book,  "Sex  and  Marital  Health:  The 
Physician  as  a  Consultant." 

The  book,  Dr.  Vincent's  fifth,  is  published  by 
McGraw-Hill. 

Dr.  Vincent  was  installed  as  chairman  of  the 
Family  Section  of  the  American  Sociological  Asso- 
ciation during  the  association's  annual  meeting  Au- 
gust 27  in  New  York  City. 

*  *  * 

Dr.  Robert  L.  Michielutte,  research  associate  pro- 
fessor of  sociology  at  the  Bowman  Gray  School  of 
Medicine,  has  been  elected  to  the  advisory  panel  of 

the  World  Population  Society  for  1973-1974. 

*  *  * 

Dr.  Eben  Alexander,  Jr.,  chief  of  neurosurgery  at 
the  Bowman  Gray  School  of  Medicine  and  North 
Carolina  Baptist  Hospital  for  the  past  24  years,  was 
honored  recently  by  the  neurosurgeons  who  trained 
under  him. 

Seventeen  of  his  23  former  residents — now  located 
in  10  states  and  one  foreign  country — returned  for 
the  first  reunion  of  neurosurgical  residents.  The  day- 
long reunion  was  hignlighted  with  a  dinner  given  in 
Alexander's  honor. 


Eighty-nine  first-year  medical  students  enrolled 
recently  at  the  Bowman  Gray  School  of  Medicine. 

The  medical  class  includes  students  from  19  states 
and  one  foreign  country.  They  received  their  under- 
graduate education  at  44  colleges  and  universities. 
Forty-six  students  are  North  Carolinians. 

The  class  was  selected  from  a  record  number  of  ap- 
plicants— 6,026.  Sixteen  of  the  students  are  women. 

The  medical  school  increased  the  size  of  the  enter- 
ing class  to  89  students  last  year.  That  is  an  increase 
of  35  students  over  the  entering  class  of  seven  years 
ago.  Total  enrollment  is  329  medical  students  and  65 
graduate  students.  The  school  accepted  28  newly  en- 
rolled graduate  students  this  year. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Noise  levels  which  can  permanently  destroy  hear- 1 
ing  are  something  we've  come  to  expect  in  boiler  fac- 
tories, cotton  gins,  textile  mills,  airports  and  even 
discotheques. 

But  not  in  infant  incubators. 

Now  researchers  at  Duke  and  the  National  Insti- 
tute of  Environmental  Health  Sciences  have  sug- 
gested that  incubator  noise  levels  may  be  a  possible 
cause  of  hearing  loss  in  infants. 

Dr.  Joseph  C.  Farmer,  an  assistant  professor  in 
otolaryngology  at  Duke,  and  Dr.  Stephen  A.  Falk  of 
the  NIEHS  have  measured  the  noise  levels  in  stan- 
dard incubators  and  found  them  to  be  well  below  in- 
dustrial noise  limits  allowed  by  federal  law. 

But  those  standards  are  based  on  exposure  levels 
for  adults  for  an  eight-hour  work  day,  Farmer  said. 
No  one  yet  knows  the  effects  of  loud,  continuous 
noise  on  a  newborn  infant,  particularly  when  that 
noise  may  continue  uninterrupted  for  weeks  or  even 
months. 

"We  need  to  establish  some  kind  of  damage-risk 

criteria  for  noise  exposure  levels  for  infants  and  then 

design  the  next  generation  of  incubators  to  meet  these 

criteria,"  Farmer  said. 

*  *  * 

Dr.  Robert  Gaines,  senior  resident  in  orthopaedics, 
received  the  North  America  Traveling  Fellowship, 
sponsored  by  the  American  Orthopaedic  Association 
for  Senior  Residents.  He  was  one  of  six  chosen  for 
the  five  week  trip  to  various  medical  centers  through- 
out the  U.S.  and  Canada. 

Dr.  James  B.  Wyngaarden,  chairman  of  the  De- 
partment of  Medicine,  was  a  member  of  the  organiz- 
ing committee  and  presented  a  scientific  paper  at  the 
International  Symposium  on  Purine  Metabolism  in 
Man  in  Tel  Aviv,  Israel. 

The  title  of  the  paper  was  "The  Kinetics  of  Intra- 
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molecular  Distribution  of  lr,N  in  Uric  Acid  Follow- 
ing Administration  of  ir,N-Glycine:  Preferential 
Labeling  of  N-  (3  +  9)  of  Uric  Acid  in  Primary  Gout 
and  a  Reappraisal  of  the  'Glutamine  Hypothesis'  "  by 

Oded  Sperling,  Wyngaarden,  and  C.  Frank  Starmer. 
*  *  * 

A  Duke  researcher  has  been  awarded  a  two-year 
grant  from  the  United  Cerebral  Palsy  Foundation  to 
study  a  type  of  cerebral  palsy  called  the  Lesch- 
Nyhan  Syndrome. 

The  $68,762  grant  was  made  to  Dr.  William  N. 
Kelley,  an  associate  professor  of  medicine,  assistant 
professor  biochemistry,  and  chief  of  rheumatic  and 
genetic  diseases. 

The  Lesch-Nyhan  Syndrome  is  the  only  genetically 
determined  cause  of  cerebral  palsy  in  which  a  specific 
enzyme  deficit  is  known  to  be  responsible.  Patients 
with  the  disease  lack  an  enzyme  known  as  HGPRT. 
The  disease  is  found  only  in  boys  but  is  transmitted 
through  females  who  carry  the  genetic  defect. 

Kelley  is  studying  how  the  lack  of  the  enzyme 
HGPRT  leads  to  the  clinical  symptoms  of  cerebral 
palsy,  including  spasticity  and  mental  retardation, 
and  also  how  this  genetic  defect  might  be  treated. 

Dr.  Eugene  Stead,  Jr.,  former  chairman  of  the  De- 
partment of  Medicine  and  still  a  professor  in  that  de- 
partment, made  some  observations  on  a  trip  to  Main- 
land China  during  a  recent  Grand  Rounds. 


Stead  and  his  wife,  Evelyn,  were  there  for  a  three- 
week  tour  sponsored  by  the  National  Academy  of 
Sciences. 

"The  thing  that  struck  me  most,"  Stead  said,  "was 
how  poor  the  country  was.  You  take  everything  they 
have  and  divide  it  equally  into  700  million  parts  and 
each  person  has  very  little." 

He  said  the  atmosphere  in  China  "is  something 
we're  not  even  aware  of  in  this  country.  There  is  no 
separation  between  daily  living  and  politics,  no  sepa- 
ration between  health  and  politics. 

"The  country  has  a  degree  of  equality  not  envi- 
sioned by  any  of  us  before  we  went,"  he  said.  "The 
people  are  encouraged  at  all  levels  to  participate  in 
decision-making.  But  one  never  does  anything  just 
for  himself. 

"Of  all  the  medical  students  we  talked  to,  we  never 
got  any  one  to  say  he  was  doing  anything  because  of 
his  own  personal  desire.  He  was  doing  what  is  best 
for  society." 

Stead  said  that  this  might  mean  going  on  through 
medical  school  to  specialized  training,  or  stopping  at 
a  certain  level  of  training  and  going  out  in  the  country 
where  he  was  needed. 

"The  general  concepts  on  which  the  Duke  curricu- 
lum is  planned  would  never  fit  there — the  idea  of 
what  will  help  the  individual  prepare  for  the  course 
he  wants  to  pursue,"  he  said. 

Intellectuals  and  scientists  continually  have  at  their 
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elbows  representatives  of  the  Communist  party  who 
examine  the  direction  their  work  is  taking  and 
whether  it  fits  in  with  society's  aims,  he  said. 

Everyone  in  Chinese  society  must  keep  in  touch 
with  the  life  of  the  people,  he  said.  Medical  students 
must  spend  one-third  of  their  time  with  the  peasants. 
The  tour  members  saw  Shanghai  office  workers  out 
repairing  the  roads,  and  pupils  from  the  middle 
schools  out  in  the  fields  helping  to  bring  in  the  har- 
vests. 

"The  system  was  more  open  and  decentralized 
than  I  would  have  imagined,"  he  said. 

Dr.  F.  Farrell  Collins,  Jr.  has  received  the  $9,000 
David  T.  Smith  Scholarship  of  the  North  Carolina 
Lung  Association  for  1973-1974.  He  will  train  here 
in  the  study  of  lung  diseases. 

The  scholarship  is  named  for  Dr.  David  T.  Smith, 
James  B.  Duke  Professor  Emeritus  of  Microbiology. 

The  grants  from  the  North  Carolina  Lung  Associa- 
tion and  its  regional  affiliates  have  been  awarded  at 
Duke  since  1969.  Grants  also  go  to  physicians  at  the 
state's  other  two  medical  schools.  The  grants  are  fi- 
nanced through  the  association's  Christmas  Seal  cam- 
paign. 

While  studying  here,  Collins  will  train  under  Dr. 
Herbert  O.  Sicker,  Dr.  Herbert  A.  Saltzman  and  Dr. 
J.  A.  Kylstra. 

A  native  of  Holyoke,  Mass.,  Collins  graduated 
from  Holy  Cross  College  and  earned  his  M.D.  at  the 
University  of  Vermont  in  1972.  He  came  to  Duke 
from  an  internship  in  internal  medicine  at  Baylor 
University  in  Houston. 

The  March  of  Dimes  has  renewed  its  research  sup- 
port to  a  Duke  doctor  who  is  trying  to  learn  why  the 
lack  of  a  certain  liver  enzyme  leads  to  severe  mental 
retardation  in  the  inborn  metabolic  disease  PKU. 

The  national  foundation  has  awarded  $28,160  in 
research  funds  for  this  year  to  Dr.  Ara  Y.  Tourian, 
assistant  professor  of  medicine. 

#  #  * 

Duke  researchers  have  described  a  procedure 
which  could  aid  in  the  early  diagnosis  of  hypertension 
or  high  blood  pressure,  a  condition  which  afflicts 
more  than  23  million  Americans. 

The  test  offers  the  possibility  of  identifying  hyper- 
tensive persons  even  before  they  begin  to  show  the 
usual  symptoms. 

The  presentation  was  made  at  the  fall  meeting  of 
the  American  Society  for  Pharmacology  and  Experi- 
mental Therapeutics  at  Michigan  State  University  in 
East  Lansing. 

The  procedure  used  by  Duke  researchers  involves 
measuring  the  amount  of  an  enzyme  called  dopamine- 
B-hydroxylase,  or  DBH,  in  a  person's  blood  and  com- 
paring it  with  the  blood  DBH  level  of  normal  persons. 

"One  of  the  exciting  things  about  this  test  is  that 
we  can  pick  out  people  that  a  doctor  would  have  a 


hard  time  identifying  as  hypertensive  because  the 
blood  pressure  is  unstable  and  there  may  be  no  other 
symptoms,"  said  Dr.  Saul  M.  Schanberg,  professor 
of  pharmacology  and  principal  investigator  on  the 
project. 

*  *  $ 

Eleven  promotions  have  been  announced  on  the 
medical  faculty. 

Promoted  to  full  professorships  are  Dr.  Frank  H. 
Bassett,  orthopaedic  surgery,  and  Dr.  Gordon  K. 
Klintworth,  pathology. 

Faculty  members  who  have  been  promoted  to  asso- 
ciate professorships  are  Drs.  Victor  S.  Behar,  Yi- 
Hong  Kong  and  Robert  H.  Peter,  medicine;  Dr.  Wil- 
liam T.  Creasman,  obstetrics  and  gynecology;  Drs. 
Robert  Oliver  Friedel  and  James  David  Jones,  psy- 
chiatry; Dr.  Frances  E.  Ward,  microbiology  and  im- 
munology; and  Dr.  Hendrik  J.  Zweerink,  virology. 

Dr.  Charles  Bryan  Norton,  Jr.  has  been  promoted 
to  assistant  professor  of  psychiatry. 


Manual  on  Chest  Anatomy  for  Trainees  in 
Cardiac  Resuscitation 

A  self-instructional  manual  on  the  anatomy  of  the 
chest  has  been  prepared  for  use  in  training  paramedi- 
cal personnel,  particularly  emergency  medical  techni- 
cians, as  a  basis  for  mastering  the  techniques  of 
cardiac  resuscitation. 

Prepared  by  Drs.  William  B.  Radcliffe  and 
Thcmas  R.  Griggs,  the  program  has  been  tested  with 
rescue  squads  in  Orange  County  and  given  to  300 
rescue  squadmen  in  a  training  program  held  on  June 


The    self-instructional    program    builds    upon    the 
trainee's  knowledge  step  by  step.  The  text  is  clear       -'- 
and  concise  and  profusely  illustrated  with  black  and 
white  drawings  and  diagrams.  Helpful  questions  and 
review  sections  are  spaced  throughout  the  book. 

A  revised  second  edition  of  the  manual  has  been 
printed  and  copies  are  available  at  cost  to  physicians  ', 
engaged  in  training  paramedical  personnel  throughout 
the  state.  Copies  may  be  obtained  at  $1.00  each  by  J  f 
writing  Mr.  Arthur  K.  Lamson,  Office  of  Emergency 
Medical  Services,  P.  O.  Box  2091.  Raleigh,  N.  C. 
27602. 


New  Upjohn  Drug  Produces  25  Percent 
Remissions  in  Advanced  Breast  Cancer 

Introduction  of  a  new  androgenic  hormone  which 
produces  worthwhile  remissions  in  advanced,  in- 
operable breast  cancer  in  approximately  25  percent 
of  the  women  receiving  the  drug  in  clinical  trials  was 
announced  recently  by  The  Upjohn  Company. 

In  studies  conducted  by  the  Cooperative  Breast 
Cancer  Group  (CBCG),  affiliated  with  the  National 
Cancer  Institute,  the  new  agent,  calusterone  (Metho- 
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sarb),  achieved  remissions  in  30  of  109  patients. 

Upjohn  also  conducted  its  own  trials  with  Metho- 
sarb;  in  these  the  drug  produced  remissions  in  44  out 
of  209  patients. 

The  new  agent  is  intended  for  palliative  treatment 
in  women  who  have  gone  through  menopause  and 
who  have  advanced  breast  cancers  which  are  inop- 
erable or  which  have  metastasized,  when  hormonal 
therapy  is  indicated.  Generally,  it  seems  to  produce 
best  results  in  patients  who  are  five  years  or  more 
past  menopause. 

Methosarb  may  also  be  administered  to  pre- 
menopausal women  with  disseminated  breast  cancer 
if  activity  of  the  ovaries  has  been  subsequently  ter- 
minated. 

Chemically,  Methosarb  is  related  to  testosterone, 
an  androgenic  (male)  hormone.  Testosterone  and  its 
derivatives  have  been  used  for  some  years  in  treat- 
ment of  advanced  breast  cancer.  Methosarb,  however, 
seems  to  produce  a  slightly  higher  rate  of  remissions 
with  fewer  and  milder  side  effects  than  some  older 
drugs  of  this  type. 

Methosarb  is  contraindicated  in  cancer  of  the  male 
breast  and  in  pre-menopausal  women.  It  should  not 
be  administered  during  pregnancy  since  its  effect  on 
fetal  development  has  not  been  determined. 

Side  effects  associated  with  the  use  of  other  an- 
drogens— deepening  of  the  voice,  acne  and  facial  hair 
growth — have  been  noted  in  20  to  25  percent  of  the 
patients  receiving  Methosarb.  Mostly,  these  have 
been  mild  to  moderate.  Edema  (swelling)  and  hyper- 
calcemia (excessive  calcium  in  the  blood)  have  been 
rare  and  usually  mild.  Controllable  mild  to  moderate 
nausea  and  vomiting  have  been  observed  in  5  to  10 
percent  of  the  patients  on  Methosarb.  A  few  cases 
of  severe  vomiting  have  required  withdrawal  of  the 
drug. 

Methosarb  is  available  on  prescription  only,  and  is 
provided  in  tablet  form. 


New  Family  Doctors 
On  Way,  Survey  Shows 

Family  practice,  a  new  medical  specialty  which 
came  into  being  less  than  five  years  ago,  is  beginning 
to  show  tangible  results  in  terms  of  producing  more 
family  doctors  according  to  a  recent  survey. 

A  total  of  413  family  physicians  have  graduated 
from  approved  family  practice  residency  programs, 
the  survey  conducted  by  the  Education  Division  of 
the  American  Academy  of  Family  Physicians  shows. 


Following  behind  are  1,771  family  practice  residents 
in  training  programs  across  the  country,  an  increase 
of  756  over  last  year. 

Of  the  1,771  residents,  756  are  in  the  first  year  of 
training.  There  are  653  second-year  residents,  and 
354  entering  their  third  year.  The  survey  also  shows 
that  86  percent  of  the  available  first-year  positions 
are  filled. 

A  recent  meeting  of  the  joint  AMA-AAFP  Resi- 
dency Review  Committee  for  Family  Practice  re- 
sulted in  the  approval  of  10  programs,  bringing  the 
total  number  of  approved  residency  programs  to  173, 
an  addition  of  40  programs  in  the  last  year. 


ANNOUNCEMENT  TO  SOCIETY  MEMBERS 

Society  members  who  want  a  copy  of  the  printed 
Transactions  of  the  119th  Annual  Session  of  the 
North  Carolina  Medical  Society  held  in  Pinehurst, 
May  19-23,  1973,  should  notify  the  Medical  Society 
Office,  P.  O.  Box  27167,  Raleigh,  North  Carolina 
27611. 

A  return  post  card  for  use  in  requesting  a  copy  was 
enclosed  with  the  October  issue  of  the  "Public  Rela- 
tions Bulletin."  In  addition  a  "cut-out"  request  form 
appears  near  the  back  of  this  issue  of  the  Journal 
should  you  not  have  already  returned  a  request  card. 

The  Transactions  will  be  printed  and  ready  for 
distribution  within  a  few  days.  A  copy  will  automati- 
cally be  sent  to  each  County  Society  Delegate,  Presi- 
dent and  Secretary,  and  to  State  Society  Officers. 

This  method  of  distribution  was  designed  to  make 
prudent  use  of  your  dues  dollar. 

George  G.  Gilbert.  M.D. 
President 


You  Don't  Say 


One  state  has  a  new  bureau  called  the  Records 
Management  agency.  While  gathering  old  records  and 
photographing  them  for  compact  storage,  agency 
personnel  came  up  with  some  old  vital-statistical 
records  which  included  these  causes  of  death: 

"Went  to  bed  feeling  well,  but  woke  up  dead." 

"Don't  know  cause.  Died  without  the  aid  of  a 
physician." 

"Died  suddenly.  Nothing  serious." 

"Blow  on  the  head  with  an  ax.  Contributory 
cause:  another  man's  wife." 

"Had  never  been  fatally  ill  before." 

— Copied 
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Pinworm 
therapy  is  often  a 
family  affair 
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Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  al  rtness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 
Precautions:  ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 
Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


'list 


Mintezol 

THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
;an  keep  to  the 
'egimen  you  prescribe 


iclude:  fever,  facial  flush,  chills,  conjunctival  injection, 
ngioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
.1  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
suspension,  containing  500  mg  thiabendazole  per  5  ml,  in 
jottlesof  120 

"or  more  detailed  information,  consult  your  MSD  representa- 
ive  or  see  full  prescribing  information.  Merck  Sharp  & 
lohme.  Division  of  Merck  &  Co.,  INC.,  West  Point,  Pa.  19486 


MSD 


INDICATION  I  DOSAGE  SCHEDULE 


MINTEZOL?  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a  broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 
The  recommended  maximum  daily  dose  of  MINTEZOL  is  3  g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient's  weight. 

Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 
(g) 

TABLETS 

25 

0.25 

Vz 

50 

0.5 

1 

75 

0.75 

1V4 

100 

1.0 

2 

125 

1.25 

2% 

150 
&over 

1.5 

3 

The  regimen  for  each  indication  follov 

/S: 

INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

Two  doses  per  day 

If  this  is  not  practical,  give 

disease 

for  1  day.  Repeat  in 

2  doses  per  day  for  2 

7  days. 

successive  days. 

This  regimen  is 

designed  to  reduce 

the  risk  of  rein- 

fection. 

Threadworm,* 

Two  doses  per  day 

A  single  dose  of  20  mg/ lb  or 

large  round- 

for 2  successive 

50  mg/kg  may  be  employed 

worm,* 

days. 

as  an  alternative  schedule, 

hookworm,* 

but  a  higher  incidence  of  side 

and 

effects  should  be  expected. 

whipworm* 

disease 

Creeping 

Two  doses  per  day 

If  active  lesions  are  still 

eruption 

for  2  successive 

present  2  days  after  comple- 

days. 

tion  of  therapy,  a  second 
course  is  recommended. 

Symptoms  of 

Two  doses  per  day 

The  optimal  dosage  for  the 

trichinosis* 

for  2  to  4  successive 

treatment  of  trichinosis  has 

during  the 

days  according  to 

not  been  established. 

invasive  phase 

the  response  of  the 

of  the  disease 

patient. 

'Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


Month  in 
Washington 


Legislation  providing  federal  aid  for  establishment 
of  a  limited  number  of  experimental  Health  Main- 
tenance Organizations  (HMO's)  bills  advanced  in 
Congress.  The  House  bill  was  much  smaller  in  scale 
(five  years,  $240  million,  compared  to  $805  million) 
than  one  passed  by  the  Senate. 

In  a  report  on  the  HMO  bill,  the  House  Commerce 
Committee  discussed  HMO's  and  their  possible  fu- 
ture role  in  health  delivery.  No  specific  number  limi- 
tation was  set  in  the  House  bill,  but  "it  is  anticipated 
that  the  limit  of  authorizations  to  $240  million  and 
the  reality  of  the  budget  and  appropriation  process 
will  provide  an  effective  ceiling  on  the  number  of 
HMO's  which  could  be  established  ....  Generally, 
however,  the  committee  would  anticipate  that  this 
legislation  would  be  used  to  bring  to  the  operating 
stage  approximately  100  new  HMO's." 

The  report  stressed  a  five-year  cut-off.  "All  fed- 
eral assistance  to  all  assisted  HMO's  will  be  com- 
pleted by  the  end  of  five  years  for  which  authority  is 
given.  Thus,  there  will  be  no  need  to  extend  or  renew 
this  legislation  in  order  to  meet  outstanding  commit- 
ments." 

After  a  discussion  of  "many  arguments  in  favor 
of  HMO's,"  the  report  said  the  committee  "is  con- 
cerned about  the  fact  that  HMO's  (pre-paid  group 
practice,  contract  practice,  etc.)  have  not  grown 
more  rapidly  than  has  been  the  case."  The  committee 
said  it  hoped  the  HMO  program  would  clarify  many 
problem  areas,  including  such  basic  questions  as 
"will  federal  assistance  to  HMO's  work?"  Other  mat- 
ters of  concern  were  listed  as  whether  federally  aided 
HMO's  will  be  able  to  survive  without  federal  help; 
how  well  will  such  organizations  serve  the  poor, 
chronically  ill,  and  aged;  how  will  they  work  in 
ghettoes,  rural  areas;  what  about  consumer  accepta- 
bility, quality  of  services,  etc. 

Noting  that  an  HMO  operates  under  an  income 
limit  (the  premiums  paid),  the  committee  said  one 
fear  is  that  "it  would  be  possible  for  an  HMO  to 
respond  to  this  limit  by  discouraging  the  utilization 
of  its  services.  For  example,  the  committee  is  con- 
cerned with  the  possibility  that  elective  surgery  such 
as  cateract  extractions  in  elderly  people,  might  be  de- 
layed in  situations  where  an  HMO  is  experiencing 
higher  than  expected  utilization.  These  practices  are 
to  be  discouraged." 

Cautioning  against  allowing  an  HMO  to  have  a 
monopoly  anywhere,  the  Committee  said: 


"The  heterogeneity  of  the  HMO's  envisioned  by 
the  committee  is  the  key  characteristic  of  the  HMO 
program  authorized  by  this  legislation  and  deserves 
particular  comment. 

"In  preparing  the  legislation,  the  committee  has  at- 
tempted not  to  describe  exhaustively  or  in  detail  a 
single  'proper'  system  for  the  delivery  of  health  ser- 
vices. The  legislation  defines  desirable  qualities  of 
any  system  for  health  care  delivery  and  offers  to  sup- 
port any  HMO  which  includes  these  qualities,  how- 
ever, it  may  be  structured  or  organized  in  detail. 
Thus,  the  HMO  program  sponsored  by  this  legisla- 
tion would  not  represent  a  single  monolithic  or  fed- 
erally controlled  health  system,  but  a  series  of  addi- 
tions to  our  existing  pluralistic  system." 

The  Committee  said  that  one  reason  there  are  few 
HMO-type  programs  operating  now  "is  the  high  cost 
of  planning,  development,  and  initial  operations.  It 
has  been  estimated  that  the  group  practice  model 
requires  as  many  as  30,000  enrollees  before  the  plan 
breaks  even  with  as  much  premium  income  as  ex- 
penses. Planning  costs  for  this  type  of  HMO  can  go 
up  to  a  half  million  dollars.  Operating  deficits  until 
the  break-even  point  can  amount  to  $2-3  million." 

Unlike  the  Senate  bill,  the  House  legislation  does 

not  pre-empt   state  laws   that   restrict  formation   of 

HMO's.  The  reason  given  by  the  House  Commerce 

Committee  was  "the  rapid  change  already  under  way 

in  state  legislation  designed  to  remove  these  barriers 

.  .  .  (with)  approximately  20  states  having  already 

adopted  legislation  specifically  authorizing  HMO's." 
*  *  * 

The  outlook  in  Congress  for  a  new  restriction  on 
retirement  savings  of  professional  service  corpora- 
tions and  a  companion  liberalization  of  the  Keogh 
plan  for  the  self-employed  was  cloudy.  Opposition 
to  the  limitation  on  the  professional  service  corpora- 
tions was  reported  strong  in  the  House,  though  the 
Senate  was  expected  to  approve  it. 

The  Senate  Finance  Committee  said  in  its  report 
on  the  bill  that  "it  is  contended  that  the  present  law 
in  the  retirement  plan  area  creates  an  artificial  in- 
centive for  the  incorporation  of  businesses  which 
more  traditionally,  and  perhaps  more  appropriately, 
have  been  conducted  in  unincorporated  form." 

The  committee  restricted  the  amount  an  incorpor- 
ated professional  could  save  for  retirement  purposes 
and  receive  federal  income  tax  deferral  on  to  $7,500 
a  year  and  not  more  than    15   percent  of  income. 
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The  Keogh  plan  was  liberalized  to  the  same  levels. 

Noting  that  in  recent  years  all  states  have  adopted 
special  incorporation  laws  which  allow  professional 
corporations,  the  committee  said  these  "have  been 
used  increasingly  by  groups  of  professional  persons, 
primarily  to  obtain  the  more  favorable  tax  treatment 
for  pensions  generally  available  to  corporate  em- 
ployes." The  Internal  Revenue  Service's  adamant 
opposition  to  these  corporations  and  refusal  to  recog- 
nize them  in  the  so-called  Kintner  regulations  was 
rejected  by  the  courts  until  "the  service  has  now  ac- 
quiesced and  generally  recognized  these  professional 
corporations  as  corporations  for  income  tax  pur- 
poses." 

The  committee  said  "the  formation  of  professional 
corporations,  a  practice  which  has  proliferated  enor- 
mously in  recent  years,  has  had  the  effect  of  circum- 
venting the  limitations  which  Congress  intended  to 
impose  on  deductible  contributions  by  persons  who 
are  essentially,  in  most  respects,  self-employed." 

Explaining  why  it  didn't  impose  any  limit  on  regu- 
lar corporation  tax  deferrals  for  high-salaried  execu- 
tives, the  committee  said  that  in  corporate  plans  a 
"much   larger  percentage   of   the   contributions   and 


benefits  go  to  the  'rank  and  file'  employes."  This 
"financial  drag  effect  tends  to  impose  practical  re- 
strictions. .  .  ." 

#  +  % 

Librium  and  Valium  will  be  subject  to  tighter  fed- 
eral restrictions.  Under  a  Justice  Department  pro- 
posal, which  has  been  accepted  by  the  manufacturer, 
Roche  Laboratories,  the  two  tranquilizers  will  be 
placed  in  category  IV  of  the  Controlled  Substances 
Act.  Other  major  tranquilizers  already  are  in  this 
category. 

A  prescription  may  be  refilled  no  more  than  five 
times  and  a  written  prescription  would  be  valid  for 
no  longer  than  six  months.  A  renewal  of  the  pre- 
scription after  these  limits  would  require  a  written 
prescription. 

The  proposal  would  place  additional  record-keep- 
ing and  other  requirements  on  drug  manufacturers 
and  pharmacists.  Primary  aim  is  to  prevent  diversion 
into  illicit  channels. 

*  *  * 

The  Food  and  Drug  Administration  agreed  to  de- 
lay action  against  prescription  cough,  cold,  and  al- 
lergy products.  Interim  guidelines  will  not  be  imple- 


racility,  program  and  environment 
illows  the  individual  to  maintain 
)r  regain  respect  and  recover  with 
lignity. 
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ledical    examination    upon    admis- 
I  ion. 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit  Tax-Exempt 
•  A  Controlled  and  Pleasant  Psychological  Atmosphere  •  Psychiatric  Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Individual  counseling 

Group  Therapy 

Nature  Trail 

indoor/Outdoor  Recreation 


FOR  ADMITTANCE  CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


Recognized  by: 

Blue  Cross  &  Blue  Shield  •  Life  Assurance  Co.  of  Carolina 

•  Pilot  Life  Ins.  Co.  •  Aetna  Life  &  Casualty 

•  John  Hancock  Mutual  Life  Ins.  Co.  •  Kemper  Ins. 

•  Metropolitan  Life  Ins.  Co.  •  United  Benefit  Life  Ins.  Co. 

•   Security  Life  &  Trust  Co. 

FELLOWSHIP  HALL  m. 

P.  0.  BOX  6928  •  GREENSBORO,  N.  C.  27405 


Member  of: 

•  N.  C.  Hospital  Association 

•  The  Alcoholic  &  Drug  Problems 

Assn.  of  North  America 

•  American  Hospital  Association 


FOR  MEDICAL  INFORMATION  CALL 

J.  W.  WELBORN,  JR.,  M.D. 

MEDICAL  DIRECTOR 

919-275-6328 


odern,  motel-like  accommodations 
ith  private  bath  and  individual 
imperature  control. 


Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 
6V2  miles  north  of  downtown  Greensboro,  N.  C. 


Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 
and  the  Greensboro  Regional  Airport. 

FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION. 


October   1973,  NCMJ 


821 


merited  until  the  FDA's  over-the-counter  review 
panel  has  issued  a  monograph,  not  expected  until 
next  year.  Controversial  guidelines  issued  last  spring 
would  have  prohibited  the  use  of  combination  anti- 
tussives and-or  expectorants  or  decongestants  for  the 
common  cold  and  the  use  of  antitussives  combined 
with  antihistamines  and  decongestants  for  allergic  or 


vasomotor  rhinitis.  Pharmaceutical  and  medical 
groups  protested  then  the  lack  of  input  from  the 
medical  profession  on  the  proposed  ban.  Witnesses 
urged  that  action  be  postponed  until  the  scientific 
community  can  review  the  OTC  panel's  report  which 
is  slated  to  cover  much  the  same  ground. 


Book  Reviews 


Blood  Diseases  of  Infancy  and  Childhood.  Edition  3. 
By  Carl  H.  Smith,  M.D.  874  pages.  Price,  $29.75. 
St.  Louis:  C.  B.  Mosby  Company,  1972. 

The  third  edition  of  this  work  by  the  late 
Dr.  Carl  H.  Smith,  continues  in  the  tradition  of  the 
first  and  second  editions,  published  in  1960  and  1966 
— the  best,  most  definitive,  and  complete  text  on  pe- 
diatric hematolgy  available.  It  has  been  in  the  past, 
and  continues  to  be  in  the  present,  a  book  written 
with  the  clinician  in  mind,  and  by  a  man  with  exper- 
tise in  dropping  clinical  "pearls"  to  students  and 
house  officers. 

The  874  pages  in  this  edition  are  an  increase  over 
the  800  pages  in  the  second  edition  and  572  in  the 
first.  The  contents  have  been  updated,  particularly 
in  the  field  of  red  cell  enzymes,  leukemia  therapy,  and 
all  phases  of  problems  in  coagulation  and  bleeding. 

In  the  opinion  of  this  reviewer,  there  is  no  doubt 
that  this  text  is  a  must  for  anyone  responsible  for  or 
interested  in  pediatric  patients  with  hematological 
problems — from  simple  iron  deficiency  anemia  or 
neonatal  jaundice,  to  complicated  leukemia  chemo- 
therapy   or   disseminated    intravascular   coagulation. 

Richard  B.  Patterson, M.D. 


Principles  of  Clinical  Electrocardiography.  Edition  8. 
By  M.  J.  Goldman.  400  pages.  Price,  $8.00.  Los  Altos, 
California:  Lange  Medical  Publishers,  1973. 

This  is  an  excellent  book  for  the  beginning  student, 
house  officer,  or  physician.  For  the  price,  it  is  proba- 
bly the  best  book  available.  The  reading  is  easy  and 
the  diagrams  are  excellent. 

The  eighth  edition  includes  the  new  concepts  of 
fascicular  blocks,  alone  and  in  combination,  and  their 
clinical  implications.  The  concept  of  reentry  is  used 
to  explain  the  mechanism  of  development  of  paroxys- 
mal atrial  tachycardia  and  atrial  flutter — which  is  the 
current  concept.  Chaotic  atrial  tachycardia  is  de- 
scribed for  the  first  time  in  the  eighth  edition.  The 
technique  and  concepts  of  His  bundle  recordings  are 
discussed,  and  the  relevance  of  this  technique  and 
clinical  implications  are  pointed  out.  The  electrocar- 
diographic changes  seen  in  association  with  the  treat- 
ment of  leukemia  with  daunorubicin  are  discussed. 

Although  this  book  admittedly  is  not  designed  to 
be  totally  comprehensive,  there  are  several  important 
omissions:  accelerated  idioventricular  rhythm,  or 
slow  ventricular  tachycardia  and  SA  node  exit  blocks 
as  a  manifestation  of  "sick  sinus"  syndrome. 

That  this  book  has  been  translated  into  five  foreign 
languages  is  evidence  of  its  wide  popularity.  It  is 
highly  recommended. 

John   Edmonds,   M.D. 


Life,  when  to  all  appearance  lost,  may  often,  by  due  care,  be  restored.  Accidents  frequently 
prove  fatal,  merely  because  proper  means  are  not  used  to  counteract  their  effects.  No  person 
ought  to  be  looked  upon  as  killed  by  any  accident,  unless  where  the  structure  of  the  heart,  brain, 
or  some  organ  necessary  to  life,  is  evidently  destroyed.  The  action  of  these  organs  may  be  so  far 
impaired,  as  even  to  be  for  some  time  imperceptible,  when  life  is  by  no  means  gone.  In  this  case, 
however,  if  the  fluids  be  suffered  to  grow  cold,  it  will  be  impossible  to  put  them  again  in  motion, 
even  though  the  solids  should  recover  their  power  of  acting.  Thus,  when  the  motion  of  the  lungs 
has  been  stopt  by  unwholesome  vapour,  the  action  of  the  heart,  by  a  stroke  on  the  breast,  or  the 
functions  of  the  brain,  by  a  blow  on  the  head,  if  the  person  be  suffered  to  grow  cold,  he  will  in 
all  probability  continue  so;  but  if  the  body  be  kept  warm,  as  soon  as  the  injured  part  has  recov- 
ered its  power  of  acting,  the  fluids  will  again  begin  to  move,  and  all  the  vital  functions  will  be 
restored. — William  Bitchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  406. 
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ALCOHOLISM 

DRUG  ADDICTION 
And  Other  Drug  Dependency  Conditions 


Willingway  Hospital 


A  unique  original  program  of  recovery  with  a  different  approach. 
For  information  or  to  admit  patients  contact: 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


WILLINGWAY  HOSPITAL 

311  Jones  Mill   Road 

P.  0.   Box  508,  Statesboro,  Georgia  30458 

(912)  764-6236 

Member  Georgia  Hospital  Association 


Dorothy  R.  Mooney 
Administrator 


Frank  Woodson  Jones,  M.D. 

Whereas,  on  May  29,  1973,  Almighty  God  in  His 
wisdom  summoned  from  this  earth  our  faithful  col- 
league, Frank  Woodson  Jones,  M.D.;  and 

Whereas,  Frank  Jones  possessed  skills  in  surgery 
long  attested  to  by  the  many  who  sought  his  services 
while  in  the  practice  of  general  surgery;  and 

Whereas,  he  served  his  community  diligently  over 
the  years,  as  organizer  and  first  president  of  the 
Chamber  of  Commerce,  as  an  organizer  of  its  United 
Fund,  chairman  of  the  City  Zoning  and  Planning, 
charter  member  and  president  of  the  Rotary  Club, 
and  chairman  of  the  Board  of  Deacons  of  the  First 
Presbyterian  Church;  and 

Whereas,  he  served  untiringly  and  with  thorough- 
ness the  medical  profession  through  his  services  as 
president  of  the  Catawba  County  Medical  Society, 
president  of  the  Ninth  District  Medical  Society  and 
president  of  the  North  Carolina  Medical  Society, 
and  also  served  many  years  as  chairman  of  its  Com- 
mittee Liaison  to  the  Insurance  Industry  and  in  this 
capacity  was  organizer  of  its  Claim  Review  Service; 
and 

Whereas,  he  served  the  American  Medical  Asso- 
ciation as  alternate  delegate  from  North  Carolina  in 


1967  and  later  as  delegate,  until  his  untimely  demise; 
and 

Whereas,  he  served  his  state  as  chairman  of  the 
North  Carolina  Health  Insurance  Advisory  Board 
from  1960  to  1966  under  special  appointment  by  the 
Governors,  and  on  several  regional  and  statewide 
commissions  dealing  with  health  care  and  insurance; 
and 

Whereas,  Frank  Jones  in  his  daily  life  demanded 
the  best  of  himself  and  by  his  example  instilled  this 
attribute  in  his  associates;  now,  therefore,  be  it 

Resolved,  that  the  Catawba  County  Medical  So- 
ciety hereby  expresses  its  respect,  admiration,  and 
appreciation  for  Frank  Jones  and  his  untiring  devo- 
tion to  the  duties  of  serving  his  patients,  his  profes- 
sion, his  community,  his  state  and  nation;  and  be  it 
further 

Resolved,  that  the  sympathy  of  the  Catawba 
County  Medical  Society  be  extended  to  his  faithful 
wife,  and  that  this  resolution  be  spread  upon  the  min- 
utes of  the  Society  and  that  copies  be  appropriately 
presented  to  his  wife  and  to  the  North  Carolina  Medi- 
cal Society. 

Robert  D.  O'Connor,  M.D.,  President 
Harvey  E.  Christensen,  M.D.,  Secretary 
Catawba  County  Medical  Society 
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Classified  Ads 


EMERGENCY  ROOM  PHYSICIANS:  Active  265-bed  gen- 
eral hospital  with  new  E.  R.  facility.  Need  full  time  phy- 
sicians to  staff,  one  to  assume  position  of  director;  $40,- 
000  annual  minimum  guarantee.  Located  85  miles  from 
coast  with  good  surrounding  hunting  and  fishing  oppor- 
tunities. Contact  Dr.  Thad  B.  Wester,  103  West  27th  St. 
(919  739-3318)  or  James  M.  DeVane,  Southeastern  Gen- 
eral Hospital,  Lumberton,  N.  C.  28358  (919  738-6441). 

A  BOARD  CERTIFIED  or  eligible  OB/GYN  wanted  to 
join  an  incorporated  3  men  practice  in  Gastonia,  North 
Carolina.   Interesting  busy   practice.   All   corporate   bene- 


fits. Generous  vacation  time.  Reply  to  Gastonia  Women's 
Clinic,   P.    A.,   211    S.   Chestnut   Street,   Gastonia,   N.   C. 

28052. 

HERRY  HOSPITAL,  an  accredited  State  Psychiatric  Fa- 
cility, offers  excellent  opportunity  for  General  Practition- 
ers or  Internists  who  desire  regular  working  hours.  Part 
time  private  practice  possible.  Salary  $30,000  up.  North 
Carolina  license  required.  For  further  details  contact  Euan 
Fowler,  M.D.,  Goldsboro,  North  Carolina  27530  or  tele- 
phone (919)  735-4121. 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 


STAFF: 


William  D.  Keck,  M.D. 
Morgan  E.  Scott,  M.D. 
David  S.  Sprague,  M.D. 


Delano  W.  Bolter,  M.D. 
Edward  E.  Cale,  M.D. 
Terkild  Vinding,  M.D. 


James  P.  King,  M.D.   (Emeritus) 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 
Carl  McGraw,  Ph.D. 


Don   Phillips,  Administrator 

George  K.  White 
Asst.  Administrator 


October   1973,  NCMJ 


825 


Index  to 
Advertisers 


Beecham-Massengill   Pharmaceuticals   ....765,  766,  767,  768 

Burroughs   Wellcome   810 

Crumpton,  J.  L.  &  J.  Slade,  Inc 760 

Fellowship    Hall   821 

Fleet,  C.  B.  Company,  Inc Cover  3 

Flint  Laboratories  758,  759,     771,  772 

Geigy    Pharmaceuticals   743 

Golden-Brabham  Insurance  Agency 764 

Lilly,  Eli  &  Company Cover   1,  780 

McNeil  Laboratories,  Inc 741 

Merck  Sharp  &  Dohme 752,  753,  754,  818,  819 

Mutual  of  Omaha  813 

N.  C.  Blue  Cross  &  Blue  Shield,  Inc 762 

Palmedico,  Inc 740 

Pharmaceutical   Manufacturers   Association 746,  747 


Poythress,  William  P.  &  Company 779 

Reed   &   Carnrick 763 

Robins.  A.  H,  Company 755,  756,  757 

Roche  Laboratories  Cover  2,  739,  744.  745,  748,  749, 

750,  751,   774,  775.  776.  777,  Cover  4 

Saint   Albans  Psychiatric  Hospital 825 

Searle,  G.  D.  &  Company 802,  803,  804 

Smith,  Kline  &  French  Laboratories 801 

Fucker  Hospital   815 

Valley  Psychiatric  Hospital 812 

Wallace    Pharmaceuticals    808,  809 

Warner-Chilcott  Laboratories  773 

Willingway,   Inc 823 

Winchester  Surgical  Supply  Company, 

Winchester-Ritch   Surgical   Co 826 


WINCHESTER 

"CAROLINAS'  HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  South  Torrence  St.        Charlotte,  N.  C.  28201 
Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  West  Smith  St.        Greensboro,  N.  C.  27401 
Phone  No.  919-272-5656 

Serving   the  MEDICAL   PROFESSION   of  NORTH   CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year,  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.  C.  State  Medical  Society  Meeting  since  1921,  and 
advertised  CONTINUOUSLY  in  the  N.  C.  Journal  since  January  1940  issue. 


826 


Vol.  34.  No.   10 


le  Official  Journal  of  the  NORTH  CAROLINA  MEDICAL  SOCIETY     □     □     D     November,  1973,  Vol.  34,  No.  11 


WRTH  CARQ)J# 

Medical  Journal^** *** 


MM* 


5    \9T* 


I  THIS  ISSUE:  Antipsychotic  Agents,  Vijay  R.  Ghate,  M.D.;  The  Influence  of  the  Arts  on  the  Evolution  of  Medical 
ractice,  A.  Robert  Cordell,  M.D.;  North  Carolina  Gains  in  Health  Manpower  Production,  Lydia  S.  Holley,  P.P.T.,  M.P.H., 

Anita  Page,  M.P.H.,  and  Audrey  J.  Booth,  R.N.,  M.S.N.;  Impotence  as  a  Symptom  of  Depression,  Richard. C.  Proctor, 

D.;  Dr.  Jerome  L.  Reeves  on  "Milk  Sick":  An  Interview,  Hugh  A.  Matthews,  M.D.      i 


® 


Two  forms  of  Cordran 

Flurandrenolide 


24  in. 

CORDRMf 

FLUSANMB*0*^! 
TAW 

4ntcg»j| 
per  sq<  «*| 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  •  Indianapolis,  Indiana  46206 

300115 


1974  LEADERSHIP  CONFERENCE 
February  1-2— Raleigh 


1974  ANNUAL  SESSIONS 
May  18-22— Pinehurst 


1974  COMMITTEE  CONCLAVE 
September  25-28— Southern  Pines 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 
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Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 
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and  a  few  may  need  counseling 
tfWthe  psychotropic  action  of  Valium®  (diazepam). 
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Unfortunately  I  have  found  in  my  travels  that  most  of  you  still  do  not  have  much 
of  an  idea  of  what  PSRO  is  all  about.   However,  we  must  keep  hammering  away  until 
at  least  the  majority  of  our  members  are  reasonably  alerted  to  its  effect  on  all 
of  our  lives,  let  alone  our  patients.   There  are  more  and  more  publications 
available.   Perhaps  the  quickest  summary  in  question  and  answer  form  is  in  the 
recent  issue  of  "Prism,"  the  new  AMA  socio-economic  publication.   We  also  strongly 
urge  complete  reading  of  the  AMA  News  to  keep  abreast  of  the  daily  and  weekly 
reflections  of  power  struggles  in  Washington  that  may  affect. our  lives.   The 
battle  of  our  Peer  Review  Foundation,  along  with  the  AMA,  to  have  the  designations 
geographically  on  a  statewide  basis  looks  a  bit  more  encouraging  for  our  side. 
Along  with  other  developments,  this  trend  has  been  reflected  in  an  amendment  to 
the  PSRO  law  introduced  by  Senator  Lloyd  M.  Bentsen  of  Texas.   For  the  first  time, 
this  has  led  Senator  Wallace  F.  Bennett  of  Utah  to  bend  a  little  in  his  previous 
[adamant  refusal  to  accept  any  compromise  along  those  lines.   Senator  Bennett 
has  sent  a  somewhat  bias  questionnaire  to  the  Presidents  of  all  county  medical 
I  societies  in  states  with  over  2,500  members  asking  for  their  opinion.   We  urge 
'everyone  to  write  our  senators  endorsing  this  Bentsen  amendment  to  H.R.  3153. 
The  President  of  the  Mecklenburg  County  Society  has  already  done  this. 

RMP  —  The  North  Carolina  Regional  Medical  Program  is  a  viable  and  immensely 
valuable  asset  for  the  entire  medical  community  in  North  Carolina.   There  is 
hardly  a  citizen  or  a  doctor  in  this  state  who  directly  or  indirectly  has  not 
been  the  recipient  of  benefits  as  a  result  of  the  dedicated  service  by  a  relatively 
small  group  who  have  struggled  against  increasingly  frustrating  federal  guidelines 
and  odds  to  help  us  out.   In  February  1973  with  a  stroke  of  a  pen,  President  Nixon 
eliminated  funds  for  this  and  13  other  health  programs.   This  widely  publicized 
fact  has  led  to  the  erroneous  impression  that  our  State  Regional  Medical  Program 
is  now  defunct.   Nothing  could  be  farther  from  the  truth.   So  it  is  my  purpose 
with  this  "Newsletter"  to  correct  that  impression.   By  dent  of  a  great  ground 
swell  of  objections  all  over  the  country,  all  of  those  programs  are  now  funded 
(though  with  one-half  as  much  money  in  our  case)  and  extended  until  July  1974. 

Due  to  the  confusions,  our  group  has  only  one-half  as  many  staff  people.   They 
are  not  only  maintaining  previous  commitments  but  are  working  very  hard  with 
some  new  programs.   One  of  their  new  guidelines  has  been  to  help  with  programs 
for  PSRO  development.   At  the  last  meeting  of  the  governing  body  of  our  Regional 
Medical  Program,  a  grant  application  was  submitted  by  our  North  Carolina  Medical 
Peer  Review  Foundation.   Financing  has  been  the  Foundation's  chief  problem. 
This  money  would  be  utilized  to  help  finance  upcoming  seminars  and  workshops  in 
appropriate  areas  all  over  the  state  to  help  all  of  you  to  get  prepared  for 
what's  coming.   As  another  example  of  RMP's  value,  please  read  the  editorial, 
"The  North  Carolina  Stroke  Program,"  in  the  October  issue  of  the  NORTH  CAROLINA 
MEDICAL  JOURNAL. 


PLUG  FOR  NORTH  CAROLINA  MEDICAL  JOURNAL  —  I  have  been  told  that  these  "Newsletters" 
are  read  by  many  members  who  don't  look  at  any  other  portion  of  our  NORTH  CAROLINA 
MEDICAL  JOURNAL.   It  is  high  time  you  changed  your  ways  if  this  be  the  case. 
Those  of  us  who  have  contributed  scientific  articles  can  testify  that  no  other 
Journal  in  the  country  is  edited  any  better  than  ours.   Although  you  won't  read 
this  until  November,  I  urge  you  to  also  read  the  Address  of  our  outgoing  President 
John  Glasson  delivered  last  May  at  the  Annual  Convention  and  which  appeared  in 
the  October  Journal.   All  of  the  concerns  and  goals  are  still  the  same  except, 
happily,  that  our  Regional  Medical  Program  is  still  in  business.   In  addition  to 
the  many  other  features  in  the  Journal  which  have  previously  been  given  a  plug  in 
my  "Newsletter,"  another  real  fine  source  of  current  information  as  to  what  "big 
brother"  in  Washington  is  up  to  will  be  found  in  the  feature,  "Month  in  Washington". 

Senator  Edward  Kennedy  of  Massachusetts  has  announced  that  his  Health  Subcommittee 
will  launch  on  November  9  what  promises  to  be  an  exhaustive  set  of  drug  hearings 
concerning  the  pharmaceutical  industry.   During  the  course  of  these  hearings, 
says  Senator  Kennedy,  the  Subcommittee  will  travel  to  different  parts  of  the  nation. 
One  such  "Road  Show"  performance  will  be  in  Durham,  on  December  5,  with,  I  am 
sure,  attendant  publicity  of  his  hackneyed  scene  that  the  ethical  drug  and  pharma- 
ceutical industry  are  real  villains  along  with  us  doctors. 

In  an  upcoming  "Newsletter,"  we  will  carry  a  much  more  positive  program  stemming 
from  a  much  closer  working  relationship  with  our  pharmaceutical  friends  in  the 
state. 

Another  subject  of  great  importance  to  you  is  the  fact  that  under  Phase  4  we  are 
now  the  only  profession  still  operating  under  the  restrictions  of  the  Administration 
Economic  Stabilization  Program.   Currently  this  is  still  the  worst  ongoing  dis- 
crimination the  Federal  Government  is  perpetrating  on  us.   If  you  contact  your 
represenatives  in  Washington  about  nothing  else,  please  impress  them  with  the  facts 
in  this  matter. 
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George  G.    Gilbert,   M.D. 
President 
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Antipsychotic  Agents 


Vijay  R.  Ghate,  M.D. 


C  INCE  ancient  times  men  have  been  aware  that  the 
^  ingestion  of  plant  and  animal  products  can  induce 
desirable  or  undesirable  effects.  Indeed  it  can  be  said 
that  under  certain  circumstances  any  ingested  sub- 
stance can  affect  the  mood  and  thinking  of  human 
beings  and  thus  prove  psychotropic.  The  term  "psy- 
chotropic agents,"  however,  is  restricted  to  various 
drugs  used  in  the  treatment  of  manifest  psychiatric 
disorders  comprising  the  various  forms  of  psychosis, 
anxiety,  depression,  and  behavioral  abnormality.  The 
drugs  primarily  used  against  the  various  forms  of  psy- 
chosis are  known  as  major  tranquilizers,  or  antipsy- 
chotic agents.  They  also  fall  under  the  label  of  neu- 
roleptics or  ataractics. 

The  treatment  of  psychiatric  illness  has  undergone 
many  changes  with  the  passage  of  time.  For  centuries 
patients  were  confined,  isolated,  punished,  treated 
with  cold  baths,  and  given  various  herbal  remedies. 
In  the  more  recent  past  electroshock,  insulin  shock, 
and  carbon  dioxide  therapy  were  introduced.  Pre- 
frontal lobotomy  became  widely  practiced  in  the  late 
1940s,  then  fell  into  disfavor  within  a  decade  or  so, 
and  is  currently  being  revived  in  modified  form. 

With  the  spread  of  Freudian  views  early  in  the 
present  century,  the  spotlight  was  focused  on  psycho- 
therapy. Stress  was  laid  on  analysis  and  the  estab- 
lishment of  free  verbal  communication  between  pa- 
tient and  therapist.  It  was  soon  found,  however,  that 
such  therapy  was  unsuitable  for  psychotic  patients 
who  evidenced  disturbed  thinking,  ego  disorganiza- 
tion, and  poor  insight — manifestations  of  "narcissis- 
tic neurosis." 

It  is  estimated  today  that  about  17  million  people 
suffer  from  some  form  of  mental  illness.1  One  per- 
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cent  of  the  total  population  are  acutely  ill.  Electro- 
shock  or  psychotherapy  certainly  cannot  be  used  to 
treat  all  these  patients.  While  many  other  supportive 
and  corrective  methods  can  be  and  are  being  used, 
the  most  common  method  of  choice  is  drug  therapy. 

The  psychopharmacological  era  began  in  1952, 
when  chlorpromazine  was  first  given  to  a  psychiatric 
patient  at  Val-de-Grace,  the  famous  military  hospital 
in  Paris.-  In  subsequent  decades  more  than  10,000 
reports  on  the  use  of  this  drug  were  published,  and 
intensive  research  in  the  field  led  to  the  development 
of  several  other  compounds  that  are  being  used  clini- 
cally at  present.  In  1957  came  the  first  antidepres- 
sant, iproniazide,  followed  by  the  introduction  of  a 
number  of  other  drugs  and  their  derivatives.  Then, 
in  the  mid-1960s,  the  use  of  lithium  carbonate 
pointed  to  the  exciting  new  possibility  of  not  only 
ameliorating  the  symptoms  of  manic-depressive  ill- 
ness, but  preventing  it  as  well. 

GENERAL  CONSIDERATIONS 

There  is  no  doubt  that  drugs  are  the  most  impor- 
tant tool  in  the  hands  of  the  psychiatrist  today;  how- 
ever, they  have  their  limitations : ' 

1.  They  cannot  affect  heredity,  family  structure, 
or  socioeconomic  conditions. 

2.  Ongoing  stimuli  cannot  be  changed,  though  the 
emotional  threshold  of  the  patient  can  be  modified. 

3.  The  mechanism  of  action  of  these  drugs  remains 
obscure.  They  do  ameliorate  symptoms,  modify  be- 
havior, render  the  patient  more  susceptible  to  other 
forms  of  therapy  and  thus  relieve  his  symptoms,  but 
they  do  not  cure  the  disease. 

I  intend  primarily  to  discuss  the  various  antipsy- 
chotic agents,  their  properties,  side  effects,  uses,  etc., 
and  offer  criteria  that  may  be  useful  in  selecting  ap- 
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propriate  drugs  for  individual  patients.  Before  start- 
ing the  discussion  of  particular  drugs,  however,  let  us 
consider  the  types  of  disorders  for  which  drug  therapy 
is  indicated  in  conjunction  with  other  measures,  and 
our  primary  aims  of  management. 

Indications 

Antipsychotic  agents  have  been  found  useful  in  the 
following  conditions: 

1.  Functional  psychosis,  as  in  the  various  forms  of 
schizophrenia  and  manic  depressive  reactions,  and 
psychosis  associated  with  mental  retardation,  epi- 
lepsy, organic  brain  syndrome,  postpartum  psychosis, 
etc. 

2.  Organic  psychosis  (toxic  type)  secondary  to  the 
ingestion  of  alcohol,  hallucinogens,  central  nervous 
system  stimulants,  high  fever,  uremia,  and  delirium 
associated  with  other  physical  diseases. 

Management 

Psychopharmacolotherapy  is  coupled  with: 

1.  Specific  treatment  for  primary  disorder,  if  any. 

2.  Electroshock,  supportive  psychotherapy,  group 
therapy,  family  therapy,  etc. 

3.  Occupational  and  recreational  therapy,  voca- 
tional therapy,  milieu  therapy  work  assignments, 
and  sheltered  workshops. 

4.  Follow-up  therapy  after  the  patient  leaves  the 
hospital  and  returns  to  the  community. 

Primary  aims 

Our  primary  aims  of  management  are  as  follows: 

1.  To  help  the  patient  achieve  emotional  tranquility 
and  thus  clear  his  confusion  and  psychosis. 

2.  To  make  him  more  amenable  to  other  forms  of 
therapy. 

3.  To  help  improve  his  cognitive  functions  and  his 
understanding  of  reality,  and  thus  reduce  the  associ- 
ated stress. 

4.  To  help  him  to  socialize  and  develop  better  in- 
terpersonal relations. 

5.  To  help  him  develop  insight  and  judgment. 

6.  To  make  him  functionally  more  capable,  more 
productive,  and  more  useful  in  society. 

7.  To  reduce  the  incidence  of  relapses  and  de- 
terioration. 

Basic  properties 

Almost  all  antipsychotic  drugs  (with  the  exception 
of  lithium,  which  has  a  special  application)  have  cer- 
tain fundamental  properties  that  are  common  to  all: 

1 .  Antipsychotic  activity,  an  ability  to  decrease 
agitation,  hostility,  combativeness  and  hyperactivity 
and  to  ameliorate  disorganized  or  withdrawn  behav- 
ioral patterns  and  render  emotional  calm — unrelated 
to  the  soporific  effect  of  large  doses. 

2.  Failure  of  large  doses  to  produce  deep  coma  and 


anesthesia.  Patients  can  be  easily  aroused  even  when 
given  large  doses. 

3.  Production  of  reversible  extrapyramidal  effects. 

4.  Lack  of  a  notable  tendency  to  cause  physical 
or  psychic  dependence. 

CLASSIFICATION 

Antipsychotic  drugs  are  primarily  divided  into 
three  classes:  (1)  phenothiazines,  (2)  thioxan- 
thenes,  and  (3)  butyrophenones. 

1.  Phenothiazine  derivatives.  The  basic  formula  is 
as  follows: 


These  agents  arc  further  divided  into  three  sub- 
groups: 

a.  Dimethylaminopropyl  compounds  (aliphatic 
group).  More  sedative  than  drugs  in  other  subgroups 
and  moderately  antiemetic  in  action. 

b.  Piperidyl  compounds.  Less  extra  pyramidal  ef- 
fect, minimal  or  no  effect  on  convulsive  threshold, 
minimal  or  no  photosensitivity  reactions.  Moderately 
sedative,  minimal  antiemetic  effect. 

c.  Piperazine  compounds.  Most  potent  group.  Ef- 
fective in  small  doses.  Marked  extrapyradimal 
effect.  Less  to  moderately  sedative.  Least  likely  to 
produce  hypotension.  Strongly  antiemetic. 

2.  Thioxanthene  derivatives.  Nitrogen  in  the  cen- 
tral ring  of  phenothiazene  is  replaced  by  carbon, 
chlorpromazine  analog.. ..chlorpothixene   (Taractan) 

thioproperazine  analog thiothixene  (Navane) 

perphenazine  analog.  ..clopenthixol  (N.A.  in  U.S.A.) 

One  of  these  drugs,  Narvane,  produces  greater 
extrapyramidal  effects  and  less  sedation,  but  may 
cause  lenticular  pigmentation.  Taractan  is  more  seda- 
tive in  effect,  causes  hypotension,  and  possesses  spe- 
cial uricosuric  properties  which  may  be  seen  as 
concomitant  effects. 

3.  Butyrophenone  derivatives.  Produce  pro- 
nounced extrapyramidal  effects  and  minimal  hyper- 
tension. Less  likely  to  stimulate  appetite  and  cause 
weight  gain.  Haloperidol  (Haldol)  may  interfere  with 
the  anticoagulant  effect  of  phenindione  and  may  also 
cause  jaundice. 

Table  1  is  a  summary  of  commonly  prescribed 
tranquilizers,  including  the  pharmacological  names 
and  trade  names,  the  estimated  equivalent  doses,  and 
potency  ratio. 

PHARMACOLOGICAL  PROPERTIES1  *■  " 

We  will  now  consider  the  general  pharmacological 
properties  of  the  phenothiazines  based  on  chlorpro- 
mazine, the  parent  substance.  The  majority  of  psy- 
chotropic drugs  have  similar  actions.  In  the  following 
summary  the  body  system,  structure,  zone,  or  condi- 
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Table  1 
Neuroleptics  Clinically  Used  in  the  Treatment  of  Psychosis 


imino-alkyl  derivatives 


Piperazine  derivatives 


Piperidyl  derivatives 
Thioxanthene  derivatives 
Butyrophenone  derivatives 


Estimated 

Pharmacological 

Equivalent 

Potency 

Name 

Trade  Name 

Doses  (mg) 

Ratio 

Chloropromazine 

Thorazine 

inn 

1 

Promazine 

Sparine 

100 

1 

Trifluopromazine 

Vesprin 

25 

4 

Acetophenazine 

Tindal 

20 

5 

Butaperazine 

Repoise 

10 

10 

Carphenazine 

Proketazine 

25 

4 

Fluphenazine 

Prolixene 

2 

50 

Perphenazine 

Trilafon 

10 

10 

Pro-chlorperazine 

Compazine 

15 

6.6 

Tri-fluoperazine 

Stelazine 

5 

20 

Piperacetazine 

Quide 

10 

10 

Mesoridazine 

Serentil 

75 

1.2 

Thioridazine 

Mellaril 

100 

1 

Chlorprothixene 

Taractan 

100 

1 

Thiothixene 

Navane 

2 

50 

Haloperidol 

Haldol 

2 

50 

tion  affected  is  followed  by  the  direct  action  of  the 
drugs. 

1.  Neuroleptic  syndrome.  The  phcnothiazines  have 
a  calming  effect  on  the  emotions;  reduce  agitation, 
anxiety,  and  hostility;  improve  cognitive  and  percep- 
tual functions  and  relieve  secondary  symptoms  such 
as  hallucinations  and  delusions;  diminish  response  to 
external  stimuli  without  affecting  the  state  of  con- 
sciousness. 

2.  Motor  activity.  Diminish  spontaneous  motor 
activity  and  at  higher  levels  may  produce  cateleptic 
effects. 

3.  Seizures.  Reduce  convulsive  threshold. 

4.  Central  nervous  system  (electroencephalo- 
graphic  effects).  Produce  slowing  characteristic  of 
drowsiness.  Slow  theta  waves  5-6  per  second.  Low 
voltage. 

5.  Cortex.  Antagonize  actions  of  LSD,  Mescaline, 
5HT,  and  epinephrine. 

6.  Thalamus.  Effects  minimal. 

7.  Hypothalamus.  Depressive  action.  May  cause 
hypothermia,  hypotension,  etc. 

8.  Limbic  system.  May  depress  arousal  response. 

9.  Brain  stem.  Little  effect  on  respiratory  center 
except  when  large  doses  are  used.  Vasomotor  center 
depressed.  Fall  in  blood  pressure. 

10.  Chemoreceptor  trigger  zone.  Protection  against 
apomorphine-induced  emesis.  Competitive  blockade 
at  CTZ.  Drugs  ineffective  against  vomiting  caused 
by  gastrointestinal  disorders  or  vestibulation. 

1 1 .  Autonomic  nervous  system 

a.  Strong  adrenergic  blocking  and  weak  peripheral 
cholinergic  blocking  effects 

b.  Slight  ganglion  blocking  effects 

c.  Atropine-like  effect 

d.  Very  slight  antihistaminic  effect 

12.  Skeletal  muscles 

a.  Relax  muscle  tone  by  action  on  central  nervous 
system  and  perhaps  at  medulla  or  basal  ganglia 

b.  Induce  parkinsonism. 

November   1973,  NCMJ 


Dosage 

The  effective  range  of  dosage  varies  considerably 
depending  on  the  following  factors: 

1 .  Diagnosis  and  severity  of  illness  ( type  and  de- 
gree of  psychosis) 

2.  Chronicity.  Acute  psychosis  requires  less  medi- 
cation; chronic  psychosis,  more. 

3.  Individual  susceptibility 

4.  Mode  and  route  of  administration.  The  intra- 
muscular dose  is  one-half  to  one-fourth  the  oral  dose 
owing  to  rapidity  of  absorption.  Of  the  oral  medica- 
tions, liquids  are  absorbed  most  rapidly,  pills  and  cap- 
sules next,  and  pellets  last. 

5.  Type  of  drug  chosen.  The  antipsychotic  potency 
of  the  various  drugs  cannot  be  determined  accurately, 
since  the  amelioration  of  symptoms  cannot  be  titrated 
objectively  against  the  preparations  used  because  of 
the  variability  factor.  Roughly,  however,  potency  can 
be  estimated  by  comparisons  with  Thorazine,  the  pro- 
totype of  the  phenothiazines. 

Certain  fallacies  should  be  borne  in  mind  with  re- 
gard to  comparisons  between  specific  agents. 

1 .  Agreement  on  potency  ratios  is  not  unanimous. 

2.  Ratios  are  arbitrary,  based  on  subjective  evalua- 
tion, and  hence  variable. 

3.  Substitutions  cannot  be  made  on  a  weight-to- 
weight  basis  because  of  individual  susceptibility  and 
side  effects. 

With  these  qualifications.  Table  1  can  be  used  as  a 
rough  guide. 

SIDE  EFFECTS  AND  TOXICITY 

The  principal  side  effects  of  various  groups  of 
antipsychotic  drugs  and  their  relative  frequency  are 
listed  in  Table  2  from  Medical  Letter  (1970),  cited 
by  Ban.-  These  are  apart  from  such  mild  reactions 
as  nasal  stuffiness,  palpitation,  faintness,  and  dryness 
of  mouth.  In  consideration  of  these  reactions  it  is 
important  to  remember  that 

1 .  Toxic  effects  are  exaggerated  side  effects. 
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Table  2 
Adverse  Reactions  of  Antipsychotic  Agents" 


Phenothiazines 

Butyrophenones 

Thioxathenes 

Piperazine 

Piperidyl 

Type  of  Reaction 

Aminoalkyls 

Derivative 

Derivatives 

Oversedation 

+  +  + 

— 

+  +  + 

— 

4-4-4- 

Extrapyramidal  reactions 

+  + 

+  +  + 

+  + 

+  +  + 

+  4- 

Anticholinergic  effects 

+  +  + 

+  +  + 

+  +  + 

— 

4-  4- 

Postural  hypotension 

+  +  + 

+ 

+  +  + 

4-  + 

+  + 

Inhibition  of  ejaculation 

+  + 

+  + 

+  + 

— 

— 

Lenticular  pigmentation 

+ 

+ 

— 

— 

— 

Pigmentary  retinopathy 

— 

— 

+  + 

— 

— 

Allergic  skin  reaction 

+  4- 

+ 

— 

+ 

+ 

Photosensitivity 

+  + 

+  + 

+  + 

+ 

+ 

ECG  Abnormality 

+ 

+ 

+  4- 

— 

— 

Cholestatic  jaundice 

+  + 

+ 

+ 

+ 

+ 

Blood  dyscrasias 

+  + 

+ 

+ 

+  + 

+ 
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2.  Tranquilizers  potentiate  all  central  nervous  sys- 
tem depressants  (alcohol,  narcotics,  barbiturates, 
etc.) 

3.  In  general,  side  effects  can  be  minimized  by  re- 
ducing the  dosage,  combining  different  drugs  in  low 
doses,  substituting  one  drug  for  another,  or  using  an 
antagonistic  drug  in  conjunction  with  the  drug  of 
choice. 

Complications  and  side  effects1  3 

1.  Oversedation.  This  is  the  most  commonly  en- 
countered unalarming  reaction.  It  can  be  counter- 
acted by  reducing  the  dosage,  substituting  a  less  seda- 
tive agent,  or  administering  a  mild  central  nervous 
system  stimulant  such  as  methylphenidate  hydrochlo- 
ride (Ritalin)  in  combination.  Impaired  psychomotor 
function,  confusional  states,  restlessness,  and  aggra- 
vation of  schizophrenic  symptoms  are  rare. 

2.  Extrapyramidal  effects.  Rigidity,  stiff  gait, 
mask-like  fascies,  dystonic  and  dyskinetic  reactions, 
Parkinson's  syndrome,  tardive  dyskinesia  (persis- 
tent) etc.,  are  encountered  in  varying  degrees.  Anti- 
parkinsonian drugs  and  diphenhydramine  hydrochlo- 
ride (Benadryl)  are  useful  in  counteracting  these 
effects.  Rarely,  in  chronic  patients  persistent  tardive 
dyskinesia  may  be  seen. 

3.  Autonomic  nervous  system  reactions.  Hypoten- 
sive states  of  varying  degree  may  occur.  Transient 
orthostatic  hypotension  is  common  and  not  alarming; 
it  subsides  if  the  patient  lies  down.  Severe  hypoten- 
sion requires  the  intravenous  administration  of  fluids. 
Epinephrine  should  not  be  given.  Bradycardia, 
blurred  vision,  and  nasal  congestion  may  occur  and 
respond  to  reduction  of  dosage.  Precipitation  of  glau- 
coma, paralytic  ileus,  urinary  retention,  dryness  of 
mouth,  etc.,  are  other  possibilities. 

4.  Allergic  and  toxic  reactions.  Cholestatic  jaun- 
dice may  occur  during  the  first  four  weeks  of  drug 
therapy,  but  is  rather  uncommon.  Xanthomatous  bili- 
ary cirrhosis  may  follow  the  jaundice.  Agranulocyto- 
sis may  occur  in  the  first  12  weeks.  It  is  a  serious 
complication  and  requires  the  use  of  antibiotics, 
steroids,  blood  transfusions,  etc.,  in  addition  to  with- 
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drawal  of  the  drug.  Dermatologic  reactions  or  photo- 
sensitivity may  occur  early  in  the  course  of  treatment. 
The  patient  should  be  warned  to  avoid  exposure  to 
sunlight  and  use  a  protective  lotion,  but  if  these  pre- 
ventive measures  fail,  a  change  of  drugs  is  indicated. 
Eosinophilia,  thrombopenia,  and  hemolytic  anemia 
are  rare  complications. 

5.  Endocrinal  reactions.  Lactation,  gynecomastia, 
menstrual  irregularities  in  women,  and  impotence  in 
men,  are  disturbing  reactions.  Tests  for  pregnancy 
may  yield  false-positive  results.  Usually  these  effects 
are  transient  and  dose-related.  Reassurance  or  change 
of  drug  will  help.  Weight  gain  and  edema  are  minor 
reactions. 

6.  Miscellaneous.  Changes  in  body  temperature, 
electroencephalographic  abnormalities  and  the  po- 
tentiation of  other  central  nervous  system  depressants 
must  be  kept  in  mind.  Pigmentary  retinopathy  may 
be  association  with  the  thioridazine  group  of  drugs. 
Melanin  pigmentation,  corneal  and  lenticular  deposits 
are  related  to  high  dosages,  especially  of  chlorproma- 
zine. 

PROPERTIES  OF  THE  IDEAL 
ANTIPSYCHOTIC  AGENT 

1.  The  ideal  drug  should  be  effective,  rapidly  ac- 
tive, and  consistently  reliable,  producing  a  high  de- 
gree of  antipsychotic  activity. 

2.  It  should  be  available  in  tablet,  capsule,  supposi- 
tory, liquid  and  injectable  forms,  to  facilitate  adminis- 
tration. 

3.  It  should  be  free  of  side  and  toxic  effects  within 
the  therapeutic  range. 

4.  Its  action  should  not  be  cumulative,  but  it 
should  have  a  half  life  of  12  hours  to  facilitate  twice 
daily  dosage. 

5.  The  therapeutic  range  should  be  fairly  wide  and 
the  margin  of  safety  very  wide. 

6.  It  should  produce  minimal  interaction  with  other 
drugs. 

7.  Its  action  should  be  sustained  in  maintenance 
dosage,  considering  the  average  variations  in  stress  to 
which  the  patient  is  exposed. 
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8.  The  preparation  should  be  palatable  and  inex- 
pensive. 

While  we  are  far  from  attaining  the  ideal,  many 
drugs  possess  special  properties  which  enable  us  to 
choose  the  most  appropriate  drug  for  individual  pa- 
tients and  certain  disorders  under  specific  conditions. 

The  forms  in  which  drugs  are  marketed  is  an  im- 
portant consideration  and  in  some  instances  may  de- 
termine the  choice  between  two  drugs  of  equal  effi- 
cacy. A  drug  that  is  available  in  multiple  forms  may 
become  the  drug  of  choice  because  of  the  flexibility 
of  administration  it  offers.  The  same  drug  can  be 
prescribed  for  different  patients,  in  acute  or  chronic 
disorders,  or  successive  phases  of  the  same  disorders 
irrespective  of  whether  the  patient  is  cooperative  or 
not.  Let  us  see  what  forms  are  available  and  how 
they  are  used. 

Tablets  and  capsules.  All  tranquilizers  are  avail- 
able in  this  form,  which  is  the  easiest  form  to  ad- 
minister, is  highly  acceptable  to  most  patients  (no 
painful  injections,  bad  taste,  and  the  like)  and  in 
addition  is  low  in  cost  and  easy  to  store.  The  disad- 
vantages, in  some  cases,  are  that  the  patient  must 
have  sufficient  insight  to  cooperate  in  the  regimen, 
and  the  form  is  not  useful  for  patients  who  are  unable 
to  swallow  because  of  disease  or  old  age,  or  when  in- 
gestion is  associated  with  vomiting  or  gastric  discom- 
fort. 

Liquid,  concentrate,  syrup,  etc.  All  tranquilizers 
except  Quide  and  Repoise  are  available  in  this  form. 
(Quide  is  available  in  liquid  form  for  trial  use). 
The  advantages  are  ease  of  administration  and  lack 
of  opportunity  for  the  patient  to  cheat.  Disadvantages 
are  that  moderate  cooperation  on  the  part  of  the  pa- 
tient is  required,  palatability  is  doubtful  except  in 
the  case  of  Haldol,  which  is  tasteless,  local  irritation 
and  fungal  infections  may  occur,  and  storage  is  more 
difficult. 

Suppositories.  Only  Thorazine  and  Compazine  are 
available  in  this  form,  which  as  an  antipsychotic 
preparation  has  little  to  recommend  it.  Its  use  is  pri- 
marily restricted  to  cases  where  an  antiemetic  action 
is  sought.  It  may  be  appropriate  for  children  and 
some  old  patients. 

Injectables.  All  antipsychotic  agents  are  currently 
available  for  intramuscular  injection  (the  usual 
route)  except  Quide  (available  for  the  experimental 
use),  Mellaril,  Proketazine,  Repoise,  and  lithium. 
The  advantages  are  rapidity  of  action,  guaranteed 
blood  levels,  and  usefulness  in  emergencies  involving 
combative,  uncooperative  patients  and  when  vomit- 
ing or  some  other  physical  condition  precludes  oral 
administration.  The  disadvantages  are  that  the 
method  requires  a  skilled  person  to  administer  it,  it  is 
painful,  and  it  entails  all  the  risks  of  intramuscular 
injection — nerve  injuries,  hematoma,  tissue  necrosis, 
etc. 

Long-acting  forms  may  be  useful  for  long-term 
maintenance  therapy.  Prolixin  enanthate  is  the  only 


injectable  agent  which  can  be  used  on  a  twice  a 
month  basis.  Thorazine  and  Compazine  spansules  are 
of  limited  significance,  considering  that  the  half  life 
of  phenothiazine  is  roughly  eight  to  ten  hours. 

CHOOSING  THE  RIGHT  DRUG 

Opinions  differ  on  the  choice  of  drugs.  Most  au- 
thorities have  based  their  opinions  on  individual  ex- 
perience and  varied  experimental  reports.  Roughly, 
these  opinions  can  be  summarized  as  follows: 

1.  Susceptibility.  If  a  chronically  ill  patient  has  re- 
sponded to  a  specific  drug  in  the  past,  that  drug  is 
probably  the  drug  of  choice  for  that  patient. 

2.  Age.  Geriatric  patients  respond  poorly  to 
Thorazine  and  Mellaril,  probably  because  of  the  seda- 
tive properties  of  these  agents.  Haldol7  and  Quide 
have  proved  satisfactory  for  older  people,  and  Trila- 
fon  or  Stelazine  are  probably  good  choices.  In  chil- 
dren the  dosage  should  be  very  small.  Fishi:!  has  used 
Thorazine,  Compazine,  Stelazine,  and  Trilafon.  Hal- 
dol is  reportedly  effective  in  reducing  hyperactivity. 

3.  Pregnancy.  No  drug  is  entirely  free  of  the  possi- 
bility of  causing  deleterious  effects  during  the  first 
trimester.  The  phenothiazines  affect  endocrinal 
functions,  cause  sedation  and  hypertension,  and  are 
potentially  teratogenic. 

4.  History  of  physical  illness.  Because  Mellaril  and 
Serentil  do  not  affect  the  seizure  threshold,  they  are 
considered  preferable  for  patients  with  epilepsy.  The 
phenothiazines  should  be  used  cautiously  in  patients 
with  cardiac  disease.  Navane  and  Haldol  do  not  in- 
duce ECG  abnormalities  and  hence  are  possibly  bet- 
ter choices  for  cardiac  patients. 

5.  Symptomatology.  Hollister'1  considered  aceto- 
phenazine  (Tindal)  a  better  choice  in  paranoid  schizo- 
phrenia, while  Trilafon  proved  satisfactory  in 
paranoid,  core,  and  depressed  patients.  Haldol  was 
found  more  effective  in  reducing  hallucinations,  de- 
lusions, and  assaultiveness.8  Navane  was  considered 
extremely  useful  in  chronically  ill  patients  as  well  as 
those  being  maintained  on  an  outpatient  basis.9-  10 
Quide  proved  as  effective  as  chlorpromazine  as  an 
antipsychotic  agent,  but  had  minimal  side  effects. 

Thorazine  and  Serentil  prove  superior  in  the  treat- 
ment of  unmanageable,  aggressive,  hyperactive  pa- 
tients who  needed  to  be  secluded.  Both  Stelazine  and 
Repoise  were  found  to  be  effective  antipsychotic 
agents,  while  the  latter  proved  more  suitable  for  the 
treatment  of  chronic  schizophrenia.  Schizophrenics 
who  were  depressed  responded  better  to  Prolixin, 
while  Mellaril  was  more  useful  in  mixed  symptoma- 
tology— depression,  agitation,  anxiety,  and  psychosis. 

What  is  the  correct  regimen  for  treating  a  psycho- 
tic patient?  Should  we  use  combinations'?  How  long 
should  we  wait  before  changing  to  other  drugs'?  What 
if  electroshock  is  to  be  used  concurrently?  Should  we 
use  antiparkinsonism  agents  routinely?  What  about 
sleeping  pills?  If  acute  infection,  fever,  etc.,  develop, 
what  do  we  do  about  tranquilizers? 
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A  number  of  such  questions  come  to  mind,  and  no 
definite,  authoritative  answers  can  be  given  at  this 
time.  No  two  doctors  seem  to  agree  in  every  instance. 
I  have  prepared  a  tentative  regimen  which  is  open  for 
criticism: 

1.  Obtain  an  appropriate  history  and  make  a  diag- 
nosis. On  the  basis  of  the  history  and  type  of  illness 
choose  one  or  two  suitable  drugs.  The  symptoma- 
tology is  the  best  guide. 

2.  A  nonaddictive,  mild  sedative  such  as  metha- 
qualone,  chloral  hydrate,  or  Dalmane  is  a  useful 
supplement  for  the  first  few  nights  to  insure  good 
sleep  and  reduce  anxiety  and  depression. 

3.  Increase  the  dosage  of  tranquilizers  slowly  to 
reach  optimum  levels  as  soon  as  possible.  Initially 
give  small  doses  frequently,  followed  by  properly  ad- 
justed larger  doses  given  at  longer  intervals.  Wait  at 
least  seven  days  before  changing  to  another  drug. 

4.  Mild  side  effects  are  common  and  not  alarming. 
If  side  effects  become  severe,  take  appropriate  steps. 

5.  Combinations  of  two  antipsychotic  agents  may 
be  mildly  synergistic  but  are  usually  additive;  they 
are  rarely  antagonistic.  Because  one  drug  may  serve 
to  reduce  the  side  effects  of  the  other,  however,  com- 
binations may  be  useful  in  alleviating  mixed  symp- 
toms. Use  of  one  of  the  aliphatic  phenothiazines  with 
one  of  the  other  types  can  be  usefnl.  An  antidepres- 
sant may  be  added  if  indicated.  The  use  of  central 
nervous  system  stimulants  is  not  recommended,  al- 
though they  have  been  tried  in  some  cases  with  ques- 
tionable results. 

6.  Antiparkinsonian  drugs  should  not  be  given 
routinely,  but  only  if  symptoms  develop.  They  may  be 
used  prophylactically  when  large  doses  of  drugs  are 
given  and  extrapyramidal  effects  are  definitely  ex- 
pected. 

7.  Electroshock.  Reduce  drug  dosage  (especially 
of  sedative  group)  if  very  high,  to  avoid  CNS  de- 
pression. Withhold  one  dose  prior  to  and  one  dose  af- 
ter treatment.  Adjustments  can  be  made  as  indicated 
by  the  patient's  symptoms  and  response  to  treatment. 

8.  In  the  presence  of  acute  infection  and  fever, 
check  for  toxicity.  Reduce  dosage  or  withhold  medi- 
cation when  necessary. 

LITHIUM  CARBONATE 

Lithium  salts  do  not  fall  into  the  category  of  other 
tranquilizers.  Considering  their  widespread  use  in 
manic-depressive  psychosis,  however,  it  is  appropri- 
ate to  discuss  their  properties  at  this  stage. 

The  usefulness  of  lithium  salts  in  states  of  psycho- 
tic excitement  was  reported  by  Cade13  in  Australia 
in  1969.  His  observations  were  later  confirmed  in 
Denmark,  England,  and  the  United  States.  Goodwin14 
and  Wolpert13  found  this  drug  useful  in  the  treatment 
as  well  as  prevention  of  mania.  Its  value  in  depres- 
sive disease  is  questionable. 

Lithium  carbonate  (available  also  under  the  brand 
names  of  Eskalith  and  Lithane)  alters  sodium  trans- 


port in  nerve  and  muscle  and  effects  a  shift  toward 
intraneuronal  metabolism  of  catecholamines.  Its  spe- 
cific mechanism  of  action  in  ameliorating  manic 
states  is  unknown. 

It  is  indicated  for  prophylaxis  and  therapy  of 
manic-depressive  psychosis. 

It  is  contraindicated  in  the  presence  of  severe  car- 
diovascular or  renal  disease,  or  brain  damage. 

Precautions.  The  patient  should  maintain  an  ade- 
quate fluid  intake  (3,000  ml  /day)  and  a  normal  diet, 
including  salt.  Do  not  restrict  sodium.  Be  aware  of 
the  possibility  of  nontoxic  goiter. 

Dosage.  Begin  with  300  mg  three  times  daily  and 
increase  to  600  mg  three  times  daily.  Desired  serum 
levels  range  from  1.5  mEq  liter  to  1.5  mEq. 'liter  in 
8  to  12  hours. 

The  usual  dosage  for  long-term  control  is  300  mg 
three  times  daily,  for  a  serum  level  of  0.5  to  1  mEq 
per  liter.  Blood  levels  should  be  monitored  weekly 
at  beginning  of  therapy;  monthly  during  maintenance 
therapy. 

Toxic  reactions  are  associated  with  serum  levels 
of  more  than  2  mEq/'liter.  Withdraw  lithium  and  treat 
with  sodium  bicarbonate,  acetazolamide  (Diamox) 
aminophylline,  urea,  and  fluids. 

Adverse  reactions  range  from  mild  (fine  hand 
tremors,  thirst,  polyuria)  to  serious.  The  latter  are 
listed  as  follows: 

1.  Neuromuscular:  tremor,  ataxia,  choreoathetosis, 
exaggerated  deep  tendon  reflexes. 

2.  Central  nervous  system:  slurring  of  speech,  ver- 
tigo, incontinence,  somnolence,  restlessness,  con- 
fusion, stupor,  coma. 

3.  Cardiovascular  system:  arrhythmia,  hypoten- 
sion, circulatory  collapse. 

4.  Gastrointestinal  tract:  nausea,  vomiting,  diar- 
rhea, dryness  of  mouth. 

5.  Allergic  vasculitis. 

6.  Skin:  loss  of  hair,  anesthesia. 

7.  Blurring  of  vision. 

8.  Fatigue,  weight  loss,  dehydration,  lethargy,  etc. 

DRUG  THERAPY  IN  CHILDREN 

Dr.  Barbara  Fish1"'  has  tried  to  explain  the  pharma- 
cological as  well  as  psychological  aspects  of  drug 
therapy  in  child  psychiatry.  She  has  used  various 
ataractics  and  central  nervous  system  stimulants 
such  as  amphetamine  for  the  treatment  of  schizo- 
phrenia, behavioral  disorders  and  organic  brain  syn- 
drome in  children  under  12  years  of  age.  She  found 
these  agents  to  be  safe  and  effective  when  used  ju- 
diously,  and  a  useful  adjunct  to  other  forms  of  out- 
patient psychotherapy.  According  to  her  judgment, 
drug  therapy  proved  useful  in  the  following  ways: 

1.  It  promoted  more  mature  patterns  of  motivity, 
impulse  control,  and  attention. 

2.  It  allayed  disorganizing  anxiety  and  helped  the 
child  develop  ego  strength. 

3.  It  enabled  many  children  to  learn  more  con- 
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structive  ways  of  coping  with  interpersonal   prob- 
lems, especially  in  school. 

4.  Disturbed  children  were  rendered  more  amen- 
able to  traditional  psychotherapy. 

5.  Children  became  less  irritable  and  were  able  to 
start  examining  their  behavior  and  relationships. 
They  were  able  to  control  aggressive  impulses. 

Drugs  ranging  from  diphenhydramine  hydrochlo- 
ride (Benadryl)  and  antihistamines  to  mild  anti- 
anxiety agents,  the  phenothiazines,  and  ampheta- 
mines were  tried  in  children  to  control  hyperactivity, 
improve  communications,  resolve  interpersonal 
problems,  and  render  the  children  more  amenable  to 
psychotherapy. 

SUMMARY 

In  this  article  I  have  presented  data  collected  from 
various  sources  in  an  effort  to  formulate  concise  in- 
formation on  the  use  of  antipsychotic  agents.  The 
regimen  suggested  is  based  on  various  reports  as  well 
as  my  personal  experience  in  treating  patients  in  a 
psychiatric  hospital. 

Gradually  an  increasing  number  of  psychotic  pa- 
tients are  being  effectively  managed  in  the  com- 
munity, and  more  and  more  family  practitioners  are 
being  called  upon  to  handle  psychiatric  disorders. 


With  this  fact  in  mind,  this  paper  is  presented  in  the 
hope  that  it  will  stimulate  interest  on  the  part  of  both 
psychiatrists  and  family  physicians. 
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grossly,  and  abound  in  rich  blood,  are  very  liable  to  suffocating  fits  from  the  former  of  these 
causes.  Such  ought,  as  soon  as  they  are  attacked,  to  be  bled,  to  receive  an  emmolient  clyster, 
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'T'HOSE  of  us  involved  in  the  practice  of  thoracic 
surgery,  though  probably  considering  ourselves 
well  versed  in  the  history  of  our  specialty,  tend  to 
think  of  it  as  an  essentially  recent  development.  In 
our  view  it  developed  on  its  own,  rising  from  the 
ranks  of  its  own  accomplishments  in  a  rather  sterile 
and  isolated  fashion.  If  we  are  slightly  broader- 
minded,  we  may  give  credit  to  other  medical  and 
scientific  disciplines  as  well. 

A  careful  study  of  history,  however,  suggests  that 
cultural  factors  have  exerted  major  influences 
throughout  the  history  of  thoracic  surgery  as  they 
have  in  all  other  fields  of  medicine.  Symbiotically, 
although  the  results  have  not  always  been  mutually 
advantageous,  medical  advances  have  continually  in- 
fluenced man's  creative  activities. 

Silvette,  in  The  Doctor  on  the  Stage,3  suggests 
that  medicine  must  pass  through  the  lay  mind,  rather 
than  just  through  the  professional  one,  before  it  can 
assume  a  wider  significance  than  that  of  mere  tech- 
nical knowledge  designed  to  further  a  specific  end. 
Thus  the  novelist,  the  dramatist,  the  artist,  and  the 
poet  determine,  to  some  extent,  which  part  of  con- 
temporary medical  theory  and  practice  will  ulti- 
mately swell  the  cultural  heritage  of  the  race. 

My  intent  is  to  take  you  rapidly  through  our  his- 
tory, pointing  out  some  of  the  influences  that  the 
arts  have  had  on  the  practice  of  medicine.  This  re- 
view seems  particularly  relevant  today  when  probably 
more  than  90  percent  of  Americans  are  exposed  regu- 
larly to,  and  influenced  by,  one  of  the  mass  media. 


Presidential  address  delivered  at  the  Nineteenth  Annual  Meeline 
of  the  Southern  Thoracic  Sureical  Association.  Port  of  Spain.  Trinidad. 
Nov.  2-5,  1972. 
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FROM  HOMER  TO  SHAKESPEARE 

Since  the  beginning  of  history  the  lay  reader  has 
been  interested  in  disease  and  treatment.  In  our  own 
field,  for  example,  the  Edwin  Smith  Papyrus,  "A 
Treatise  on  Surgery,"  dated  about  3000  B.C.,  con- 
tains a  discussion  of  the  treatment  of  perforating 
wounds  of  the  manubrium  with  fresh  meat,  grease, 
honey,  and  lint.  Broken  ribs  beneath  such  wounds 
were  considered  untreatable  at  that  time.  In  the  Iliad 
Homer  recorded  the  results  of  various  chest  wounds 
inflicted  during  the  Siege  of  Troy  (about  1950 
B.C.  ). 

Injuries  to  the  heart  or  pericardium  are  referred 
to  in  several  places  in  the  Bible:  in  II  Kings  9:24, 
when  "Jehu  drew  a  bow  with  his  full  strength,  and 
smote  Jehoram  between  his  arms;  and  the  arrow  went 
out  at  his  heart,  and  he  sunk  down  in  his  chariot." 
And  in  II  Samuel  3:27,  when  "Abner  was  returned 
to  Hebron  Joab  took  him  aside  in  the  gate  to  speak 
with  him  quietly,  and  smote  him  there  under  the 
fifth  rib,  that  he  died."  These  passages  clearly  indi- 
cate a  knowledge  of  the  anatomy  of  the  thorax,  and 
the  significance  of  injuries  to  the  anterior  part  of  the 
chest,  or  region  of  the  heart. 

Tuberculosis  was  known  in  biblical  times.  In  Le- 
viticus 26: 16,  Jehovah  threatens  the  people  of  Israel 
thus:  "...  I  will  even  appoint  over  you  terror, 
consumption  and  the  burning  ague  .  .  ."  And  in 
Deuteronomy  28:22,  "The  Lord  shall  smite  thee 
with  a  consumption,  and  with  a  fever,  and  with  an 
inflammation,  and  with  an  extreme  burning.   .   .   ." 

These  biblical  references  to  things  medical  appear 
in  stories  of  a  non-medical  nature,  being  told  pri- 
marily by  the  writer  or  historian  to  the  lay  person, 
and  are  not  a  part  of  the  medical  literature  of  that 
age.  The  treatment  of  wounds  with  oil  and  wine  men- 
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tioned  by  Christ  in  the  parable  of  the  Good  Sa- 
maritan might  be  considered  as  part  of  the  medical 
folklore  of  biblical  times. 

The  medieval  poet,  Chaucer,  gives  a  fascinating 
insight  into  the  baudy,  earthy  approach  to  biological 
functions  typical  of  his  day  as  well  as  the  general  level 
of  knowledge  of  anatomy  and  medicine.  By  this  time 
the  physician  was  firmly  entrenched  in  the  Galenic 
school  of  medicine.  A  mystic  body  of  information 
had  been  handed  down — a  body  so  mystical,  in  fact, 
that  the  populace  preferred  to  trust  in  its  own  poul- 
tices and  unguents,  its  own  "grannies"  and  midwives. 

In  Shakespeare's  plays,  drugs  and  poisons  were  a 
popular  means  of  effecting  tragedy,  although  dueling 
and  stabbings  also  took  their  toll.  Broadswords  and 
daggers  were  the  invariable  equipment  of  every  ro- 
bust Elizabethan  man,  and  introduction  of  the  easily 
manipulated  rapier  encouraged  dueling  until  it  be- 
came a  contagious  social  disease,  as  illustrated  in  As 
You  Like  It  and  Twelfth  Night.  From  Shakespeare 
we  learn  that  corrosives  were  applied  to  the  resultant 
wounds,  and  that  balms,  plasters,  and  cobwebs  were 
popular  domestic  remedies.  Hemorrhage  was  a  seri- 
ous matter,  even  though  ligatures  and  cautery  were 
used,  and  pressure  was  applied  by  the  insertion  of  a 
"tent,"  a  roll  of  lint  or  flax. 

Almost  half  of  the  plot  of  Shakespeare's  All's 
Well  That  Ends  Well  hinges  on  whether  the  King  can 
be  cured  of  a  fistula  of  the  chest.  The  fistula  is  first 
mentioned  in  Act  I,  Scene  1.  Over  the  next  two 
scenes  the  King  says  he  is  worn  out  by  his  physi- 
cian's applications,  and  Helen,  the  daughter  of  a  de- 
ceased physician,  says  that  she  can  cure  the  King 
with  her  father's  medicines,  the  treatment  having 
been  confided  to  her  by  him  on  his  deathbed.  At  the 
beginning  of  Act  II  the  King  is  told  of  Helen's  plan, 
but  asks  how  she  can  heal  him  when  eminent  phy- 
sicians have  failed.  She  explains  and  promises  to 
heal  him  within  two  days.  The  King  agrees  and  prom- 
ises in  turn  that  she  shall  marry  the  man  of  her 
choice  when  the  cure  is  effected.  In  the  third  scene 
of  Act  II  the  King  and  Helen  appear  arm  in  arm; 
he  is  cured.  She  chooses  her  loved  one,  a  young 
count,  but  he  refuses  to  marry  her  because  she  is 
only  a  poor  physician's  daughter.  The  King  elevates 
her  in  rank  and  provides  a  dowry,  but  the  count  still 
considers  that  he  is  marrying  beneath  his  station. 

THE  TWO  FACES  OF  THE  PHYSICIAN 

There  has  existed  through  the  ages  a  dichotomy 
of  feeling  about  the  physician  himself.  "When  one's 
all  right,  he's  prone  to  spite,  the  doctor's  peaceful 
mission;/  but  when  he's  sick,  it's  loud  and  quick,' 
he  bawls  for  a  physician."  (Eugene  Field,  "Doc- 
tors") And  "Three  faces  wears  the  doctor:  when 
first  sought/  an  angel's;  and  a  god's  the  cure  half- 
wrought;/'  But  when,  the  cure  complete,  he  seeks  his 
fee,/  the  Devil  looks  less  terrible  than  he"  (Anony- 
mous). This  dichotomy  has  naturally  been  reflected 
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in  the  art  and  literature  of  the  ages.  Satire,  which  by 
its  nature  must  exaggerate,  has  been  the  most  un- 
kind. 

Plato,  in  The  Statesman,  speaks  of  the  physician 
as  one  who  ".  .  .  saves  any  he  wishes  to  save,  and 
any  he  wishes  to  maltreat,  he  maltreats — cutting  or 
burning,  and  at  the  same  time,  requiring  them  to 
bring  him  payments."  In  The  Republic,  Book  I, 
however,  Plato  says,  "No  physician,  in  so  far  as  he 
is  a  physician,  consideres  his  own  good  in  what  he 
prescribes,  but  the  good  of  his  patient  for  the  true 
physician  is  also  a  ruler  having  the  human  body  as  a 
subject,  and  is  not  a  mere  money-maker." 

In  his  Laconic  Apophthegms  of  Pausanias,  Plu- 
tarch has  the  physician  say,  "Sir,  you  are  an  old 
man."  To  which  Pausanias  replies,  "That  happens 
because  you  never  were  my  doctor." 

The  dramatists  of  the  late  sixteenth  and  seven- 
teenth centuries,  which  includes  the  Elizabethan  era, 
were  writing  in  an  idiom  familiar  to  their  audiences, 
and  it  is  through  this  idiom  that  the  true  position 
of  medicine  in  that  period  can  be  found.  The  phy- 
sician at  the  beginning  of  the  seventeenth  century 
was  confronted  with  two  distinct  fonts  of  medical 
knowledge:  the  Galenic  system,  which  had  assumed 
an  almost  religious  force,  and  the  emerging  scientific 
system,  which  was  adding  daily  to  his  basic  knowl- 
edge, with  findings  that  often  refuted  what  he  was 
taught  by  the  Galenic  system.  The  writers  of  this 
period  were  aware  of  both  systems  and  tended  to 
treat  the  practitioners  of  the  Galenic  system  with 
deference,  and  the  practitioners  of  the  modern  sys- 
tem with  satire,  derision,  and  scorn. 

Shakespeare  (1564-1616)  describes  someone  as 
"...  fat  as  a  physician  and  as  gibbyheaded."  In 
Twelfth  Night,  Act  V,  scene  1,  the  following  conver- 
sation takes  place:  Sir  Toby  says,  "Sot,  didst  see  Dick 
surgeon,  sot?"  Clown  says,  "O"  he's  drunk.  Sir  Toby, 
an  hour  agone,  his  eyes  were  set  at  eight  i'  the 
morning."  The  image  of  the  physician  was  no  more 
sacred  in  Spain  during  Elizabethan  times,  as  evi- 
denced by  the  comments  of  Sanchos  in  Cervantes' 
(1547-1616)  Don  Quixote:  "...  a  doctor  gives 
advice  by  the  pulse  of  your  pocket."  Moliere  (1622- 
1673 ),  who  had  a  hearty  contempt  for  medical  men, 
created  a  whole  gallery  of  scoundrelly  physicians,  in 
such  plays  as  Don  Juan,  Love,  The  Best  Physician, 
The  Doctor  in  Spite  of  Himself,  and  The  Flying  Phy- 
sician. He  has  Lysetta,  in  Love,  The  Best  Physician, 
say:  "What  do  you  mean  to  do,  sir,  with  four  phy- 
sicians? Is  not  one  enough  to  kill  any  one  body?" 
And.  "I  once  knew  a  man,  he  died  of  four  doctors 
and  two  apothecaries." 

John  Ford  (1586-1640),  however,  says,  "Physi- 
cians are  the  cobblers,  rather  than  the  botchers,  of 
men's  bodies;  as  the  one  patches  our  tattered  clothes, 
so  the  other  solders  our  diseased  flesh."  ("The  Lover's 
Melancholy") 

A   century   later,   George   Coleman,    the   younger 
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(1762-1836)  has  one  of  his  characters  say,  "But 
when  ill  indeed,/  E'n  dismissing  the  doctor  don't 
always  succeed."  ("Lodgings  for  Single  Gentlemen") 

A  POSITION  OF  HONOR 

With  the  physician's  and  surgeon's  slow  develop- 
ment of  knowledge  in  their  fields  came  a  slowly 
evolving  but  genuine  respect  for  the  doctor's  position. 
The  change  in  opinion  toward  the  medical  profession 
that  resulted  from  Harvey's  experiments,  did  not  oc- 
cur until  the  middle  of  the  nineteenth  century.  It  is  a 
tribute  to  medicine  that  it  could,  before  that  period, 
withstand  the  sort  of  devastating  attack  from  every 
literary  front  that  we  have  just  sampled. 

The  dichotomy  still  existed,  but  in  the  latter  half 
of  the  nineteenth  century — a  sentimental  period — 
and  during  the  first  40  years  of  the  twentieth  century 
—  a  relatively  simple  unsophisticated  age  —  litera- 
ture and  the  other  arts  were  kinder  to  medicine. 
The  family  physician  came  into  his  own,  and  the  phy- 
sician, whether  practitioner  or  researcher,  began  to 
figure  centrally  in  our  literature. 

Ranging  over  the  period,  we  find  Dickens  (1812- 
1870),  who  wrote  of  Dr.  Sniffen,  Dr.  Chilley,  Dr. 
Slammer,  Dr.  Slasher,  Dr.  Soemup,  and  Dr.  Kutan- 
kumagen.  But  we  also  find  a  Dickens  who  created  a 
character  more  in  accord  with  the  emerging  flattering 
image  of  the  family  physician.  In  Oliver  Twist, 
Oliver  is  attended  by  Mr.  Losberene,  "a  surgeon 
in  the  neighborhood  known  throughout  a  circuit  of 
ten  miles  round  as  the  doctor,  who  had  grown  fat, 
more  from  good  humour  than  from  good  living,  and 
was  kind  and  hearty,  and  withal  as  eccentric  an  old 
bachelor  as  will  be  found  in  five  times  that  space  by 
any  explorer  alive."  The  physician's  wife  in  Bleak 
House  pays  impressive  tribute  to  doctors  when  she 
says,  "I  never  lie  down  at  night  but  I  know  that  in 
the  course  of  that  day  he  has  alleviated  pain,  and 
soothed  some  fellow-creature  in  the  time  of  need — Is 
not  this  to  be  rich?" 

Robert  Louis  Stevenson  (1850-1894),  who  could 
have  Billy  Budd  say,  "All  doctors  is  swabs,"  and 
could  write  The  Strange  Case  of  Dr.  Jekyll  and  Mr. 
Hyde,  could  also  say,  "There  are  men  and  classes  of 
men  that  stand  above  the  common  herd;  the  soldier, 
the  sailor  and  the  shepherd  not  infrequently;  the  artist 
rarely;  rarelier  still,  the  clergyman;  the  physician,  al- 
most as  a  rule.  He  is  the  flower  (such  as  it  is)  of  our 
civilization  .  .  .  Generosity  he  has,  such  as  is  pos- 
sible only  to  those  who  practise  an  art,  never  to  those 
who  drive  a  trade;  discretion,  tested  by  a  hundred 
secrets;  tact,  tried  in  a  thousand  embarrassments; 
and  what  are  more  important,  Herculean  cheerfulness 
and  courage." 

In  the  History  of  Pendennis,  William  M.  Thack- 
eray (1811-1863)  wrote:  "It  is  not  only  for  the  sick 
man,  it  is  for  the  sick  man's  friends  that  the  Doctor 
comes.  His  presence  is  often  as  good  for  them  as 
for   the    patient,   and   they   long   for   him    yet    more 


eagerly."  The  writer  then  goes  on  to  describe  the 
heart-broken  friends,  the  terrified  wife,  the  grief- 
stricken  father,  who  turn  pathetically  to  the  doctor 
for  one  word  of  hope.  He  continues,  "One  can  fancy 
how  awful  the  responsibility  must  be  to  a  conscienti- 
ous man,  how  cruel  the  feeling  that  he  has  given  the 
wrong  remedy,  or  that  it  might  have  been  possible 
to  do  better;  how  harassing  the  sympathy  with  sur- 
vivors, if  the  case  is  unfortunate — how  immense  the 
delight  of  victory." 

In  Sinclair  Lewis'  (1885-1951)  Arrowsmith,  the 
hero  is  a  self-sacrificing,  dedicated  research-physician 
whose  life  is  made  miserable  by  petty  intrigues  in  the 
scientific  institution  where  he  works.  Lewis'  hero  in 
Main  Street  is  also  a  physician,  a  small-town  prac- 
titioner whose  life  is  made  miserable  by  a  discon- 
tented wife.  Earlier,  in  Middlemarch,  George  Eliot 
had  written  of  another  promising  young  physician 
whose  unfortunate  marriage  interfered  seriously  with 
his  career. 

DEATH— ON  STAGE  AND  SCREEN 

In  these  novels  and  plays,  as  Arthur  Corcoran  says 
in  Mirror  Up  to  Medicine}  the  literary  world  was 
molding  more  than  mirroring  public  opinion  and 
point  of  view.  Perhaps  only  in  the  following  man- 
ner have  we  been  molders  of  the  arts — in  the  effects 
of  our  medical  knowledge  on  the  diseases  of  fic- 
tional characters.  It  comes  as  no  surprise  that  opera- 
tic heroines  were  erased  regularly  from  the  plot  by 
tuberculosis,  since  that  disease  was  essentially  incur- 
able and  was  rampant  among  young  people  for  many 
centuries.  In  Verdi's  La  Traviata,  Violetta's  unfortu- 
nate life  is  climaxed  by  her  tragic  death  from  tuber- 
culosis. Antonia,  who  is  engaged  to  marry  Hoffmann 
in  Offenbach's  Tales  of  Hoffmann,  is  so  weakened  by 
this  dread  disease  (which  had  killed  her  mother) 
that  she  has  been  forbidden  to  practice  her  singing. 
Persuaded  by  the  evil  genius,  Dr.  Miracle,  however, 
she  begins  to  sing  and  literally  sings  herself  to  death, 
collapsing  and  dying  in  her  father's  arms.  Mimi,  in 
Puccini's  La  Boheme,  appears  throughout  the  opera 
with  her  artificial  flowers,  shivering  with  cold  and 
shaken  with  frequent  fits  of  coughing.  She  has  the 
brittle,  glittering,  seeming  recoveries  from  tubercu- 
losis before  quietly  dying  in  the  cold  attic  of  her  lover, 
Rudolpho. 

Probably  the  best  known  literary  death  from  tu- 
berculosis is  that  of  Dumas'  Camille  in  La  Dame 
aux  Camelias,  on  which  La  Traviata  was  based. 
Other  pathetic  deaths  from  this  disease  include  Beth's 
in  Little  Women  and  that  of  Poe's  wife  in  his  poem 
"Annabel  Lee." 

Tuberculosis  was  chosen  by  writers  as  a  mode  of 
death  for  their  heroines  over  these  centuries  because 
of  its  prevalence  and  the  lack  of  any  specific  treat- 
ment. Today  no  self-respecting  author  or  librettist 
would  have  his  heroine  die  of  this  disease,  because 
the  lay  public  is  well  aware  that  effective  treatment 
now  exists  and  tuberculosis  is  gradually  disappearing 
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as  a  fatal  disease.  Erich  Maria  Remarque,  in  Spark  of 
Life,  creates  a  heroine  who  dies  of  tuberculosis,  but 
she  chooses  death  in  order  to  "live  life  to  the  full- 
est" with  her  loved  one  and  deliberately  leaves  the 
sanatorium  where  she  could  have  been  treated. 

More  recently,  Segal's  heroine  in  Love  Story  dies 
of  leukemia.  For  literary  purposes,  this  is  still  a  satis- 
factory and  believable  mode  of  exit  in  the  1970s:  it 
is  properly  dramatic,  and  can  be  made  as  lingering 
as  needed  for  the  development  of  the  plot.  It  is  inter- 
esting to  speculate  about  the  disease  that  will  replace 
leukemia  when  our  research  forces  it  to  retire  from 
center  stage. 

MOLDERS  OF  CURRENT  OPINION 

Returning  to  the  changing  image  of  the  physician 
during  the  nineteenth  century,  improvement  was  due 
in  large  part  to  advances  in  medicine  and  technical 
capability.  The  advances  in  turn  have  become  in- 
credibly rapid  within  the  past  20  years.  The  ac- 
cumulation of  scientific  and  medical  data  has  now 
become  so  vast  and  so  constantly  changing  that  it  is 
barely  manageable  in  printed  form;  it  certainly  can- 
not be  contained  within  any  physician's  brain.  Large 
medical  centers  have  arisen  where  such  data  can  be 
correlated  and  each  field  of  research  contribute  to 
all  the  others.  Physicians  tend  to  locate  near  these 
centers,  and  specialization  is  the  modern  trend.  The 
heroic  figure  of  the  family  physician  is  gradually 
disappearing;  he  survives  primarily  in  rural  com- 
munities or  ghetto  areas,  where  he  renders  a  vital 
service. 

The  presence  of  instant  communication  systems, 
mass  media,  and  ever-heightening  public  interest  in 
the  details  of  surgical  advances  have  created  prob- 
lems for  all  physicians,  but  particularly  those  of  us 
who  practice  thoracic  surgery,  for  it  is  in  this  field 
that  spectacular  successes  have  become  the  byword 
over  the  past  two  decades.  We  have  been  placed  in 
the  unique  and  unenviable  position  of  being  expected 
to  accomplish  miracles  with  every  operation. 

In  addition  to  the  patients  who  expect  the  im- 
possible, there  are  thousands  who  believe  that  all 
physicians  are  rich,  drive  Cadillacs,  and  play  more 
golf  than  they  practice  medicine;  thousands  who  be- 
lieve that  the  AMA  is  a  powerful  group  of  physicians, 
all  answering  to  the  foregoing  description,  which  has 
blocked  all  attempts  by  the  government  to  lower  the 
cost  of  medical  treatment;  and  thousands  more  who 
can't  get  a  doctor  to  make  a  house  call  and  must  wait 
weeks  to  be  seen  by  a  specialist. 

These  patients  experience  some  of  these  frustra- 
tions, sense  some  of  them,  and  are  told  of  some  of 
them  by  the  lay  writers  of  today — through  television 
symposia  and  in  two-  and  three-part  articles  in  news- 
papers and  weekly  magazines — and  sometimes  by 
ourselves,  as  more  and  more  of  our  medical  col- 
leagues are  drafted  as  weekly  or  monthly  columnists 
for  periodicals. 
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In  another  way,  too,  we  are  the  writers  who  mold 
public  opinion  about  ourselves,  as  witness  the  suc- 
cess of  such  novels  as  Intern,  based  on  a  Dr.  X's 
diary  taped  during  his  internship,  and  The  Making 
of  a  Surgeon  by  Dr.  William  A.  Nolan. 

From  another  angle,  the  writers  for  television  have 
contributed  to  the  glorification  and  superhumaniza- 
tion  of  the  modern  physician.  They  have  created  such 
characters  as  Dr.  Kildare,  Ben  Casey,  Marcus  Wel- 
by,  M.D.,  and  now  the  physicians  in  "Emergency" 
and  "Medical  Center."  The  public  is  fascinated  by 
these  medical  shows;  they  would  not  be  successes 
otherwise.  But  the  viewers  are  confused  enough  in 
their  feelings  that  they  can  empathize  with  the  con- 
cern of  kindly  old  Dr.  Welby,  while  they  laugh  at, 
and  in  that  sense  condone,  the  entirely  non-patient, 
non-medical-ethics-oriented  antics  of  Hawkeye  and 
Trapper  John  in  "M*A*S*H,"  and  the  nursing  and 
intern  staff  in  this  year's  television  comedy,  "Tem- 
peratures Rising."  And  the  viewers  who  avidly  watch 
these  shows  are  disappointed  when  their  own  special- 
ists do  not  have  time  for  all  their  problems,  since 
Dr.  Welby  always  has  ample  time  for  the  problems 
of  his  one  patient  per  week. 

Finally,  to  an  increasing  extent,  patients  them- 
selves are  writing  about  their  operations  and  ill- 
nesses in  a  completely  factual  and  fascinating  fashion. 
This  may  be  because  more  patients  are  living  long 
enough  to  tell  their  stories,  but  the  reason  is  proba- 
bly more  closely  related  to  the  dramatic  nature  of 
their  cures,  as  well  as  to  monetary  concerns,  an  al- 
truistic desire  to  proselytize,  and  changing  social 
mores  that  have  made  us  a  less  private  people. 

In  Risk,  Rachel  Mackenzie  relates  the  details  of 
her  own  open  cardiac  procedure  in  such  a  fascinat- 
ing way  that  the  book  serves  to  further  educate  and 
interest  those  who  are  actually  doing  that  kind  of 
surgery.  This  education  of  the  surgeon  by  the  lay 
patient  may  turn  out  to  be  the  most  significant  con- 
tribution that  literature  will  make  to  medicine  during 
our  century. 

OPPORTUNITIES  AND  PITFALLS 

The  lay  public,  then,  is  being  bombarded  on  all 
sides  by  surprisingly  candid  and  detailed  medical 
information  that  makes  it  simultaneously  better  in- 
formed than  ever  before,  but  again  discontented. 
Much  of  the  mystique  and  superstition  formerly  sur- 
rounding medicine  is  gone,  but  with  it  has  also  gone 
much  of  the  trust  in,  and  respect  for,  the  physician 
that  was  prevalent  during  the  nineteenth  century. 
Probably  far  more  than  we  realize,  the  arts  are  still 
strongly  influencing  our  medical  practice.  For  the 
first  time  in  our  history,  nearly  every  lay  person  has 
access  to  medical  information  in  fictional  or  factual 
forms. 

If  we  are  to  improve  the  situation,  we  must  ac- 
cept three  things:  (1)  the  medical  center  is  here  to 
stay;  (2)  the  public  will  continue  to  seek  information; 
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and  (3)  lay  writers  will  continue  trying  to  provide  it. 
It  is  obvious  that  a  proper  open  relationship  with 
the  lay  public  has  many  worthwhile  features.  For 
example,  the  amount  of  money  channeled  into  thora- 
cic surgery  for  research  and  development  has  risen 
substantially  in  response  to  the  focus  upon  events  in 
our  medical  centers.  There  is  little  question  as  to  the 
desirability  of  such  money.  In  addition,  an  increased 
awareness  by  responsible  citizens  and  representatives 
of  government  of  the  value  of  high  quality  of  care  in 
medical  centers  bodes  well  for  those  in  these  centers. 

Unfortunately  there  are  potentially  undesirable 
features  of  such  an  interchange.  Above  all,  we  must 
not  promise  the  public  miracles  that  we  cannot  per- 
form. Despite  his  seeming  sophistication  in  regard 
to  medical  matters,  the  lay  reader  who  has  a  loved 
one  with  an  incurable  or  inoperable  disease  will  grasp 
at  any  straw  that  promises  to  reverse  the  situation. 
Headlines  that  read,  "Major  Breakthrough  in  Can- 
cer Research,"  "New  Drug  Destroys  Cancer  in 
Mice,"  are  interpreted  as,  "We  have  finally  con- 
quered cancer."  The  recent  heated  controversy  in  the 
press  regarding  the  Tuskegee  study  of  untreated  sy- 
philis is  an  excellent  example  of  sensational  report- 
ing rather  than  a  carefully  researched  disclosure  of 
the  facts.  R.  H.  Kampmeier,  in  the  Southern  Medi- 
cal Journal.'2  has  set  the  record  straight  in  a  well 
written  editorial,  but  few  readers  of  the  original  re- 
port have  access  to  that  editorial. 

There  is,  in  addition,  the  danger  that  instant  pub- 
licity may  pressure  some  physicians  to  attempt  clini- 
cal procedures  that  have  not  been  perfected,  or  to 
publish  results  of  new  procedures  prior  to  conduct- 
ing adequate  follow-up  studies.  The  onus  of  honest 
communication  with  the  lay  public  rests  on  us  as 
well  as  on  those  who  write  about  us. 

Great  care  must  be  exercised  to  prevent  a  feeling 
of  jealousy  among  members  of  a  research  or  operat- 
ing team.  Dissension  is  easily  created  when  only  one 
or  two  members  of  the  team  become  well  known 
through  public  appearances  and  writings  for  the  lay 
reader.  Straightforward  and  serious  communication, 
with  an  effort  toward  fairness  and  equal  treatment, 
will  go  far  in   preventing  the  development  of  such 


feelings.  Undoubtedly,  also,  there  is  a  constant  risk 
of  damaging  friendships  with  other  colleagues  and  re- 
lationships with  other  centers  when  an  atmosphere 
of  unhealthy  competition  develops  at  the  time  of  a 
surgical  advance. 

We  must  remember,  too,  how  easy  it  is  to  lose  the 
trust  of  referring  physicians  when  a  medical  center 
seems  too  much  concerned  with  its  own  publicity 
and  too  little  concerned  with  the  referred  patient 
himself.  Again,  regular  communication  between  cen- 
ters, between  colleagues,  and  between  an  institution 
and  the  press  will  help  to  maintain  a  healthy  environ- 
ment. 

CONCLUSION 

As  thoracic  surgeons,  we  are  in  the  center  of  con- 
stant activity  in  which  the  lay  public  is,  and  will  con- 
tinue to  be,  interested.  We  must  live  with  that  reality, 
and  we  must  formulate  a  new  code  of  ethics  regard- 
ing public  and  press  relations  whereby  a  healthy  en- 
vironment can  be  created  and  straightforward,  fac- 
tual information  can  be  communicated  to  the  satis- 
faction of  all.  We  have  no  wish  to  be  thought  gods, 
but  we  have  no  desire  to  return  to  the  level  of 
Agrippa's  physicians,  who  "...  have  one  common 
honor  with  the  hangman,  that  is  to  say,  to  kill  men 
and  be  recompensed  therefor." 

With  an  awareness  of  our  problems,  all  physi- 
cians— and  thoracic  surgeons  in  particular — have  a 
chance  to  enhance  the  benefits  of  our  field  of  medi- 
cine while  avoiding  the  pitfalls  just  described.  After 
all,  as  we  have  seen,  our  findings,  our  practice,  our 
philosophies,  are  going  to  be  communicated  to  and 
interpreted  by  the  public.  This  is  inevitable.  We 
should  seize  upon  this  reality  and  attempt  to  use  it  to 
our  advantage. 
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Infants  are  often  suffocated  by  the  carelessness  or  inattention  of  their  nurses.  An  infant,  when 
in  bed,  should  always  be  laid  so.  that  it  cannot  tumble  down  with  its  head  under  the  bed- 
clothes; and,  when  in  a  cradle,  its  face  ought  never  to  be  covered.  A  small  degree  of  attention 
to  these  two  simple  rules  would  save  the  lives  of  many  infants,  and  prevent  others  from  being 
rendered  weak  and  sickly  all  their  lives,  by  injuries  done  to  their  lungs. — William  Buchan:  Do- 
mestic Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  hv  Regimen  and  Sim- 
ple Medicines,  etc..  Richard  Folwell.  1799.  pp.  422-423. 
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C  INCE  health  manpower  is  seen  as  one  of  the  po- 
tentially  critical  issues  in  the  "health  crisis,"  it  is 
essential  that  the  facts  regarding  the  potential  produc- 
tion of  health  manpower  in  North  Carolina  be  estab- 
lished. Although  data  concerning  educational  pro- 
grams for  health  occupations  in  North  Carolina  are 
available  from  a  number  of  sources,  two  publications 
provide  the  most  inclusive  information  currently 
available:  Educational  Programs  for  Health  Careers 
in  North  Carolina  (  1969 ) '  and  Health  Careers  Edu- 
cational Programs  in  North  Carolina  ( 1972).-  They 
were  prepared  by  the  Health  Careers  Program  of  the 
North  Carolina  Hospital  Association  with  assistance 
in  funding  and  distribution  by  other  concerned  or- 
ganizations in  the  state. f  These  comprehensive  publi- 
cations include  data  on  more  than  350  North  Caro- 
lina health  educational  programs.  These  responses 
were  derived  from  all  private  and  public  educational 
institutions,  business  colleges,  hospitals,  and  other 
formal  training  programs,  primarily  at  the  post-high- 
school  level,  in  North  Carolina. 

The  problems  encountered  by  the  authors  in  ana- 
lyzing these  data  were  similar  to  those  described  by 
the  editors  of  the  1972  publication.  Difficulties  may 
be  attributed  to  a  general  lack  of  standardization  in 
the  listing  of  health  occupations  by  educational  in- 
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stitutions.  Programs  listed  which  do  not  prepare  the 
graduate  for  immediate  entry  into  a  health  occupation 
were  omitted  from  this  study.  Complete  information 
on  student  capacity  was  not  supplied  by  all  respon- 
dents, but  for  the  purpose  of  this  study  conclusions 
are  handled  as  if  the  data  were  complete,  with  an 
explanatory  notation.  The  authors  believe  that  the 
data  are  sufficiently  representative  for  one  to  draw 
conclusions  and  accurately  indicate  the  trends. 

PRODUCTION  TRENDS 

An  overall  increase  in  the  number  of  health  educa- 
tional programs,  student  capacity,  and  additional  oc- 
cupational groups  occurred  between  the  1969  and 
1972  editions.  In  the  1969  publication  292  health 
educational  programs  were  listed,  and  these  were  in- 
creased to  355  in  the  1972  issue,  for  an  overall  in- 
crease of  63  (21.6  percent).  Student  capacity  in- 
creased from  8,264  in  1969  to  9,429  in  1971.  an 
increase  of  1,165  (14.1  percent). 

In  general,  it  would  appear  that  educational  pro- 
grams are  not  growing  in  size  as  rapidly  as  they  are 
multiplying  in  number.  This  may  demonstrate  a 
failure  to  utilize  fully  existing  educational  resources, 
such  as  faculty  and  facilities. 

The  following  occupational  groups  had  educational 
programs  in  26  occupational  categories  listed  in  1972 
which  were  not  listed  in  the  1969  publication  and  are 
considered  to  be  newly  developed  educational  oppor- 
tunities. They  are: 

Health  facility  business  management 

Inhalation  therapy  technician 

Laboratory  assistant 

Blood  banking 

Ward  clerk 

Medical  office  technology 

First  year  program  in  medical  education 
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Clinic  psychometry 

Behavior  modification 

Occupational  therapy 

Opticianry 

Surgical  assistant 

Pathology  assistant 

Environmental  engineering 

Sanitary  engineering 

Community  health  education 

School  health  education 

School  and  community  health  education 

Radiation  therapy  technology 

Health  professions  assistant 

Human  services  associate 

Electroencephalograph  technician 

Hospital  plant  maintenance  and  engineering 

Home  care  attendant 

Child  care  worker 

Cottage  parent 

These  new  categories  are  representative  of 

1.  New  educational  programs  for  established  health 
occupations  (e.g.,  occupational  therapy  and  opti- 
cianry). 

2.  New  areas  of  technology  (e.g.,  inhalation 
therapy,  clinic  psychometry,  radiation  therapy,  and 
electroencephalography ) . 

3.  Specialization  within  broader  occupational 
groups  (e.g.,  blood  banking,  behavior  modification, 
school  and  community  health  education). 

4.  Formalized  training  formerly  obtained  exclu- 
sively on  the  job  (e.g.,  laboratory  assistance,  hospital 
plant  maintenance  and  engineering,  and  serving  as 
cottage  parents). 

Health  careers  for  which  North  Carolina  does  not 
yet  offer  formal  training  programs  include  veterinary 
medicine,  medical  records  technology,  and  occupa- 
tional therapy  assistantship. 

An  emerging  health  occupation  which  will  prob- 
ably be  recognized  by  the  next  such  edition  is  the 
family  (or  child)  nurse  practitioner  for  whom  edu- 
cational programs  are  already  available  in  the  state. 

NUMBER  AND  CAPACITY  OF 
EDUCATIONAL  PROGRAMS 

In  Table  1-A  are  listed  the  ten  top-ranking  health 
occupations  according  to  the  number  of  educational 
programs  available.  In  Table  1-B  the  top  ten  are 
ranked  according  to  student  capacity  of  current  pro- 
grams. In  1971  nursing  led  the  field  both  in  number 


Table  1-A 

Occupational  Groups  Ranked  According  to  N 

umber 

of  Educational  Programs 

Occupational 

No. 

Category 

Programs 

1. 

Practical   nursing 

42 

2. 

Radiology  technician 

30 

3. 

Medical   secretary 

22 

4. 

Medical  technology 

20 

5. 

Nursing  assistant 

19 

6. 

Nursing  associate  degree  program 

17 

7. 

Medical   technology  (laboratory) 

13 

8. 

Dietetics  &  nutrition 

13 

9. 

Nursing,  baccalaureate  program 

10 

10. 

Nursing,  diploma  program 

10 

Table  1-B 

Occupational  Groups  Ranked  Accord 

ng  to  Student 

Capacity 

Occupational 

Student 

Category 

Capacity 

1. 

Practical   nursing 

1,445 

2. 

Nursing  associate  degree  programs 

810 

3. 

Medical   secretary 

765 

4. 

Nursing  assistant 

723 

5. 

Nursing,  baccalaureate 

655 

6. 

Nursing,  diploma 

456 

7. 

Speech  pathology  &  audiology 

383 

8. 

Medicine 

298 

9. 

Radiologic  technology 

296 

10. 

Dietetics  &  nutrition 

283 

of  programs  (79)  and  in  student  capacity  (3,336). 

Eight  of  the  occupational  groups  are  included  in 
the  top  ten  with  respect  to  both  the  number  of  pro- 
grams and  student  capacity.  The  inclusion  of  medi- 
cal technology  and  medical  technology  (laboratory) 
among  the  leaders  in  number  of  programs  but  not  in 
student  capacity  reflects  the  generally  smaller  classes 
in  these  highly  clinically  oriented  occupations.  Speech 
pathology  and  audiology,  and  medicine,  which  lead 
in  student  capacity  but  not  in  number  of  programs, 
denote  relatively  large  classes. 

All  but  two  of  the  occupational  categories  listed  in 
both  tables  are  related  primarily  to  the  health  field. 
Dietetics  and  nutrition  as  well  as  speech  pathology 
and  audiology  are  more  likely  to  have  employment 
affiliations  in  other  fields. 

CHANGES  IN  NUMBER  OF  PROGRAMS 

Table  2  shows  the  occupational  categories  that 
have  shown  the  highest  percentage  of  increase  in 
number  of  programs  between  1969  and  1971.  Tech- 
nological advances  are  exemplified  in  the  two  top- 
ranking  groups — nuclear  medical  technology  and  his- 
tologic technology.  A  variety  of  complex  factors  have 
influenced  the  percentage  increase  of  each  of  the 
other  eight  health  occupations  listed. 

The  two  occupations  with  the  largest  increase  in 
number  of  programs  are  within  the  general  area  of 
nursing.  These  are  nursing  assistant  (8)  and  nursing 
associate  degree  (6). 

Medical  technology,  with  five  new  programs,  is  the 
only  occupational  category  which  has  had  a  major 
increase  in  the  number  of  programs  without  a  com- 
parable percentage  increase  (note  that  medical  tech- 
nology is  not  listed  in  Table  2). 

On  the  basis  of  other  available  information,  we  be- 
lieve that  the  percentage  decrease  in  the  number  of 
some  programs  shown  in  Table  3  probably  reflects  a 
variety  of  data-recording  problems.  These  include  dif- 
ferences in  identifying  administrative  structure,  de- 
gree level,  and  titling.  Medical  record  administration, 
pharmacy,  and  medical  social  work  may  exemplify 
these  problems.  A  decline  is  probably  more  accu- 
rately reflected  in  graduate  (master's  degree)   pro- 
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Table  2 
Occupational  Categories  Showing  Greatest  Percentage 
Increase  in  Number  of  Programs  Between  1969  and  1971 


Occupational  Group 

1.  Nuclear   medical   technology 

2.  Histology  technician 

3.  Operating  room  technology 

4.  Speech   pathology  and  audiology 

5.  Hospital  administration 

6.  Clinical   psychology 

7.  Nursing  assistant  (aide-orderly) 

8.  Dietetics  and   nutrition 

9.  Dental   hygienist 
10.  Nursing  associate, 

degree  program 


grams  in  nursing  (50  percent,  or  1),  diploma  pro- 
grams in  nursing  (41.2  percent,  or  7),  and  medical 
secretary  courses  (31.3  percent,  or  10). 

There  are  evidences  of  a  general  trend  toward  in- 
creases in  assistant  and  auxiliary  level  programs 
which  are  difficult  to  document  clearly  in  this  three- 
year  interval.  Nomenclature  involved  in  descriptions 
of  programs  also  contributes  to  the  difficulty.  How- 
ever, examples  of  recently  developed  auxiliary  level 
educational  programs  include  inhalation  therapy 
technician,  medical  record  technician,  physical  thera- 
pist assistant,  and  physician's  associate-assistant.  Not 
identified  in  the  health  careers  publication  but  also 
falling  within  this  category  is  the  nurse-practitioner 
program. 

INSTITUTIONAL  BASE  OF  PROGRAMS 

In  1969,  49  (16.8  percent)  of  the  292  educational 
programs  were  based  in  service  institutions  (hospi- 
tals). In  1971,  62  of  355  programs  were  so  based — 
17.4  percent  of  the  total.  This  two-year  period  does 
not,  therefore,  demonstrate  the  well  known  shift  of 
preparation  for  health  careers  from  service  to  educa- 
tional institutions.  Analysis  shows  that  major  changes 
in  radiologic  technology,  medical  technology,  and 
nursing  took  place  prior  to  1969.  New  programs  be- 
gun between  1969  and  1971  tended  to  be  highly 
technical  and  therefore  were  based  in  the  service 
agencies  where  such  equipment  was  available. 


Table  3 


Table  4 
Institutional  Base  of  Programs 


Percentage 

Increase 

in  No. 

Increase 
in 

No. 
Programs 

Programs 

Percent 
No.           of  Total 

Enrollment  in  1971 

Percent 

No.            of  Total 

Programs 

Number 

in  1969 

State  senior  colleges 

300.0 

3 

1 

and   universities* 

107 

30.1 

2423 

31.0 

State  technical  institutes 

200.0 

2 

and  community  colleges 

136 

38.3 

3710 

47.5 

133.3 

4 

3 

Private  colleges  and 

125.0 

5 

4 

universities* 

48 

13.5 

782 

10.0 

100.0 

1 

1 

Health  care  facilities 

100.0 

1 

1 

(hospitals) 

64 

18.1 

903 

11.5 

72.7 

8 
5 

11 
8 

Total 

355 
hat  are 

100.0 
part  of  un 

7818 
versities. 

100.0 

62.5 

*  Includes  medical  centers 

60.0 

3 
6 

5 
11 

54.5 

Occupational  Categories  Showing  Greatest  Percentage 
Decrease  in  Number  of  Programs  Between  1969  and  1971 

Occupational  Category 

Percentage 
Decrease 

in  No. 
Programs 

Decrease 

by 
Number 

Number 

of 

Programs 

in  19S9 

1.  Medical   record  administrat 

ion 

50.0 

2 

2.  Nursing  (graduate  education) 

50.0 

2 

3.  Pharmacy 

50.0 

4 

4.  Nursing  (diploma   program) 

41.2 

17 

5.  Medical  social  work 

33.3 

3 

6.  Medical   secretary 

31.3 

10 

32 

7.  Medical  office  assistant 

25.0 

4 

8.  Nurse  anesthetist 

16.7 

6 

November   1973,  NCMJ 

There  is  heavy  dependence  on  service  institutions 
for  clinical  instruction.  The  multiple  listings  of  af- 
filiated service  institutions  for  nearly  all  programs 
demonstrates  this  point  graphically. 

The  three  occupational  groups  which  continue  to 
be  heavily  based  in  service  institutions  in  1971  and 
account  for  50  (80.6  percent)  of  such  programs  are: 

Medical  laboratory  careers  (19  of  52  programs  or 
36.5  percent) 

Radiologic  technology  (21  of  30  programs  or  70 
percent) 

Nursing  diploma  (10  of  10  programs  or  100  per- 
cent) 

Table  4  shows  that  governmentally  supported  edu- 
cational institutions  were  providing  the  administra- 
tive base  for  243  (68.4  percent)  of  the  355  educa- 
tional programs  for  health  careers  in  1971,  and  had 
enrolled  6,133  (78.5  percent)  of  the  7,818  persons 
preparing  for  health  careers.  Thus  tax  supported  or- 
ganizations are  bearing  a  major  burden  in  the  produc- 
tion of  health  manpower,  but  it  is  recognized  that 
many  private  institutions  provide  much  of  the  clinical 
instruction. 

GEOGRAPHIC  DISTRIBUTION 

A  study  of  the  regional  distribution  of  health  edu- 
cation programs  (Table  5)  shows  that  among  13  of 
17  regions  the  number  of  programs  ranges  from  2  to 
18.  The  remaining  four  regions  have  29,39,  61,  and 
107  programs,  or  66.5  percent  (236)  of  all  health 
educational  programs  in  the  state.  These  four  regions 
(Q,  F,  G,  J)  account  for  50.6  percent  of  the  state's 
population,  represent  many  of  the  larger  health  care 
facilities  in  the  state,  and  include  the  university  medi- 
cal centers. 

The  number  of  health  occupations  for  which  edu- 
cational programs  are  available  in  each  region  in 
1971  ranged  from  2  to  57.  Among  13  regions  there  is 
a  range  of  2  to  13  training  programs  for  occupational 
groups,  while  the  remaining  four  regions  have  20, 
22,  26,  and  57.  The  latter  are  the  same  four  regions 
which  provide  66.5  percent  of  the  total  number  of 
educational  programs  referred  to  previously.  The  ma- 
jor cities  in  these  regions  are  Charlotte,  Greenville, 
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Table  5 

Distribution  of  Educational  Programs,  Occupational 
Groups,  and  Enrollment  by  Geographic  Regions  in  1971* 


Region 

No. 
Programs 

No. 

Occupational 

Groups 

Enrollment 
1971 

A 

11 

9 

205 

B 

11 

10 

199 

C 

6 

5 

144 

D 

5 

5 

82 

E 

18 

13 

449 

F 

39 

20 

887 

G 

61 

26 

1,335 

H 

12 

8 

369 

J 

107 

57 

2,366 

K 

5 

5 

43 

L 

10 

5 

166 

M 

8 

7 

145 

N 

5 

5 

33 

0 

8 

6 

214 

P 

18 

9 

402 

Q 

29 

22 

719 

R 

2 

2 

60 

Total 

355 

— 

7,818 

*  Geographic 
Figure  1). 

regions  as  des 

gnated  by  the  Governor 

in   1970  (See 

Table  6 

Educational  Programs  for  Health  Occupations  with 
Widest  Regional  Distribution  in  1971 


Health  Occupation 

1.  Practical   nursing 

2.  Radiologic  technology 
Medical   secretary 
Medical  technology 
Nursing  (A.D.) 
Nursing  assistant 
Medical   technology  (Lab) 

8.  Dental   hygiene 

9.  Nursing  (B.S.) 

10.  Nursing  (diploma) 


No. 
Regions 

17 
12 
11 
11 
11 
10 

7 

6 

6 

6 


Greensboro-Winston-Salem,  and  Raleigh-Durham- 
Chapel  Hill. 

Table  6  identifies  practical  nursing  as  the  health 
occupation  having  the  widest  regional  distribution  of 
education  programs.  Each  of  the  17  regions  has  at 
least  one  practical  nursing  educational  program,  and 
the  range  is  from  1  to  5  programs. 

Five  of  the  ten  most  widely  distributed  health 
educational  programs  are  within  the  general  area  of 
nursing.  The  geographically  widespread  need  for  a 
large  quantity  of  workers  in  the  general  field  of  nurs- 
ing probably  justifies  such  broad  distribution  of  pro- 
grams. Geographic  accessibility  also  permits  the 
student  for  whom  there  has  been  a  broad  job  market 
to  obtain  preparation  without  having  to  change  resi- 
dence. This  economic  advantage  would  tend  to  serve 
as  a  recruitment  factor  also. 

All  ten  of  the  occupational  groups  which  have 
educational  programs  most  widely  distributed 
throughout  the  regions  provide  basic  health  services 
and  are  those  occupational  groups  which  require  the 
largest  number  of  workers. 


CONCLUSIONS 

1 .  This  report  deals  with  the  potential  production 
of  health  manpower  in  North  Carolina  and  with 
trends  in  that  production.  The  actual  number  of  per- 
sons who  take  advantage  of  the  increasing  number  of 
educational  programs  and  larger  class  capacities  can 
only  be  assumed.  It  might  be  expected  that  in  this 
time  of  great  demand  the  number  of  workers  enter- 
ing health  occupation  training  programs,  completing 
courses  of  study,  and  finally  taking  positions  in  the 
health  services,  would  correlate  closely  with  the  op- 
portunities available  for  training.  More  definitive  in- 
formation about  recruitment,  attrition,  certification 
or  licensure,  and  employment  may  demonstrate  prob- 
lem areas,  but  at  present  North  Carolina  educational 
facilities  seem  to  be  meeting  the  challenge  of  provid- 
ing opportunities  for  careers  in  health.  The  number 
of  programs,  the  student  capacity,  and  the  number  of 
occupational  groups  for  which  training  is  available 
have  increased  demonstrably  in  the  period  1969  to 
1971. 

2.  The  scope  of  health  occupations  for  which  train- 
ing is  presently  available  in  North  Carolina  is  broad, 
with  only  a  few  basic  health  occupations  for  which 
educational  programs  are  not  available  in  the  state — 
veterinary  medicine  and  medical  record  technician. 
Highly  specialized  training  programs  are  also  increas- 
ingly available,  as  are  formal  training  programs  for 
assistant  and  aide  level  workers  within  a  general 
health  occupation. 

3.  Certain  health  occupations  such  as  those  in  the 
general  area  of  nursing  require  that  large  numbers  of 
workers  be  trained.  The  data  reflect  that  nursing,  as 
a  general  field,  has  the  largest  number  of  programs, 
total  student  capacity  and  enrollment,  and  that  these 
programs  are  the  most  widely  distributed.  Of  all 
health  categories,  two  specific  occupations  in  the  gen- 
eral area  of  nursing — nursing  assistant  and  associate 
degree — showed  the  largest  increase  in  number  of 
programs  between  1969-1971. 

4.  With  regard  to  geographic  distribution,  a  large 
percentage  of  the  programs  are  located  in  the  most 
heavily  populated  areas  of  the  state.  Since  these  areas 
would  demonstrate  greater  manpower  needs  as  well 
as  greater  potential  for  recruiting  students  into  health 
careers,  this  is  in  one  sense  a  positive  feature.  How- 
ever, since  the  distribution  of  health  services  to  peo- 
ple living  in  less  populated  areas  is  a  major  health 
problem  in  North  Carolina,  this  concentration  of  edu- 
cational opportunities  may  contribute  to  the  problem. 

5.  Responsibility  for  training  health  personnel  is 
distributed  among  a  large  number  and  variety  of 
agencies  in  North  Carolina.  Educational  institutions, 
particularly  state-supported  ones,  are  increasingly 
becoming  the  administrative  base  for  such  training. 
However,  the  data  indicate  that  health  care  facili- 
ties are  contributing  greatly  to  clinical  instruction. 
Another  difficult  to  document  but  well  known  trend 
is  the  increasing  variety  of  facilities  used  for  clinical 
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affiliation,   such   as   nursing  homes,   health  depart- 
ments, and  specialty  centers. 

6.  The  data  demonstrate  North  Carolina's  growing 
capacity  to  produce  health  manpower,  both  by 
volume  and  by  scope  of  occupational  groups  repre- 
sented. There  is  no  real  information  regarding  the  de- 
gree to  which  this  potential  production  will  meet  the 
needs  of  the  future.  Health  service  requirements  for 
manpower  depend  on  the  health  problems  of  people, 
the  patterns  of  utilization  of  health  workers,  and  the 
economic  capacity  to  support  the  services.  The  chal- 


lenge to  health  occupations  education  is  to  predict 
needs  and  prepare  workers  to  fit  this  changing  pic- 
ture. Educational  institutions  in  North  Carolina,  how- 
ever, have  responded  to  the  pressure  of  supply  and 
demand  by  increasing  their  capacity  to  train  workers. 
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The  next  great  class  of  diseases,  where  mineral  waters  are  found  to  be  beneficial,  are  those 
of  the  skin,  as  the  itch,  scab,  tetters,  ringworms,  scaly  eruptions,  leprosies,  blotches,  foul  ulcers, 
etc.  Though  these  may  seem  superficial,  yet  they  are  often  the  most  obstinate  which  the  physi- 
cian has  to  encounter,  and  not  unfrequently  set  his  skill  at  defiance:  but  they  will  sometimes 
yield  to  the  application  of  mineral  waters  for  a  sufficient  length  of  time,  and  in  most  cases  of 
this  kind,  these  waters  deserve  a  trial.  The  saline  sulphureous  waters,  such  as  those  of  Moffat 
in  Scotland,  and  Harrowgate  in  England,  are  the  most  likely  to  succeed  in  diseases  of  the  skin: 
but  for  this  purpose,  it  will  be  necessary  not  only  to  drink  the  water,  but  likewise  to  use  them 
externally. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  433. 
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Impotence  as  a  Symptom  of  Depression 


Richard  C.  Proctor,  M.D. 


"DRIOR  to  going  on  a  journey  into  new  territory, 
the  wise  traveler  must  first  consult  a  map  of  the 
territory.  He  plans  his  route  and  prepares  a  schedule. 
At  the  same  time  he  makes  his  schedule  flexible 
enough  to  allow  for  side  trips,  detours,  auto  break- 
downs, road  conditions,  and  other  eventualities. 

DEFINITIONS  AND  MEANINGS 

Impotence  is  defined  in  the  medical  dictionary  as 
"weakness  or  lack  of  power;  specifically,  lack  of 
power  in  the  male  to  copulate."  It  is  significant  that 
the  primary  words  in  the  definition  are  "weakness 
and  lack  of  power";  the  lack  of  the  ability  to  copu- 
late is  mentioned  only  secondarily.  Consequently,  in 
the  minds  of  most  physicians,  impotence  is  correlated 
with  weakness,  and  this  association  in  turn  affects 
the  physician's  management  and  treatment  of  patients 
presenting  the  symptom  of  impotence.  The  doctor, 
either  consciously  or  unconsciously,  tends  to  look 
down  on  the  patient,  sees  him  as  a  weak  person 
who,  if  he  had  enough  strength  or  was  enough  of  a 
man,  would  not  be  taking  up  valuable  time  with  his 
complaints. 

One  of  the  most  important  causes  of  impotence 
in  males  is  unrecognized  depressive  reactions,  or  de- 
pressive neurosis,  or  a  depression  converted  into  a 
somatic  disorder.  Depression  as  a  clinical  entity  or 
syndrome  is  extremely  difficult  to  diagnose.  One  rea- 
son is  that  the  label  is  misleading.  Even  physicians 
confuse  the  meanings  of  words  and  often  use,  in  their 
minds,  the  nonmedical  definition  of  a  word  when  they 
first  hear  it.  For  this  reason  it  is  important  for  all  of 
us  to  pause  and  reflect  on  the  meaning  of  words  and 
the  impact  they  have  on  our  daily  lives. 


From  the  Department  of  Psychiatry.  Bowman  Gray  School  of  Medi- 
cine of  Wake  Forest  University,  Winston-Salem,  N.  C.  27103. 


There  is  a  method  that  will  aid  in  handling  and 
understanding  this  problem  concerning  the  meaning 
of  words  and  their  impact  on  our  daily  lives  and 
thought  processes.  The  theories  and  techniques  of 
general  semantics,  as  set  forth  by  Alfred  Korzybski 
in  Science  and  Sanity,'1  would  be  a  useful  adjunct 
to  the  curriculum  of  medical  schools.  Korzybski's 
principles  are  not  difficult  to  teach.  The  map-territory 
formulation  would  be  particularly  valuable  in  medi- 
cal education,  as  would  the  use  of  the  "structural  dif- 
ferential" and  the  concept  of  "non-allness."  A  study 
of  Science  and  Sanity  will  yield  much  basic  informa- 
tion, while  the  more  popular  volumes,  such  as  those 
by  Lee2  and  Johnson'5  contain  many  additional  il- 
lustrations of  the  system  and  how  it  works.  If  phy- 
sicians were  more  attuned  to  the  meaning  of  words 
and  to  their  own  reactions  to  the  meaning  of  words, 
perhaps  they  would  be  more  competent  in  the  man- 
agement of  their  patients'  problems  and  their  own 
prejudices  would  interfere  less. 

Hastings,4  in  his  book  Impotence  and  Frigidity, 
states  that,  characteristically,  psychological  im- 
potence is  selective — that  is,  it  occurs  under  one  set 
of  circumstances  but  not  under  another.  I  do  not 
entirely  agree  with  this  particular  statement.  We 
have  seen  cases  of  depressive  reaction  of  such  severity 
that  impotence  occurs  under  all  circumstances,  as 
long  as  the  depression  persists  or  until  such  time  as 
it  is  recognized  and  successfully  treated. 

As  has  been  stated  previously,  depression  is  a  diffi- 
cult diagnosis  to  make.  One  may  have  a  depression 
and  not  be  depressed — using  the  latter  word  in  its 
non-medical  context.  And  one  may  feel  "blue"  and 
not  have  a  depressive  reaction  or  neurosis.  Feeling 
blue  and  depressed  is  an  expression  of  mood  or  a 
description  of  feeling.  Depressive  neurosis,  on  the 
other  hand,  is  a  disease  or  an  illness.  Physicians  in 
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all  branches  of  medicine  are  trained,  not  to  treat 
symptoms,  but  rather  to  treat  the  illness  that  causes 
the  symptoms. 

If  a  patient  comes  to  the  emergency  room  with 
abdominal  pain,  nausea  and  vomiting,  fever,  an  ele- 
vated white  blood  cell  count,  and  so  forth,  the  phy- 
sician acts  and  responds  in  a  rational  and  scientific 
manner.  He  does  not  prescribe  aspirin  for  the  fever, 
analgesics  for  the  pain,  antispasmodics  for  the  nausea 
and  vomiting,  and  antibiotics  for  the  increased  white 
cell  count.  He  will  probably  operate  on  the  patient 
for  acute  appendicitis.  He  must  be  able  to  recognize 
the  symptoms  of  acute  appendicitis  and  know  the 
treatment  of  choice.  Patients  with  emotional  prob- 
lems, however,  are  frequently  given  symptomatic  re- 
lief only,  and  the  underlying  disease  process  goes 
unrecognized  and  is  not  adequately  treated. 

Frequently  depression  is  expressed  somatically, 
and  the  mood  of  the  patient  is  not  depressed.  This 
somatic  expression  is  similar  dynamically  to  that  of 
a  conversion,  or  hysterical,  reaction.  With  a  conver- 
sion reaction,  anxiety  is  converted  into  a  somatic 
complaint  or  a  disorder  of  function.  Most  physicians 
are  familiar  with  hysterical  blindness,  deafness,  or 
paralysis  and  la  belle  indifference  that  characterizes 
the  affect  of  the  patient.  Most  physicians  also  recog- 
nize that  the  treatment  must  be  directed  not  alone 
toward  the  relief  of  the  symptoms,  but  to  a  large  de- 
gree toward  the  underlying  anxiety  and  psychological 
conflict. 

Similarly  a  depressive  neurosis  may  be  somatized 
in  such  a  manner  that  the  patient's  mood  is  not  de- 
pressed or  "blue."  Constipation,  anorexia,  overeat- 
ing, disturbance  of  the  sleep  pattern  (particularly 
early  morning  awakening),  headache,  abdominal 
pain,  and  other  symptoms  may  be  indications  of  an 
underlying  depressive  neurosis.  Impotence  is  fre- 
quently such  an  indication.  If  it  is  not  recognized 
and  treated  as  such,  it  can  become  progressively 
worse.  In  extreme  cases,  a  depressive  neurosis  may 
progress  to  the  point  of  suicide.  Simple  reassurance, 
explanations,  conjoint  therapy  with  the  patient's 
marital  or  sexual  partner  will  all  be  to  no  avail  as 
long  as  the  underlying  depressive  neurosis  is  not  dealt 
with  and  treated  adequately. 

History-taking  in  the  cases  where  the  presenting 
complaint  is  impotence  is  of  prime  importance.  Tak- 
ing an  adequate  and  reliable  history  requires  all  the 
ability,  tact,  and  know-how  that  a  physician  can  com- 
mand. Men  are  less  able  to  discuss  their  sexual  prob- 
lems than  are  women.  This  is  true  because,  culturally 
and  symbolically,  sexual  ability  is  directly  related  to 
maleness,  to  manhood,  and  the  like.  It  is  hard  for  a 
man  to  admit  to  the  symptom  of  impotence.  He  con- 
siders it  an  admission  of  weakness,  and  it  is  difficult 
for  any  of  us  to  admit  that  we  are  weak. 

Impotence  as  an  expression  or  symptom  of  depres- 
sion is  more  often  seen  in  the  mature  male.  A  male, 
in  his  mature  years,  recognizes  that  he  has  probably 
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reached  the  zenith  of  his  accomplishments  in  life. 
Of  course  there  are  men  who  go  on  to  greater  pro- 
fessional and  vocational  achievements  after  passing 
middle  age,  but  the  number  is  small  and  the  accom- 
plishments usually  are  not  great.  Many  a  man  feels 
at  middle  age  that  he  is  "over  the  hill"  as  far  as  his 
work  goes,  and  he  sees  younger  men  passing  him  by 
being  promoted  or  given  the  better  opportunities  and 
assignments.  He  recognizes  that  he  is  not  going  to 
become  president  of  the  company,  chairman  of  the 
board,  foreman  of  the  shift,  famous  in  his  profession, 
or  even  break  even  on  the  golf  course  regularly,  if 
at  all. 

At  this  point  in  his  life,  a  depression  may  develop 
— a  depression  that  if  somatisized  affects  all  his 
bodily  functions,  including  sexual.  He  believes  that  he 
is  weak,  a  failure,  and  not  much  of  a  man.  His 
definition  of  impotence  is  "weakness  or  lack  of 
power."  His  entire  situation  soon  becomes  over- 
whelming. The  mental  mechanism  of  denial  may  be- 
gin to  operate,  and  he  tries  even  harder  and  with 
much  more  effort  to  accomplish  something.  This  ef- 
fort is  usually  unsuccessful.  If  this  man's  wife,  be- 
cause of  her  own  emotional  problems,  has  diffi- 
culty in  supporting  her  husband  by  making  him  feel 
important  and  making  him  feel  like  a  "man"  the 
situation  becomes  aggravated.  Such  a  man  gets  into  a 
rut,  and  the  only  difference  between  a  rut  and  a  grave 
is  the  size. 

The  most  important  factor  in  a  therapeutic  ap- 
proach to  these  problems  is  that  of  creating  and  sus- 
taining self-confidence  in  the  patient.  There  may  be  a 
great  advantage  in  recruiting  the  wife  to  become  an 
active  member  of  the  therapeutic  team.  She  must 
recognize  and  understand  that  her  husband's  problem 
is  not  necessarily  a  rejection  of  her  as  an  individual, 
nor  is  it  an  indication  that  he  lacks  love  or  affection 
for  her.  He  rejects  her  because  she  makes  him  feel 
weak  and  unmanly,  powerless,  and  even  in  this  day  of 
female  emancipation  and  women's  lib,  most  men  feel 
that  they  should  be  the  strong  partner  in  the  male- 
female  relationship.  The  wife  must  be  helped  to  see 
that  her  husband  is  not  necessarily  getting  his  sexual 
gratification  elsewhere.  This  suspicion  can  be  an  im- 
portant source  of  trouble.  If  a  man  has  a  depressive 
reaction  or  neurosis  that  is  expressed  through  tem- 
porary impotence,  and  his  wife  accuses  him  of  in- 
fidelity, he  may  become  more  depressed  and  more 
impotent.  In  addition,  however,  he  may  develop  feel- 
ings of  hostility  which  he  can  only  express  uncon- 
sciously through  continued  impotence  or  by  avoiding 
any  physical  contact  at  all  with  his  wife. 

Other  symptoms  of  a  depressive  neurosis  are  usu- 
ally present  when  impotence  is  the  primary  symptom. 
They  are  the  ones  usually  associated  with  the  dis- 
order. The  physician  should  be  aware  of  them  in 
taking  the  medical  history,  for  they  may  be  impor- 
tant clues  in  solving  the  case.  Disturbances  of  the 
sleep  pattern — particularly  early  morning  awakening 
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— constipation,  anorexia,  lethargy,  overeating,  feel- 
ing worse  in  the  morning  with  some  improvement 
later  in  the  day,  are  common  complaints  of  patients 
with  depression. 

For  the  reasons  mentioned  earlier,  the  symptom 
of  impotence  may  be  difficult  to  uncover.  Usually 
the  presenting  symptom  or  chief  complaint  is  one  or 
more  of  the  other  somatic  complaints.  Consequently, 
the  symptom  must  be  probed  for,  and  may  not  be 
apparent  at  the  first  interview. 

If  in  any  given  case  the  cause  of  impotence  is  a 
depressive  reaction,  then  treatment  must  be  directed 
toward  the  depression,  not  just  the  impotence  alone. 
As  has  been  previously  pointed  out,  it  is  essential 
to  treat  the  disease,  not  the  symptom,  for  if  the 
disease  is  properly  treated,  the  symptom  will  take 
care  of  itself.  The  judicious  use  of  a  combination 
of  antidepressant  medication  and  psychotherapy  can 
usually  bring  about  a  remission  of  the  depressive 
state.  Rarely  is  electroconvulsive  treatment  necessary. 

A  man  in  his  mature  years,  or  even  a  younger 
man,  who  feels  that  he  has  not  met  his  goals  in  life, 
is  not  appreciated  in  his  job  situation,  has  missed  his 
opportunities,  lacks  manhood,  is  dominated  by  his 
wife  and  children,  has  no  pride  of  accomplishment  or 
productivity,  and  who  consequently  experiences  a  de- 
pressive reaction  is  very  likely  to  become  sexually 
impotent.  In  a  way,  he  is  quite  impotent  as  a  man, 
since,  according  to  his  definition,  he  shows  "weak- 
ness or  lack  of  power."  Thus  the  single  most  impor- 
tant element  in  the  therapy  and  management  of  the 
impotence  is  the  matter  of  attitude,  in  both  the  phy- 
sician and  the  patient.  The  most  important  tool  in 
the  therapeutic  armamentarium  of  a  physician  is  the 
use  of  self,  the  doctor's  own  attitudes,  personality, 
and  charisma.  Psychotherapy,  whether  carried  out  in 
the  office  of  a  psychiatrist,  an  internist,  or  a  general 
practitioner  must  be  directed  toward  changing  and 
modifying  the  attitudes  of  the  patient. 

Treatment  is  a  matter  of  continued  education  on 
the  part  of  both  physician  and  patient.  And  when 
education  is  in  the  past  tense,  it  becomes  pretense. 
It  is  not  necessarily  so  important  how  long  a  man 
lives,  but  how  well  he  lives.  Alexander  the  Great 
died  at  the  age  of  33  and  Christ  at  the  age  of  32. 
Patients  suffering  from  a  depressive  reaction  with 
impotence  as  a  major  symptom  feel  old  regardless  of 
their  calendar  age.  They  feel  that  they  "have  had  it" 
with  life,  and  that  one  of  life's  chief  pleasurable  ex- 
periences is  now  denied  them  or  is  not  available  to 
them. 

REPORT  OF  A  CASE 

A  44-year-old  married  white  man  with  two  grown 
children  was  referred  by  his  local  physician,  a  com- 
petent, capable  internist,  because  of  progressive 
weight  loss,  anorexia,  sleep  disturbance,  and  con- 
stipation. In  addition,  the  patient  had  been  increasing 
his  use  of  alcohol  though  not  to  a  degree  that  it  was 
causing  any  overt  difficulty. 
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At  the  initial  interview  the  patient  was  found  to  be 
an  intelligent,  cooperative,  well  dressed  man,  who 
was  employed  as  the  vice  president  of  a  manufactur- 
ing company.  He  had  been  captain  of  his  university 
football  team  and  an  all-conference  player.  His 
symptoms  had  begun  to  appear  approximately  eight 
months  previously,  when  he  first  noticed  that  he  was 
waking  earlier  in  the  morning  than  usual.  This  con- 
tinued and  he  eventually  consulted  his  primary  phy- 
sician, who,  after  conducting  an  adequate  general 
medical  evaluation,  prescribed  a  non-barbiturate 
hypnotic.  The  symptoms  gradually  became  worse, 
and  others  developed.  The  patient  finally  told  his 
physician,  a  lifelong  friend  and  former  football  team- 
mate, that  he  had  a  problem  that  he  needed  to  dis- 
cuss with  someone,  but  felt  he  could  not  do  so  with 
his  personal  physician.  Fortunately  the  physician  did 
not  try  to  press  the  patient  but  referred  him  to  this 
office. 

The  patient  admitted  after  several  minutes  that 
he  could  not  sleep  because  of  worry  and  concern 
over  his  impotence.  He  had  recently  been  passed 
over  when  a  new  position  opened  up  in  his  company, 
and  he  felt  that  he  was  a  failure  in  his  work.  Now, 
he  felt  that  he  was  a  failure  as  a  man.  In  his  fantasy 
life  and  in  his  dreams  he  relived  his  college  days 
when  he  was  a  football  hero  and  enjoyed  the  plaudits 
of  his   fellow  students   and  crowds  in   the  stadium. 

The  basic  psychodynamics  of  this  case  are  not  im- 
portant. What  is  important  is  that  this  man's  symp- 
tom of  impotence  was  just  that — a  symptom  of  an 
underlying  depressive  reaction  and  not  a  primary 
disorder.  Treatment  with  antidepressive  medication 
and  psychotherapy  directed  at  his  underlying  depres- 
sive state  brought  about  a  remission  of  his  symptoms, 
including  that  of  impotence.  Incidentally,  he  was  sub- 
sequently promoted  to  the  position  of  executive  vice 
president  of  his  company. 

CONCLUSION 

Whatever  one's  years,  there  is  in  every  heart  the 
love  of  wonder,  the  undaunted  challenge  of  events, 
the  unfailing  appetite  for  what  is  new,  and  the  joy  of 
the  game  of  life.  One  is  as  young  as  his  faith,  as 
old  as  his  doubt;  as  young  as  his  hopes,  and  as  old 
as  his  despair.  The  symptom  of  impotence  as  a  sign 
of  underlying  depression,  if  properly  understood  and 
adequately  managed,  can  be  relieved.  But  relief 
comes  only  if  the  physician  recognizes  the  impotence 
as  a  symptom,  not  as  a  disease,  and  treats  it  as  such. 
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Dr.  Jerome  L  Reeves  on " 
An  Interview 


Milk  Sick" 


Hugh  A.  Matthews,  M.D.* 


: 


Interviewer:  In  one  of  our  previous  visits  you  men- 
tioned the  term  "milk  sick."  Throughout  my  life  in 
the  hills  I  have  heard  of  poison  coves  and  "milk  sick" 
patches.  Occasionally,  some  of  the  old  folks  have  re- 
ported that  various  members  of  their  families  died  of 
"milk  sick."  In  preparation  for  our  visit,  I  have  read 
some.  Are  all  the  phenomena  fact  or  folklore? 

Dr.  Reeves:  Why  make  it  either/or?  Most  of  the 
time  the  truth  is  a  little  of  both/and,  and  often 
neither  nor. 

Much  folklore  has  developed  on  "milk  sick." 
The  only  common  belief  and  fact  is  that  the  cows  ate 
something  that  poisoned  the  milk,  and  people  got  the 
poison  chiefly  by  drinking  the  milk.  Some  people 
genuinely  believed  that  in  the  fall  of  the  year  or  in  a 
dry  summer  season  the  dew  became  poisoned.  Rarely 
an  old  timer  would  be  sure  that  a  certain  composi- 
tion of  the  soil  accounted  for  the  evil.  An  occasional 
person  was  equally  convinced  that  certain  plots  of 
land  on  the  north  side  of  the  mountain  were  cursed. 

If  you  will  notice,  you  will  see  that  poison  coves 
are  usually  shaded — or  were  shaded  before  the  bull- 
dozers changed  the  countryside.  Cows  were  actually 
poisoned  by  white  snakeroot.  The  cows  got  the 
"trembles"  and  the  folks  got  the  "milk  sick,"  most 
usually  in  late  summer  and  fall  when  the  grass  died 
down  and  the  cows  ate  more  of  the  poisonous  weed, 
which  does  best  in  shaded  areas. 

The  poisonous  substance  in  later  years  was  iden- 
tified as  a  toxic  alcohol.  The  cows  got  muscle  tremor 
and  increased  salivation.  The  animals  became  pro- 
gressively weaker  and  finally  unable  to  stand.  They 
often  lapsed  into  a  coma  and  died. 
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One  of  the  worst  "milk  sick"  coves  beyond  Bal- 
sam and  So-Co  Gaps  was  in  the  Cherokee  Indian 
Village,  right  there  where  the  museum  is  on  the 
mountain  up  to  the  left. 

Interviewer:  What  were  the  signs  and  symptoms 
of  the  "milk  sick"  patient  as  you  saw  them? 

Dr.  Reeves:  Vomiting  and  prostration. 

Interviewer:  Let  me  read  to  you  a  review  by  Dr. 
Musser  in  a  medical  textbook  published  in  1904. 

This  is  an  acute  infectious  disease  affecting  cattle  and 
transmitted  from  them  to  human  beings  in  milk  or 
meat.  The  disease  is  limited  to  a  few  sparsely  settled 
localities  west  of  the  Allegheny  Mountains.  It  is  char- 
acterized by  great  debility,  with  muscular  tremor  upon 
motion  (hense  the  name  trembles),  vomiting  (hence 
called  puking  fever),  a  peculiar  fettor  of  the  breath, 
obstinate  constipation,  and  moderate  fever  of  sub- 
normal temperature.  The  vomited  matters  are  said  to 
be  of  peculiar  soapy  material,  of  yellowish  or  green- 
ish color.  The  duration  is  usually  less  than  a  week. 
The  patient  may  sink  into  a  typhoid  condition  and  die 
into  coma,  or  he  may  die  in  a  few  hours.  Convales- 
cence is  protracted.1 

Dr.  Reeves:  Dr.  Musser  got  it  fairly  accurate.  He 
was  wrong  in  his  opinion  that  the  disease  was  con- 
fined to  the  Allegheny  Mountains.  You  can  really 
believe  him  that  the  odor  of  the  vomitus  was  foul. 
I  don't  remember  that  the  vomitus  was  characteris- 
tically soapy,  but  it  was  greenish  like  any  deep  vomi- 
tus in  which  bile  has  been  forced  up  from  below 
the  duodenum. 

Interviewer:  Why  did  1  never  see  a  case  of  "milk 
sick"? 

Dr.  Reeves:  Well,  you  might  consider  that  you 
were  never  as  good  a  diagnostician  as  I  am.  No, 
seriously,  the  "trembles"  and  "milk  sick"  largely 
faded  out,  and  I  do  not  know  why.  Certainlv  dairv 
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grass  has  improved  and  evidently  cows  ate  the  white 
snakeroot  plant  only  when  grass  wasn't  plentiful. 
Fencing  off  poison  coves  or  patches  doubtlessly 
helped  earlier.  Since  the  poisonous  substance  is  an 
alcohol,  pasteurizing  could  alter  it  some  but  I 
doubt  this.  Country  folks  don't  pasteurize  their  milk 
for  home  consumption,  and  boiling  would  be  re- 
quired to  denature  the  toxic  alcohol  substance. 

Further,  dairy  grass  is  better  and  cattle  feeding 
more  scientifically  controlled.  "Milk  sick"  was  an 
expected  occurrence  in  the  fall  when  grass  was  poor. 

You  see,  I  don't  know.  When  you  know,  you  do 
not  have  to  talk  so  much. 

Interviewer:  Is  the  white  snakeroot  plant  still 
around? 

Dr.  Reeves:  Yes,  but  I  sense  not  as  much  of  it. 
The  weed  has  a  single  main  stem,  say  from  one 
foot  tall  with  leaves,  say  from  one  to  four  inches. 
The  white  flowers  at  the  top  of  the  stalk  are  not 
very  showy.  These  herbs  were  usually  called  "white 
snakeroot,"  but  at  times  "fall  poison." 

Interviewer:  During  the  first  quarter  of  the  century 
how  often  did  you  encounter  "milk  sick"? 

Dr.  Reeves:  Well,  I  saw  more  "puking  disease" 
caused  by  typhoid  and  intestinal  parasites  than  by 
plant  poisoning.  I  also  saw  "milk  sick,"  but  patients 
have  always  been  better  than  physicians  in  some 
diagnoses. 

Interviewer:  How  did  you  make  a  diagnosis  of  the 
disease? 

Dr.  Reeves:  You  expected  it  in  the  fall.  Frequently 
more  than  one  person  had  gastrointestinal  symptoms 
as  in  most  food  poisoning.  You  looked  at  the  patients 
in  their  own  setting.  You  asked  about  the  cattle. 

In  "milk  sick"  as  contrasted  with  typhoid  and  the 
other  intestinal  bacteria,  you  expected  obstinate  con- 
stipation and  later  more  abdominal  distress.  You  had 
less  fever  with  "milk  sick,"  and  a  more  rapid  pulse. 
You  know,  fever  and  a  slower  pulse  should  make 
you  think  of  typhoid. 

The  "milk-sick"  patient's  tongue  at  times  became 
large  and  flabby.  This  was  a  bad  sign.  The  acute 
disease  did  not  last  as  long  as  typhoid  usually.  The 
patient  got  better  in  a  week  or  ten  days  or  died. 

Interviewer:  How  did  you  treat  the  patient? 

Dr.  Reeves:  Symptomatic.  Constant  sips  of  water. 
Hot  compresses  to  the  abdomen.  Enemas.  Moral 
support. 

You  see,  during  the  first  quarter  of  the  century 


back  in  the  rural  areas,  we  didn't  have  I.V.  fluids 
and  all  the  sophisticated  diagnostic  tools  that  came 
later  and  still  come. 

Interviewer:  One  of  the  biographers  of  Abraham 
Lincoln,  perhaps  Herndon,  describes  how  some  early 
settlements  in  Kentucky  were  abandoned  to  escape 
the  ravages  of  "milk  sickness."  The  Lincolns  were 
living  in  the  Pigeon  Creek  section  in  1818.  This  his- 
torian claims  that  the  malady  struck  the  Lincolns, 
Hanks,  and  Sparrows  and  was  a  primary  reason  that 
the  clan  went  west  into  Illinois.  During  the  fall,  likely 
in  1818,  Nancy  Hanks,  Lincoln's  mother,  reportedly 
died  of  "milk  sickness." 

Dr.  Reeves:  That  reasonably  could  be  true.  My 
forebears  were  in  the  mountainous  area  at  the  time, 
and  they  certainly  had  common  sense  knowledge  of 
the  disease. 

Interviewer:  Dr.  James  F.  Crouch  of  the  Bureau 
of  the  U.  S.  Department  of  Agriculture  isolated  the 
poisonous  principle  found  in  white  snakeroot.  The 
substance  is  a  complex  of  alcohol,  a  resinous  acid, 
and  a  volatile  oil.  The  complex  alcohol,  called  treme- 
tol  is  the  really  poisonous  substance. - 

Dr.  Reeves:  You  have  been  reading  on  "milk 
sick,"  haven't  you? 

Interviewer:  Yes,  some — after  you  mentioned  the 
disease  some  months  ago.  Even  after  reading,  I 
wasn't  sure  of  what  was  folklore  and  what  was 
factual. 

Dr.  Reeves:  Inquire  around  with  the  oldtimers. 
You  will  hear  a  lot  of  folklore  related  to  the  disease. 
But  folklore  doesn't  develop  out  of  a  vacuum. 
People  need  explanations  for  their  feelings  and  ob- 
served occurrences.  Why  argue  with  deep-rooted  be- 
liefs and  feelings  if  these  don't  interfere  with  the  best 
interest  of  the  individual  or  society? 

Interviewer:  Dr.  Reeves,  your  learning  is  exceeded 
only  by  your  wisdom. 

Dr.  Reeves:  Then  you  believe  a  part  of  what  I 
have  to  say? 

Interviewer:  Yes. 

Dr.  Reeves:  That  gives  me  more  hope  for  you. 
It's  healthy  to  believe  in  something. 
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Ignorance  and  superstition  have  attributed  extraordinary  medical  virtues  to  almost  every 
production  of  nature.  That  such  virtues  were  often  imaginary,  time  and  experience  have  suffi- 
ciently shewn.  Physicians,  however,  from  a  veneration  for  antiquity,  still  retain  in  their  lists  of 
medicine,  many  things  which  owe  their  reputation  entirely  to  the  superstitition  and  credulity  of 
our  ancestors. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure 
of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799.  p.  437. 
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Editorials 


THE  FALL  1973 
EXECUTIVE  COUNCIL  MEETING 

Each  fall  the  Executive  Council  meets  following 
the  committee  conclave,  to  hear  whatever  the  com- 
mittees think  needs  hearing,  and  to  take  up  other 
items  of  business  which  have  accumulated  since  the 
May  meeting.  It  is  always  an  impressive  load  of 
work  which  awaits  the  only  organization  representing 
all  of  medicine  in  the  state,  and  this  year  was  no 
exception. 

The  Auxiliary  report  always  starts  the  fall  meeting 
off  on  a  pleasant  note.  The  group  reported  that  they 
have  been  conducting  workshops  on  their  activities, 
attended  thus  far  by  139  members  from  33  chapters. 
Concerns  for  this  year  are  such  things  as  bicycle 
safety,  drug  abuse,  venereal  disease,  ecologic  matters, 
the  AMA-ERF  program,  and  legislative  activities. 

The  Finance  Committee's  report  always  comes 
early  in  the  session,  while  everyone  is  fresh  and  able 
to  worry  about  it  properly.  Dr.  Herring  reported  that 
the  initial  budget  draft  showed  us  running  in  the  red; 
hence  the  entire  document  was  reviewed  and  a  bal- 
anced budget  brought  to  the  Council.  This  year  the 
overall  budget  drops  a  good  bit  because  of  the  com- 
pletion of  the  headquarters  building  program;  we 
have  a  debt-free  building  as  every  member  must 
know.  Dues  for  continuing  members  will  drop  this 
year,  while  newcomers  have  the  same  payment  op- 
tions for  the  building  fund  that  the  rest  of  us  had. 
Inflation  affects  all  of  our  programs,  and  coupled 
with  the  increased  demands  on  the  Society  by  all 
sorts  of  public  and  private  groups,  it  takes  a  lot  of 
doing  to  make  ends  meet  and  still  adequately  repre- 
sent medicine's  interests. 

The  Blue  Shield  Committee,  one  of  our  most  im- 
portant, needed  three  replacements.  They  were  Dr. 
John  Monroe  of  Winston-Salem  (obstetrics  and  gyne- 
cology). Dr.  W.  W.  Farley  of  Raleigh  (pediatrics), 
and  as  a  consultant.  Dr.  Marshall  Morris  of  Greens- 
boro (surgery). 

The  untimely  death  of  Dr.  Frank  Jones,  our  former 
president  and  one  of  our  AMA  delegates,  necessitated 
another  Council  action.  Dr.  John  Glasson  was  elected 
as  his  replacement,  and  Dr.  Charles  Styron  replaced 
Dr.  Glasson  as  an  alternate  AMA  delegate. 

No  committee  has  been  busier  than  the  one  on  peer 
review  headed  by  Dr.  Frank  Sohmer,  and  none  can 
be  more  assured  that  it  will  continue  the  same  pace. 
He  reported  on  various  meetings  at  which  we  have 


been  represented,  outlining  the  difficulties  in  dealing 
with  a  federal  agency  which  has  thus  far  said  nothing 
about  how  it  will  operate  the  PSRO  legislative 
authority  it  was  given.  Dr.  Sohmer  said  that  our  group 
appears  to  be  better  informed  about  peer  review  mat- 
ters than  many  of  our  colleagues  in  other  southeastern 
states,  and  we  seem  as  well  prepared  as  anyone  for 
whatever  federal  guidelines  appear.  The  North  Caro- 
lina Medical  Peer  Review  Foundation,  Inc.,  originally 
established  with  help  from  the  Society  but  open  to 
any  licensed  physician  practicing  in  the  state,  has  got- 
ten about  1500  members  after  only  a  single  mailing. 
This  organization  has  told  HEW  that  it  would  like  to 
be  designated  as  the  PSRO  for  the  entire  state,  but  at 
this  time  HEW  does  not  know  whether  it  will 
authorize  any  statewide  PSRO's;  the  legislation  leaves 
this  an  option  but  the  guidelines  are  not  out  yet.  A 
districting  plan  for  such  a  PSRO  has  been  drawn  up, 
with  none  of  the  1  1  districts  having  less  than  300 
physicians  in  it,  a  figure  which  has  been  mentioned  as 
important  in  the  preliminary  planning  discussions. 
Dr.  Sohmer  and  his  committee  deal  with  this  rapidly 
developing  issue  on  a  daily  basis,  and  the  Society  can 
feel  itself  well  represented  in  a  developing  govern- 
ment program  which  is  upon  us,  like  it  or  not.  Their 
feeling,  and  one  not  contested  by  the  Legislative 
Committee  or  the  Council,  is  that  the  efforts  of  some 
other  states  to  have  the  legislation  repealed  are  un- 
realistic. 

The  Council  approved  several  recommendations 
from  the  Chronic  Illness  Committee.  One  asks  that 
long-term  care  facilities  employ  a  physician,  and  fol- 
low the  AMA's  guidelines  for  their  operation.  An- 
other called  attention  to  North  Carolina's  unenviable 
position  as  twelfth  highest  nationally  in  the  number 
of  new  tuberculosis  cases,  60  percent  of  them  in  pa- 
tients over  45  years  old,  and  70  percent  of  them  in 
men.  Their  recommendations  were  that  an  active  case 
finding  program,  based  on  tuberculin  testing,  be  car- 
ried out,  with  new  cases  being  treated  initially  in  a 
properly-equipped  hospital,  and  kept  on  a  two-year 
drug  treatment  program.  The  Mental  Health  Com- 
mittee finds  many  problems  with  the  new  statute  deal- 
ing with  commitment  of  psychotic  people,  and  will 
work  with  the  Legislative  Committee  in  seeking  its 
revision.  The  requirement  that  cases  be  heard  before 
a  District  Court  judge  works  a  hardship  on  patients, 
families,  and  physicians  in  small  towns;  there  needs 
to   be   clarification   of   the   physician's   responsibility 
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for  treating  the  patient  until  a  judicial  hearing  can 
be  held;  provisions  for  restraint  prior  to  the  hearing 
need  attention;  and  finally  the  possibilities  of  al- 
lowing commitment  to  a  private  institution  as  well  as 
to  public  hospitals  needs  consideration.  No  action  was 
taken  by  the  Council  on  these  matters  at  this  time. 
The  Council  recommended  that  meningitis  due  to 
H.  influenzae  be  made  a  reportable  disease,  owing 
to  the  damaging  effects  of  this  illness  and  the  possi- 
bility that  full  appreciation  of  its  prevalence  will  aid 
in  the  development  and  use  of  a  vaccine. 

The  Legislative  Committee  is  always  one  of  the 
Society's  most  active,  and  the  advent  of  annual  ses- 
sions will  accelerate  their  pace  considerably.  In  Dr. 
Bruton's  presentation,  as  well  as  at  other  times  in  the 
Council  meeting,  the  need  for  a  full-time  legislative 
liaison  person  was  discussed.  Both  Florida  and  Geor- 
gia have  such  a  person,  and  find  them  extremely 
effective  in  making  sure  that  adequate  information  on 
medically-related  proposals  is  available  to  the  law- 
makers. The  Council  reendorsed  the  AMA's  Medi- 
credit  legislative  proposal,  and  the  Committee  will 
renew  its  efforts  to  gain  support  for  the  bill  among 
our  Congressional  delegations.  Legislation  will  be 
sought  to  keep  PSRO  proceedings  confidential.  The 
legislative  reception  held  this  year  was  attended  by 
over  50  percent  of  the  legislators,  and  will  be  repeated 
in  1975.  Efforts  are  continuing  to  establish  a  "Doctor 


of  the  Day"  program  in  the  legislature,  something 
which  has  been  going  on  in  other  states.  A  volunteer 
physician  would  spend  a  day  at  the  legislature  to  take 
care  of  medical  emergencies,  sending  a  report  on  what 
is  done  to  the  legislator's  physician.  This  physician 
would  have  absolutely  no  "lobbying"  duties;  his  pres- 
ence would  be  purely  medical.  The  Committee  hopes 
to  have  a  legislative  contact  man  in  every  county  so- 
ciety; this  person  would  contact  local  legislators  on 
issues  of  importance  to  medicine. 

The  Council  went  on  record  in  opposition  of  effort 
being  made  to  do  away  with  what  is  called  "coor- 
dination of  benefits"  in  the  provisions  of  health 
insurance  policies.  This  refers  to  the  present  practice 
of  reducing  payments  when  there  is  more  than  one 
insuror,  something  which  keeps  down  the  cost  of 
policies  and  through  them  the  apparent  cost  of  medi- 
cal care.  When  a  patient  is  paid  the  full  cost  of 
charges  from  several  policies  he  may  actually  be  get- 
ting a  refund,  and  the  statistics  about  medical  care 
expenses  are  inflated  unduly. 

A  number  of  changes  are  being  carried  out  in  the 
format  of  the  annual  meeting.  One  of  the  proposed 
changes  would  be  a  major  departure  from  tradition — 
the  moving  of  the  annual  meeting  from  May  to  Sep- 
tember, considered  by  some  an  advantage  because 
specialty  society  meetings  are  so  common  in  May. 
Others  thought   that  this  might  be  offset  by  family 
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distractions  associated  with  the  return  of  children  to 
school  and  college.  Along  with  other  annual  meeting 
matters  Society  members  will  have  a  chance  to  ex- 
press themselves  in  a  questionnaire  to  be  sent  to 
everyone  from  the  headquarters  staff.  The  general 
sessions  at  the  annual  meeting  will  emphasize  con- 
tinuing education  for  continued  membership.  The 
first  two  days  from  9:00  a.m.-3:30  p.m.  will  be  de- 
voted to  recent  medical  developments  brought  to  the 
members  by  leaders  in  the  fields  being  discussed.  The 
last  day  would  be  given  to  socioeconomic  matters.  A 
number  of  things  formerly  done  at  the  annual  meet- 
ing will  be  moved  to  the  local  level — awards  and  50- 
year  pin  presentations,  for  example.  The  Auxiliary 
will  take  over  the  presentation  of  AMA-ERF  funds. 

The  Medical  Education  Committee  is  developing 
forms  to  be  used  in  recording  the  types  of  continu- 
ing education  undertaken  by  a  member  in  meeting 
the  requirement  for  membership,  as  directed  by  the 
House  of  Delegates.  The  Committee  is  recommend- 
ing 50  hours  of  such  work  annually.  Reading,  lec- 


tures, and  courses  are  examples  of  things  which 
would  go  into  the  time  recorded.  There  was  some 
objection  to  including  reading,  but  it  was  pointed 
out  that  there  is  no  way  to  police  what  a  member 
does  short  of  examination,  and  reading  is  a  good  way 
of  learning.  Because  of  some  confusion  over  what  is 
being  sent  to  the  House  of  Delegates  as  a  resolution, 
county  societies  will  be  furnished  instructions  for  sub- 
mitting them.  Communications  to  headquarters  con- 
cerning resolutions  should  indicate  whether  the  reso- 
lution has  been  presented  at  a  meeting  of  the  county 
medical  society,  whether  it  has  been  approved  by  a 
majority  of  the  county  medical  society  members, 
and  whether  it  is  sent  to  headquarters  as  a  resolu- 
tion to  be  presented  to  the  Executive  Council  and 
the  House  of  Delegates. 

What  has  appeared  thus  far  is  only  a  small  part  of 
what  was  discussed  at  the  meeting.  The  full  transcript 
will  appear  before  too  long,  and  will  be  available 
through  the  councilors. 
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Services 


SCHOOL  POLICIES  FOR  FIRST  AID 

Ralph  H.  Kunstadter,  M.I).. 
Fellow,  American  Academy  of  Pediatrics 

Emerency  pediatric  care  incorporates  the  facilities 
and  skills  of  personnel  in  the  school  system  as  well  as 
those  of  hospital  and  medical  centers.  The  American 
Academy  of  Pediatrics  recommends  that  a  number  of 
policies  be  incorporated  as  guidelines  for  personnel 
training  and  student  education  to  insure  the  best 
emergency  preparation. 

Staff  members,  especially  those  teaching  and  su- 
pervising physical  education  and  athletic  events, 
should  be  competent  in  first  aid  techniques.  Refresher 
courses  should  be  offered  regularly. 

During  interscholastic  contests  of  contact  and  high 
hazard  sports,  a  physician  should  be  in  attendance. 
He  should  also  be  on  call  during  practice  sessions. 

In  an  emergency,  while  first  aid  is  being  adminis- 
tered at  the  school,  parents  and  the  student's  personal 
physician  should  be  notified.  Later  a  notation  must  be 
made  on  the  student's  health  record  as  to  the  type  of 
accident  or  illness  and  the  aid  rendered.  (A  copy  of 
this  record  may  go  with  the  patient  if  he  is  transferred 
to  an  emergency  facility,  or  kept  by  him  for  his  own 


files.)  If  it  is  necessary  to  send  die  student  home,  he 
should  be  accompanied  by  a  school  official  who  will 
place  him  in  the  care  of  a  parent  or  guardian. 

As  part  of  school  facilities,  a  first  aid  room  or  area 
ought  to  be  made  available  and  supplied  with  suffi- 
cient first  aid  equipment  to  meet  any  emergency 
(blankets,  stretchers,  folding  screen,  table,  splint  ma- 
terial, etc.).  First  aid  kits  are  to  be  placed  in  other 
parts  of  the  building,  handy  and  ready  for  use. 

First  aid  education  and  student  training  in  how  to 
handle  emergencies  is  an  important  facet  of  school 
emergency  preparation.  First  aid  classes  can  be  given 
at  all  age  levels  and  should  even  be  "obligatory  in 
high  schools  and  for  drivers  licensure."  Skilled  stu- 
dents may  be  singled  out  for  special  training  so  they 
are  prepared  in  case  of  a  school  accident.  Several, 
too,  should  receive  specific  instruction  if  they  are  in- 
volved in  after-school  activities. 

Training  should  include  the  maintenance  of  air 
passageways  (ventilation  and  artificial  respiration), 
the  control  of  hemorrhage,  immobilization  of  frac- 
tures and  moving  a  patient  without  compounding  the 
injuries. 

School  first  aid's  best  feature  is  the  prevention  of 
accident.  This  may  be  achieved  through  the  practice 
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of  "evacuation  drills  and  related  emergency  proce- 
dures." Specific  instructions  for  such  procedures 
should  be  set  down,  understood  and  followed  by 
faculty,  staff  members  and  students  alike.  Such  pre- 
cautionary measures  may  help  reduce  the  accident 
count  in  the  athletic  field,  gymnasium,  swimming 
pool,  shower  and  locker  room. 

These  suggested  policies  and  practices  are  merely 
broad  guidelines  for  first  aid  administration  in 
schools.  They  are  important  factors  in  pediatric  emer- 


gency medical  care  because  emergencies  occur  fre- 
quently within  the  school  enviroment. 


From  "Emergency  Medicine  Today,"  AM  A  Com- 
mission on  Emergency  Medical  Services,  Volume  2, 
Number  6,  John  M.  Howard,  M.D.,  Editor.  Original 
article  may  be  obtained  from  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 


Bulletin  Board 


WHAT?  WHEN?  WHERE? 


In  Continuing  Education 
November  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "for 
information." ) 

In  North  Carolina 
November  28 

Steroid   Therapy — one    in    a    series   of   pharmacy    seminars 

on  selected  subjects. 
Place:  New  Hanover  Memorial  Hospital,  Wilmington;  9:00- 

11:00  PM 
Sponsors:    School    of   Pharmacy,    UNC-Chapel    Hill;    New 

Hanover  Pharmaceutical  Society;  Wilmington  Area  Health 

Education  Center 
Fee:  $5.00 
The  speaker  for  this  seminar  will  be  Charles  C.   Pulliam, 

Assistant  Professor,  Clinical  Pharmacy,  UNC-Chapel  Hill 
For  information:   Claude  U.  Paoloni,  Director,  Continuing 

Education,  School  of  Pharmacy,  UNC,  Chapel  Hill  27514 

November  28 

Dialysis  and  the  Role  of  the  Pharmacist  in  the  Community 

— one    in    a    series    of    pharmacy    seminars    on    selected 

subjects. 
Place:  Wilson  Memorial  Hospital;  9:00-11:00  PM 
Sponsors:   School  of  Pharmacy,  UNC-Chapel  Hill:  Wilson 

County  Pharmaceutical  Association;  Area  L  Area  Health 

Education  Center 
Fee:  $5.00 
The   speaker   for   this   seminar  will   be   William    R.   Adams, 

Chief  Pharmacist,  Wilson  Memorial  Hospital 
For  information:   Claude  U.  Paoloni.  Director,  Continuing 

Education,  School  of  Pharmacy,  UNC,  Chapel  Hill  27514 

November  30-December  1 

Noteworthy  Topics  in  Internal  Medicine,  3rd  Annual  Semi- 
nar in  Medicine 

Place:  Babcock  Auditorium 

Fee:  $50.00 

For  Information:  Emer)  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of 
Medicine.  Winston-Salem  27103 


January  10-12 

Non-Invasive  Methods  in  Cardiac  Diagnosis 

Place:  Berryhill  Hall,  School  of  Medicine,  UNC 

Sponsors:  Division  of  Cardiology,  UNC  and  The  American 

College  of  Cardiology 
Fee:  Members  $100.00;  Non-members  $150.00 
For  Information:    Mary  Anne   Mclnerny,  Director,  Depart- 
ment of  Continuing  Education  Programs,  American  Col- 
lege of  Cardiology,  Bethesda,  Md.  20014 

January  18-19 

Management  of  Peptic  Ulcer  (Medical  and  Surgical  Ap- 
proaches), 4th  Annual  Surgical  Symposium 

Place:  Babcock  Auditorium 

Fee:  $100.00 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of 
Medicine,  Winston-Salem  27103 

February  1-2 

1974  Leadership  Conference,  North  Carolina  Medical  So- 
ciety 

This  conference  is  designed  especially  for  new  officers, 
committee   members,   and   others   who  carry   leadership  re- 
sponsibility for  any  activities  of  the  Society;  it  is  open  to 
any  member  of  the  Society. 
Place:    North   Carolina   Medical    Society   Building,   Raleigh 

(Please  note  change  from  previous  location.) 
For  Information:  Mr.  William  N.  Hilliard,  Executive  Direc- 
tor, P.  O.  Box  27167,  Raleigh  2761  I 

February  13 

Winqate   M.   Johnson   Memorial   Lecture 

Place:  Babcock  Auditorium  (8:00  PM) 

For  information:  Emery  C.  Miller,  M.D..  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 

February   15-16 

31st  Annual  Watts  Symposium 
Place:   Durham  Hotel 
For   Information:    Clarence    Bailey, 
Road,  Durham  27705 

February  20 

Second  District  Medical  Society  Annual 
Place:  Ramada  Inn,  New  Bern 
Scientific  Session— 2:00  PM 


M.D.,    1824   Hillandale 


Meeting 
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Banquet:  7:00  PM;  speaker — George  Gilbert,  M.D.,  Presi- 
dent, North  Carolina  Medical  Society 

For  Information:  Zack  J.  Waters,  M.D.,  800  Hospital  Drive. 
New  Bern  28560 

March  14 

Malignant  Disease  Symposium  on  Carcinoma  of  the  Lung 
Sponsors:    Department  of  Surgery  and   the   Office  of  Con- 
tinuing Education 
For    Information:    Miss   Ann    Francis,    Administrative    As- 
sistant, Office  of  Continuing  Education,  School  of  Medi- 
cine, UNC,  Chapel  Hill  27514 

March  21-23 

Hematology  and  Oncology  Post  Graduate  Course 

Place:  Duke  University  School  of  Medicine 

Director:  Wayne  Rundles,  M.D.,  Professor  of  Hematology. 
Duke  University. 

For  Information  and  registration  forms:  American  College 
of  Physicians,  4200  Pine  Street,  Philadelphia,  Pennsyl- 
vania 19104 

March  25-27 

Tutorial  Postgradute  Course:  Radiology  of  the  Chest 
This  course  is  designed  both  for  radiologists  in  training 
and  those  in  practice.  The  tutorial  format  and  limited 
registration  will  allow  a  larger  than  usual  faculty-student 
ratio  and  personalized  instruction  to  those  enrolled.  Guest 
faculty  have  been  chosen  both  for  their  excellence  in  their 
respective  topics,  and  for  their  effective  use  of  the  tutorial 
approach.  During  one  hour  tutorial  sessions  12  registrants 
will  join  one  faculty  member  in  a  separate  quiet  room  with 
a  bank  of  viewboxes  for  organized  film  reading-discussions, 
with  10-12  case  presentations  on  a  basic  subject  or  two. 
Registrants  are  invited  to  bring  interesting  cases  for  consul- 
tation with  the  "experts." 
Place:  Durham  Hotel-Motel,  Durham 
Credit:  21  hours  AMA  "Category  One"  accreditation 
Fee:  $200.00 

For  Information:  Robert  McLelland,  M.D.,  Department  of 
Radiology,  Box  3808,  Duke  University  Medical  Center. 
Durham  27710 

March  26-28 

Cardiac  Arrhythmia  Course 

Place:  Duke  Hospital  Orthopedic  Clinic,  Room  1367 
For   Information:    Galen   Wagner,   M.D.,   Box    3327,   Duke 
University  Medical  Center,  Durham  27710 


Sponsors:  Pediatric  (Child)  Neurology  of  the  University 
of  Virginia,  Medical  College  of  Virginia — Virginia  Com- 
monwealth   University,    and    King's    Daughters    Hospital 

Credit:    10V4    prescribed    hours    A  AFP    credit    applied    for. 

Fee:  $60;  includes  registration  and  lunch 

Enrollment  limited  to  sixty  persons 

For  Information:  Dr.  Ronald  B.  David,  Box  211.  Medical 
College  of  Virginia,  Richmond,  Virginia  23298 

January  21-24 

The  Alton  D.  Brashear  Postgraduate  Course  in  Head  and 
Neck  Anatomy 

The  primary  teaching  method  of  this  course  is  the  dis- 
section of  the  head  and  neck.  Fresh  specimens  (unpre- 
served),  are  used  to  be  as  life-like  as  possible.  Individual, 
surgical  approaches  and  manipulations  are  welcomed.  Lec- 
tures and  demonstrations  will  augment  the  laboratory  dis- 
sections. 

On  Friday,  January  25  the  laboratory  will  be  open  and 
specimens  will   be  available   if  special   individual  dissection 
is  desired.   All   members  of  the  staff  of  the  department  of 
anatomy  will   be   available  for  consultation   and   assistance. 
Registration:   Tuition  $175.00;  $90.00  for  students  in  resi- 
dency  programs.    Class   size    limited    to    32;    applications 
processed  in  order  received.  Course  open  to  any  individual 
who   holds  one  of  the  following  degrees:    M.D.,  D.D.S., 
D.M.D.,  Ph.D..  or  equivalent. 
Sponsors:   Department  of  Anatomy  in  cooperation  with  the 
Department  of  Continuing   Education,   Schools  of  Medi- 
cine and  Dentistry. 
For    Information:     Dr.     Hugo    R.    Seibel,    Department    of 
Anatomy,   Medical  College  of  Virginia,   Box  906 — MCV 
Station,  Richmond,  Virginia  23298 

April  20-24 

"Selection  of  Materials  for  Reconstructive  Surgery,"  the 
Sixth  International  Biomaterials  Symposium 

Designed  to  bring  together  clinicians  in  orthopedics,  oral 
surgery,  plastic  and  reconstructive  surgery  with  leading  re- 
searchers in  biomaterials,  biomechanics,  biophysics  and 
experimental  surgery 

Place:  Clemson  University,  Clemson,  South  Carolina 

For  Information:  Dr.  Samuel  F.  Hulbert,  Dean  of  Engi- 
neering. Tulane  University.  New  Orleans,  Louisiana  701 18 


March  28 

Wilson  County  Hospital   Symposium  on  Obesity.  Nutrition 

&  Physical  Fitness 
Sponsors:   Wilson  County  Medical   Society  and  The  North 

Carolina  Academy  of  Family  Physicians 
For  Information:   Gloria  Graham,  M.D.,  Wilson  Memorial 

Hospital,  Wilson  27893 

April  1-2 

Postgraduate  Course:  Obstetrics  and  Gynecology 

Place:  Babcock  Auditorium 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine. Winston-Salem  27103 


In  Contiguous  States 
November  27-29 

Clinico-Pathologic    Correlations    in    Cardiovascular    Disease 

Place:  Williamsburg  Conference  Center,  Williamsburg 
Lodge,  Williamsburg,  Virginia 

Fee:  Members  $125;  non-members  $175 

Accredited  by:  AMA  and  Maryland  State  Board  of  Edu- 
cation 

For  Information:  Miss  Mary  Anne  Mclnerny,  Director, 
Department  of  Continuing  Education  Programs,  Ameri- 
can College  of  Cardiology?  9650  Rockville  Pike.  Bethesda. 
Maryland  20014 

December  7-8 

Neurologic  Problems  of  Infancy  and  Childhood 

Place:    Cascades    Meeting    Center.    Williamsburg.    Virginia 


NEW  MEMBERS 

of  the  State  Society 


Allen,  Hobart  Theodore,  MD  (GP).  3719  Spaulding  Dr.. 
Winston-Salem  27103 

Auman.  George  Louis.  MD  (Pd).  3801  Computer  Dr.. 
Raleigh  27609 

Crutchfield.  Wm.  Monroe.  MD  (Otol).  1202  Carolina  Ave., 
Elizabeth  City  27909 

Chaplin,  Don  Clarence,  MD  (D).  Kernodle  Clinic.  Burling- 
ton 27215 

Crowe,  James  Earl,  MD  (PDR),  2915  Bitting  Rd..  Win- 
ston-Salem 27104 

Garoutte.  John  Virgil.  MD  (OrSl.  283  Biltmore  Ave.. 
Asheville  28801 

Gilbert,  Michael  Terry,  MD  (Oph),  1142  N.  Road  St.. 
Elizabeth  City  27909 

Gregory,  Hugh  Stanley.  MD  (Otol).  285  McDowell  St.. 
Asheville  28801 

Harper.  Larry  Olen.  MD  (IM).  Kernodle  Clinic.  Burling- 
ton 27215 

Hudson.  Edward  Valentine,  MD  (OALR).  1830  Hillandale 
Rd..  Durham  27705 

Larson,  David  Wilbur.  MD  (IM).  Spruce  Pine  Hosp.. 
Spruce  Pine  28777 

Mellow.  Joseph  Anthony.  MD  ((Gyn),  Country  Club  Rd., 
Roaring  Gap  28668 

Messervy.  Thomas  Walker.  MD  ((P).  9  Dixie  Dr..  Rt.  4. 
Chapel  Hill  27514 
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Rice,  Lucian  Candler,  Jr.,  MD  (IM),  520  Biltmore  Ave., 
Asheville  28801 

Schiavi,  Frank,  Jr.,  MD  (ORS),  712  Wilkins  St.,  Smith- 
field  27577 

Smith,  Charles  W.,  Jr.  (Student),  12-B  Justice  St.,  Chapel 
Hill  27514 

Spicer,  Edward  Robert  Polk,  MD  (P),  165  Mahaley  Ave., 
Salisbury  28144 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Robert  W.  Prichard,  professor  of  pathology  at 
the  Bowman  Gray  School  of  Medicine,  has  been 
named  chairman  of  the  Department  of  Pathology. 

He  succeeds  Dr.  Robert  P.  Morehead,  who  has 
headed  the  department  for  the  past  27  years.  Dr. 
Morehead  asked  last  year  to  be  relieved  of  his  admin- 
istrative duties.  He  will  continue  as  a  clinical  profes- 
sor of  pathology. 

Dr.  Prichard  has  served  as  acting  chairman  of  the 
department  since  May  1.  He  has  been  a  member  of 
the  Bowman  Gray  faculty  for  22  years  and  has  been 
director  of  the  medical  center's  laboratories  for  the 
past  16  years. 

He  has  served  as  editor  of  the  North  Carolina 

Medical  Journal  for  the  past  nine  years. 
$  *  # 

Dr.  Paul  M.  James,  associate  professor  of  surgery 
at  the  Bowman  Gray  School  of  Medicine,  has  been 
appointed  director  of  the  medical  center's  Clinical 
Research  Unit. 

The  unit  is  designed  to  permit  physicians  and 
medical  scientists  to  concentrate  their  skills  on  the 
study  and  treatment  of  a  relatively  small  number  of 
patients  with  special  diseases  and  disorders. 

Dr.  James  succeeds  Dr.  Herman  E.  Schmid,  pro- 
fessor of  physiology.  Dr.  James  will  continue  his  re- 
sponsibilities in  the  Department  of  Surgery,  where  he 
is  particularly  active  in  the  areas  of  vascular  surgery 

and  organ  transplantation. 

*  *  * 

Dr.  J.  Maxwell  Little,  chairman  of  the  Department 
of  Pharmacology  at  the  Bowman  Gray  School  of 
Medicine  for  the  past  ten  years,  has  resigned  his  ad- 
ministrative duties  to  return  to  full-time  teaching  and 
research. 

The  department  is  being  reorganized  as  a  section  of 
the  Department  of  Physiology.  Dr.  Ivan  W.  F.  David- 
son, professor  of  pharmacology,  has  been  named  di- 
rector of  the  new  section. 

With  the  reorganization,  emphasis  will  be  placed 
on  the  development  of  strong  programs  of  basic  phar- 
macology, clinical  pharmacology,  and  therapeutics. 
Plans  also  call  for  broadening  the  program  of  grad- 
uate studies  in  pharmacology,  presently  one  of  six 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development .} 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development } 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue  A  decrease 
in  fibula  growth  rale  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  it  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a  problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsuscepttble  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perlorm  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A  beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 
Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus, 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated.  a  total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a  period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children -3  to  6  mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  30pme 

[menhacycline  HCI] Capsu les 

Delivers  from  the  very  first  dose: 

udies  show  that  after  the  first  dose  serum  levels  rapjdjy  rise  above 
minimum  in  vitro  inhibitory  concentrations 

*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


analgesic 

RELIEVES    $J  PAI N 


Usage:  Apply  where  it  hurts  with  gentle 
massage.  May  be  repeated  as  often  as 
necessary.  A  first  aid  in  injuries,  reliev- 
ing pain  and  discouraging  infection.  Use- 
ful in  industrial  clinics — collegiate  and 
professional  athletic  training  programs. 

*You  may  request  a  clinical  supply. 


Dispensed  in  4  oz.  bottles,  6  oz.  V& 
pint  and  half  gallon  bottles. 


"*'  "^re  it   hurls   with  gentle   ma 
"•»  be  repeated  as  often  as  rteces 

HE!  .'/T.6  0Z. 

S  ^i  UHDER  PRESSUHE-StE  C»UTP0»  HIM 


WILLIAM    P.   POYTHRESS    &    COMPANY,    INC. 


USAGE 
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Apply  where  it  hurts  with  gentle  massage. 
May  be  repeated  as  often  as  necessary 


MU POYTHRESS  SCO. .INC.. RICHMOND.  V».!3»l 

UoufKlur.r.  lor  rrrc  '/■•'.::»    P'olttkion  Since  1BS6 


=r-Jf        RICHMOND,  VIRGINIA  23261 


programs  at  the  medical  school  leading  to  the  M.S. 

and  Ph.D.  degrees. 

*  *  * 

Dr.  Charles  L.  Spurr,  professor  of  medicine  at  the 
Bowman  Gray  School  of  Medicine,  has  been  ap- 
pointed to  the  Extramural  Board  of  Directors  for  the 
Cancer  Research  and  Training  Program  at  the  Medi- 
cal University  of  South  Carolina. 

*  *  * 

Dr.  James  F.  Toole,  professor  and  chairman  of 
the  Department  of  Neurology  at  the  Bowman  Gray 
School  of  Medicine,  spoke  on  "Transient  Ischemic 
Attacks:  Prognosis  and  Complications"  during  the 
Tenth  International  Congress  of  Neurology  in  Bar- 
celona. 

*  *  * 

Dr.  Roscoe  L.  Wall,  Jr.,  clinical  associate  professor 
of  obstetrics  and  gynecology  at  the  Bowman  Gray 
School  of  Medicine,  has  been  named  chairman  of  the 
Session  Management  Committee  of  the  American 
Fertility  Society. 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


Duke  University  has  announced  a  three-year  cam- 
paign to  raise  $162  million  for  university  develop- 
ment. 

The  financial  effort,  the  largest  ever  undertaken  by 
Duke,  will  primarily  seek  funds  for  named  profes- 
sorships, student  financial  aid,  library  support,  fac- 
ulty research,  and  unrestricted  and  maintenance  en- 
dowment. 

Known  as  "The  Epoch  Campaign — a  time  for 
greatness  at  Duke,"  the  campaign  is  being  headed 
at  the  trustee  level  by  Edwin  L.  Jones  Jr.  of  Char- 
lotte. 

At  the  Medical  Center,  a  portion  of  the  funds 
from  the  campaign  will  be  used  toward  construction 
of  three  cancer  research  and  treatment  buildings,  a 
medical  center  library,  and  expansion  of  the  43-year- 
old  Duke  Hospital. 

An  Illinois  businessman,  a  Raleigh  native  who  is  a 
member  of  the  California  state  cabinet,  and  a  Colo- 
rado pediatrician  have  accepted  appointments  to 
the  Medical  Center  Board  of  Visitors. 

The  19-member  Board  of  Visitors  meets  at  Duke 
for  a  two-day  session  each  spring  to  hear  reports  on 
the  medical  center's  activities  and  programs  and  to 
make  recommendations. 

The  three  new  members  are: 

Karl  D.  Bays,  president  and  chief  executive  of- 
ficer of  American  Hospital  Supply  Corp.,  a  multi- 
national manufacturer  and  distributor  of  health  prod- 
ucts  and   services,   headquartered   in   Evanston,   111. 


Dr.  Earl  W.  Brim,  California  Gov.  Ronald  Rea- 
gan's Secretary  of  Health  and  Welfare. 

Dr.  C.  Henry  Kempe,  professor  and  former  chair- 
man of  the  Department  of  Pediatrics  at  the  Univer- 
sity  of  Colorado   School   of   Medicine   in   Denver. 

Brian,  31,  is  a  native  of  Raleigh  and  received  his 
medical  education  at  Duke,  graduating  in  the  class  of 
1966. 

He  served  a  surgical  internship  at  the  Stanford 
University  Medical  Center.  He  currently  holds  medi- 
cal appointments  at  the  University  of  Southern  Cali- 
fornia, the  University  of  California  at  Davis,  and  the 
Sacramento  Medical  Center. 

*  *  * 

A  pediatrician  at  Duke  has  been  awarded  a  March 
of  Dimes  research  grant  to  study  a  hormone  which 
has  been  linked  to  various  complications  of  preg- 
nancy that  threaten  fetal  growth  and  survival. 

The  $31,352  grant  was  awarded  to  Dr.  Stuart 
Handwerger,  assistant  professor  of  pediatrics. 

Handwerger  will  study  human  placental  lactogen 
(HPL),  a  hormone  produced  by  the  placenta  during 
pregnancy.  Low  levels  of  this  hormone  are  closely 
linked  to  complications  of  pregnancy  which  can  cause 
brain  damage  or  death  in  the  unborn  child. 

:■«  s(t  Jfc 

Mary  Ann  Forciea  of  Colerane,  Minn.,  has  re- 
ceived the  $500  Wilburt  C.  Davison  Scholarship  for 
1973. 

A  third-year  medical  student.  Miss  Forciea  spent 
part  of  the  summer  at  the  University  of  Glasgow  in 
Scotland  studying  geriatric  medicine  as  part  of  her 
Davison  scholarship  work. 

This  year's  entering  class  in  the  medical  school 
has  four  times  as  many  women — 32 — as  the  senior 
class.  Eight  of  the  women  are  from  North  Carolina. 

Students  in  the  first-year  class  are  from  31  states, 
the  District  of  Columbia,  and  Puerto  Rico.  North 
Carolina  has  the  largest  representation  with  28. 

The  school  received  3,621  applications  for  the  1 14 
openings. 

The  North  Carolinians  in  the  first-year  class  are: 

Beverly  S.  Adams,  Majorie  A.  Boeck,  Robert  Bur- 
gess Bressler,  Edward  G.  Buckley,  Ralph  Lawrence 
Ely  III,  Robert  D.  Francis,  Gail  Hurd  Gallemore, 
Richard  Krull,  W.  Paul  Nichol,  and  Linda  Gage 
White,  all  from  Durham. 

Robert  Lee  Bloomfield,  Sarah  F.  Wilkerson,  and 
Henry  S.  Willis  III  of  Chapel  Hill;  Paul  P.  Gilbert 
of  Statesville;  Larry  C.  Harris  of  Fayetteville;  Law- 
rence B.  Holt,  Jr.  of  Winston-Salem;  Claude  Le- 
Bernian  Hughes,  Jr.  of  New  Bern;  Marvin  E.  Lym- 
beris  and  Olivia  Diane  Stinson  of  Charlotte;  Gary 
Michael  Miller  of  Jefferson. 

James  W.  McGinnis  Jr.  and  Dannie  L.  Steward  of 
Cary;  Wendy  Carol  Paulson  of  Camp  Lejeune;  Rob- 
ert B.  Stanley  Jr.  of  High  Point; 

Joey   Lee   Trantham   of  Marble;   Charles   Danny 
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Waldrop  of  Columbus;  Bertram  E.  Walls  of  Chad- 
bourn;  and  Larry  Wayne  Williams  of  Granite 
Quarry. 

Ift  s|c  Of 

Changes  in  Duke  Hospital  administration  have 
included  the  promotions  of  John  M.  Stribling  and 
Michael  J.  Schwartz  from  unit  administrators  to 
assistant  directors. 

Samuel  R.  Huston,  associate  administrative  direc- 
tor, resigned  to  become  associate  administrator  of 
University  Hospitals  in  Cleveland.  He  had  come  to 
Duke  from  Cleveland  in  1971. 

Three  Duke  researchers  traveled  to  Copenhagen, 
Denmark,  earlier  in  the  fall  to  participate  in  the  Sec- 
ond International  Cleft  Lip  Palate  Congress.  Dr. 
Galen  W.  Quinn,  professor  of  orthodontics,  presented 
a  paper  entitled  "Rapid  Presurgical  Retraction  of  the 
Premaxilla." 

Dr.  Raymond  Massengill  Jr.,  associate  professor 
and  speech  pathologist  for  the  Duke  cleft  palate 
team,  presented  a  paper  and  a  film  about  speech 
problems  of  the  individual  with  cleft  lip  palate.  Dr. 
Edward  Clifford,  associate  professor  of  both  medical 
psychology  and  surgery,  participated  in  a  symposium 
on  the  psychological  aspect  in  the  treatment  of  cleft 
lip  palate  individuals. 

Earlier,  Quinn  presented  a  paper  entitled  "Ortho- 
dontic Treatment  for  the  Cleft  Palate  Child"  at  the 
Third  International  Orthodontic  Congress  in  Lon- 
don. 

*  *  * 

The  American  Cancer  Society  has  awarded  a  two- 
year  grant  to  a  medical  center  researcher  who  is 
investigating  the  biochemistry  of  RNA  tumor  viruses. 

The  $46,000  award  was  made  to  Dr.  Jonathan  P. 
Leis,  who  came  to  Duke  this  fall  from  the  Albert 
Einstein  College  of  Medicine  in  New  York.  Leis  is  an 
assistant  professor  of  both  surgery  and  virology  at 
Duke. 

The  title  of  the  study  is  "Transcription  and  Trans- 
lation of  Tumor  Virus  RNA." 

Leis  is  working  in  the  surgical  virology  labora- 
tory, which  is  involved  in  a  large  scale  effort  con- 
cerning the  relationships  of  tumor-casuing  viruses  to 
human  cancer.  The  laboratory  is  under  the  direction 
of  Dr.  Dani  P.  Bolognesi  and  Dr.  Samuel  A.  Wells, 
both  associate  professors  of  surgery. 


News  Notes  from  the — 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION   OF  HEALTH  AFFAIRS 


A  powerful,  new  growth-promoting  hormone  has 
been  extracted  from  human  blood  for  the  first  time  at 
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the  University  of  North  Carolina  School  of  Medi- 
cine. 

Dr.  Judson  J.  Van  Wyk  made  the  announcement 
Oct.  9  in  a  keynote  address  before  a  national  sym- 
posium on  growth  hormone  in  Baltimore. 

Called  "somatomedin,"  the  newly  purified  hor- 
mone holds  great  promise  as  a  stimulator  of  growth 
in  dwarfed  children,  Van  Wyk  said. 

The  hormone  is  absent  in  the  blood  of  certain 
dwarfed  children  and  is  greatly  increased  in  patients 
who  have  growth  hormone-producing  tumors,  the 
UNC  researcher  said. 

Van  Wyk,  a  pediatric  endocrinologist,  sees  the  iso- 
lation of  the  hormone  as  a  major  milestone  in  the 
search  for  the  secrets  of  human  growth. 

"We  may  be  on  to  something  here  which  could 
open  doors  in  medicine  we  never  before  dreamed 
of,"  Van  Wyk  said.  "Scientists  concerned  with  the 
growth  of  dwarfed  children  are  not  the  only  ones 
interested  in  the  secrets  of  growth.  Somatomedin 
stimulates  growth  throughout  the  body,  so  there  is 
great  interest  in  the  hormone  by  cancer  researchers. 
It  is  possible  that  by  showing  how  cells  grow  we  can 
provide  new  clues  to  more  effective  treatment  of  leu- 
kemia and  other  cancer  victims." 

Van  Wyk  cautioned  that  clinical  testing  of  soma- 
tomedin is  not  yet  in  sight  because  of  the  scarcity 
of  the  pure  hormone. 

Two  tons  of  outdated  human  blood  plasma  were 
used  in  Chapel  Hill  to  isolate  one  milligram  of 
somatomedin. 

"Right  now  we  are  not  even  close  to  the  develop- 
ment of  synthetic  somatomedin,  but  we  are  getting 
within  reach.  First  it  will  be  necessary  to  work  out 
the  structural  details  of  the  hormone." 

At  present  the  total  supply  of  pure  somatomedin 
is  so  small  that  complete  identification  of  its  chemical 
structure  is  impossible.  Somatomedin  makes  up  only 
one  part  in  10  million  of  blood. 

Isolation  of  the  new  growth-promoting  hormone 
climaxes  six  years  of  research  for  the  University  of 
North  Carolina  scientists. 

*  *  * 

Dr.  Colin  G.  Thomas,  professor  and  chairman  of 
the  UNC  Department  of  Surgery,  spoke  on  the  dif- 
ferential diagnosis  of  thyroid  cancer  on  a  television 
program  at  the  annual  meeting  of  the  American  Col- 
lege of  Surgeons,  held  in  Chicago  in  October. 

In  addition  he  moderated  a  panel  on  "Surgery  of 
the  Thyroid."  Joining  him  were  Dr.  Joseph  A.  Buck- 
waiter,  who  discussed  the  results  of  surgical  treatment 
of  thyroid  cancer. 

Two  UNC  cardiothoracic  surgeons.  Dr.  Peter  J. 
K.  Starek  and  Dr.  Gordon  F.  Murray,  presented  and 
discussed  a  motion  picture  Starek  produced  on  the 
repair  of  a  hernia  in  the  area  of  the  diaphraghm. 

Dr.  James  Starling,  resident  in  surgery,  presented 
a  paper  on  the  "Influence  of  Lysosomal  Enzymes  on 
Human    Erythrocyte    Intracellular    Ion    Concentra- 
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The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■  Provides  rapid  relief  of 
constipation,  usually  within  2  to 
5  minutes 

■  Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■  Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■  Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■  Anatomically  correct,  pre- 
lubricated  rectal  tip  helps 
avoid  injury  to  bowel  wall 

■  Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a  physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a  physician. 
FREE  BOOKLET.  A  supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C  B.  FLEET  CO.,  INC. 
P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid 
to  constipation  relief 


tion,"  co-authored  by  Dr.  Herbert  J.  Proctor,  also 

a  member  of  the  department. 

*  *  * 

Dr.  Arthur  S.  Aylsworth  has  been  appointed  an 
instructor  in  the  Department  of  Pediatrics.  He  has 
been  an  instructor  at  the  University  of  Texas  Medi- 
cal School  since  1971.  A  graduate  of  Cornell  Uni- 
versity College  of  Engineering,  he  received  his  M.D. 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine. 

*  *  * 

The  Student-to-Student  Drug  Education  Program, 
which  has  brought  "straight  from  the  shoulder"  in- 
formation to  thousands  of  North  Carolina  students, 
teachers  and  other  school  personnel,  may  end  after 
this  current  school  year  due  to  lack  of  funds,  accord- 
ing to  Dr.  George  P.  Hager,  dean  of  the  UNC 
School  of  Pharmacy. 

Currently  in  its  fourth  year,  the  Student-to-Student 
Program  is  the  oldest  drug  education  service  in  the 
state  and  the  only  statewide  program  in  drug  educa- 
tion for  students. 

Dean  Hager,  in  announcing  a  recent  turn-down  of 
funding  by  the  State  Drug  Authority,  said  the  em- 
phasis now  is  being  given  to  community  programs 
which  deal  with  treatment  and  rehabilitation  "after 
the  kids  have  gotten  into  drugs." 

"Children  often  become  involved  with  drugs  be- 


cause they  are  not  aware  of  the  pitfalls,"  he  says. 
The    Student-to-Student    Program    provides    school 
children  with  factual,  non-biased,  unemotional  infor- 
mation on  drugs  by  other  young  people. 
*  *  * 

Dr.  George  H.  Cocolas,  professor  of  medical 
chemistry,  has  received  an  $18,485  grant  to  continue 
studies  in  the  transmission  of  nerve  messages  to 
muscles. 

The  U.  S.  Department  of  Health,  Education  and 
Welfare  grant  will  support  Cocolas'  project,  "Stereo- 
chemistry of  the  Cholinergic  Mechanism,"  for  one 
year.  This  original  research  may  lead  to  a  clearer 
understanding  of  certain  neurological  diseases  and 

the  drugs  used  to  treat  them. 

$  *  * 

Dr.  George  P.  Hager,  dean  of  the  School  of  Phar- 
macy, has  been  elected  to  membership  on  the  De- 
velopment Board  of  Lenoir  Rhyne  College,  Hickory. 

*  :■:  ^ 

A  reception  to  dedicate  the  McGavran  Conference 
Room  in  Rosenau  Hall  was  held  Sept.  20  at  the 
UNC  School  of  Public  Health.  Friends,  former  col- 
leagues, and  other  faculty  attended. 

As  dean  of  the  School  from  1947  to  1963,  Dr. 
McGavran  was  responsible  for  the  five-fold  growth 
in  faculty  and  a  dramatic  increase  in  enrollment  and 
in  number  of  degree  programs  offered.  He  was  in- 
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212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

Visiting  hours  2:00  P.M.  -  8:00  P.M.  daily. 

Accredited  by  the  Joint  Commission  on  Accreditation  and 
Certified  for  Medicare 
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strumental  in  obtaining  state  and  federal  funds  to 
construct  Rosenau  Hall,  occupied  in  1962,  and  now 
the  main  building  of  the  School  of  Public  Health. 

g|c  +  s)t 

Mrs.  Carol  J.  Rowland  Hogue,  research  associate 
in  the  Department  of  Epidemiology,  received  the 
first  annual  Award  for  Excellence  by  the  Statistics 
and  Epidemiology  Section,  North  Carolina  Public 
Health  Association. 

The  award  was  presented  by  Dr.  Bernard  G. 
Greenberg,  dean  of  the  UNC  School  of  Public 
Health,  at  the  Section  meeting  in  Raleigh  on  Sept.  26. 

Mrs.  Hogue  was  cited  for  study  of  the  effect  of 
currently  used  abortion  techniques  on  future  off- 
spring and  of  fetal  loss  on  the  length  of  subsequent 
birth  interval.  Also  recognized  was  her  investigation 
of  the  relationships  of  yearly  deaths  from  blood  clots 
to  the  introduction  of  oral  contraceptives. 

%  %  % 

Arthur  C.  Stern,  UNC  air  hygiene  professor,  is  co- 
author of  a  new  textbook  entitled  Fundamentals  of 
A  ir  Pollution. 

A  professor  in  the  Department  of  Environmental 
Sciences  and  Engineering,  Stern  worked  with  three 
other  experts  in  air  pollution  to  produce  the  book. 
The  500-page  volume  details  the  effects  of  air  pollu- 
tion on  our  environment.  Stern  said  the  book  is 
specifically  designed  as  a  textbook  for  use  in  technical 
courses  on  air  pollution.  It  is  published  by  Academic 
Press,  Inc.  of  New  York. 


NAVY  RECRUITING  AREA  THREE 

With  the  cancellation  of  the  "doctor  draft,"  the 
Navy  is  seeking  to  inform  physicians,  medical  stu- 
dents, and  other  medical  personnel  about  Navy  medi- 
cal programs  and  the  opportunities  afforded  in  pri- 
mary care,  variety  of  specialty  areas,  continuing 
medical  education,  internships,  residency  training, 
travel,  etc. 

Lieutenant  Commander  Gene  F.  Renfro,  MSC, 
USN,  has  been  assigned  to  the  staff  of  Navy  Re- 
cruiting Area  Three  (451  College  Street,  P.  O.  Box 
4887,  Macon,  Ga.  31208)  to  develop  an  area  pro- 
gram that  will  inform  students  and  doctors  about  the 
Navy  and  its  medical  programs.  Navy  physicians  and 
other  speakers,  audio-visual  aids,  fly-in  to  Navy  hos- 
pitals, and  cruises  on  ships  will  be  provided. 

Lt.  Cmdr.  Renfro  will  be  available  for  presenta- 
tions or  can  provide  slides,  movies,  or  other  infor- 
mational material  to  interested  groups.  He  may  be 
reached  by  writing  Commander  Navy  Recruiting 
Area  Three  at  the  above  address  or  telephoning  912- 
746-9631. 


of  health  workers  developed  in  the  past  few  years. 
These  standards,  published  in  the  August  issue  of  the 
College's  Bulletin,  set  forth  requirements  for  the 
training  institutions  and  their  facilities  and  faculties, 
prerequisites  for  admission  to  an  assistants'  training 
program  and  the  basic  curriculum. 

In  an  accompanying  memorandum,  Dr.  C.  Rollins 
Hanlon,  director  of  the  College,  emphasized  that  the 
"Essentials  of  an  Approved  Educational  Program  for 
the  Surgeon's  Assistant  is  not  designed  to  stimulate 
production  of  large  numbers  of  surgeon's  assistants." 

It  is,  he  said,  designed  "to  set  high  standards  so 
that  the  public  and  the  profession  will  be  able  to 
recognize  a  high  quality  product  in  this  category  of 
health  worker." 

"Everyone  should  realize  that  the  surgeon's  assis- 
tant is  not  the  same  as  the  operating  room  techni- 
cian," Dr.  Hanlon  said.  Standards  for  training  this 
latter  category  of  health  worker  already  have  been 
published  in  conjunction  with  the  American  Medical 
Association. 

The  essentials  for  the  training  of  the  surgeon's  as- 
sistant were  drawn  up  by  a  Committee  on  Allied 
Health  Personnel,  appointed  in  February  1970  by 
the  College's  Board  of  Regents. 


Lilly  Awards  Grant  to  SAMA's 
Educational  Programs 

An  expansion  of  medical  education — the  sociology 
of  medicine — will  be  assisted  by  a  $20,000  grant 
from  Eli  Lilly  and  Company  to  the  Student  American 
Medical  Association  (SAMA). 

Through  its  National  Information  Center,  SAMA 
is  developing  programs  to  help  medical  students  ac- 
quire information  about  many  important  issues.  Ac- 
cording to  the  student  organization,  "His  (the  medi- 
cal student's)  interests  have  come  full  circle  and  are 
focused  on  the  humanization  of  medicine  as  well  as 
his  academic  accomplishment." 

SAMA  is  developing  materials  for  use  by  students 
in  discussing  ten  important  areas  in  the  sociology  of 
medicine.  These  seminars  would  supplement  formal 
courses  at  medical  teaching  institutions.  Some  25 
medical  schools,  SAMA  reports,  have  initiated  or  are 
discussing  courses  in  the  sociology  of  medicine. 

Seminar  topics  were  selected  by  medical  students 
in  response  to  a  SAMA  questionnaire.  They  include 
national  health  insurance,  the  doctor  draft,  the  health 
care  delivery  system,  and  drug  abuse. 


AMERICAN  COLLEGE  OF  SURGEONS 

The  American  College  of  Surgeons  has  adopted 
standards  designed  to  promote  high-quality  training 
of  surgeon's  assistants,  one  of  several  new  categories 


New  Video  Program  Explains 
Mobile  Intensive  Care  Network 

A  new  30-minute  color  presentation  demonstrating 
how  a  mobile  intensive  care  network  can  be  started 
and  operated  is  now  available  from  Teach  'em,  Inc. 
Called  Telemetry  in  Emergency  Care,  the  program  is 
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Progress  in 


In  these  illustrations  of  tissue 
from  a  patient  with  acute  cystitis, 
you  can  see  the  swollen  and  in- 
flamed mucosa  of  the  ureteral  ori- 
fice (50X),  a  fibrin  strand  (300X), 
and  a  whitish  exudate  composed  of 
polymorphonuclear  leukocytes 
(1000X  and  3000X).  The  photo- 
graphs were  taken  with  the  scanning 
electron  microscope  (SEM)  by  Dr. 
Shirley  Siew,  Associate  Professor  of 
Pathology  at  the  University  of  Pitts- 
burgh School  of  Medicine.  They 
come  from  the  clinical  exhibit  "Scan- 
ning Electron  Microscopy  of  Urinary 
Tract  Infection,"  which  won  first 
prize  in  Clinical  Research  at  the 
May  1972  meeting  of  the  American 
Urological  Association. 

The  scanning  electron  micro- 
scope promises  to  be  extremely  use- 
ful in  its  investigation  of  human 
pathology.  In  time,  examination  of 
tissue  with  the  SEM  is  likely  to  play 
a  significant  role  in  the  diagnosis  of 
urinary  tract  infection. 


Diag 


nosis 


References:  1.  Bran,  J.  L;  Karl,  D.  M.,  and 
Kaye,  D.:  Clin.  Pharmacol.  Ther.,  12:525, 
1971.  2.  Burke,  E.  C,  and  Stickler,  G.  B.: 
Mayo  Clin.  Proc,  44:318,  1969.  3.  Hibbard, 
L.  T.,  in  Bulger,  M.  J.,  etai:  Patient  Care, 
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1968.  11.  Trafton,  H.  M.,  and  Lind,  H.  E.: 
J.  Urol.,  101:392,  1969.  12.  Cohen,  M.: 
Pediatrics,  50:271,  1972. 


Before  prescribing,  please  consult  com- 
plete product  information,  a  summary 
of  which  follows: 

Indications:  Nonobstructed  urinary  tract 
infections  (mainly  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms. 
IMPORTANT  NOTE:  In  vitro  sensitivity 
tests  not  always  reliable;  must  be  coordi- 
nated with  bacteriological  and  clinical 
response.  Add  aminobenzoic  acid  to 
follow-up  culture  media.  Increasing 
frequency  of  resistant  organisms  limits 
usefulness  of  antibacterial  agents, 
especially  in  chronic  and  recurrent 
urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/ 100  ml; 


A  note  on  the  photography: 

These  photographs  were  made  by  the  scan- 
ning electron  microscope,  which,  like  the 
transmission  electron  microscope,  operates 
on  the  basic  principle  of  exposure  of  tissue 
to  a  beam  of  electrons  in  a  vacuum.  With 
the  SEM,  electrons  bombard  the  surface 
of  tissue  which  has  been  given  a  fine  coat- 
ing of  gold.  The  electrons  reflect  off  the 
tissue  onto  a  television  screen,  and  the 
resulting  photograph  shows  a  three-dimen- 
sional effect.  The  tissue  sections  need  not 
be  ultrathin,  so  there  is  a  minimum  of 
handling  and  distortion. 

Just  as  much  an  instrument 
of  progress  and  just  as  helpful  in  its 
way  has  been  Gantrisin  (sulfisoxa- 
zole)  Roche,  developed  and  intro- 
duced a  generation  ago.  However, 
there's  been  no  generation  gap  over 
its  continuing  usefulness.  In  fact, 
Gantrisin,  with  so  many  years  of 
clinical  experience  behind  it,  is 
still  one  of  the  most  valuable  drugs 
we  have  for  the  treatment  of  non- 
obstructed  cystitis,  pyelitis  or  pye- 
lonephritis due  to  susceptible 
organisms  such  as  E.  coli.  Specifi- 
cally, Gantrisin  provides  your  patients 
with  certain  important  therapeutic 
advantages: 


measure  levels  as  variations  may  occur. 
Contraindications:  Hypersensitivity  to 
sulfonamides;  infants  less  than  2 
months  of  age;  pregnancy  at  term  and 
during  the  nursing  period. 
Warnings:  Safety  in  pregnancy  not  estab- 
lished. Do  not  use  for  Group  A  beta-hemo- 
lytic  streptococcal  infections,  as  sequelae 
(rheumatic  fever,  glomerulonephritis) 
are  not  prevented.  Deaths  reported  from 
hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood 
dyscrasias.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indi- 
cations of  serious  blood  disorders.  CBC 
and  urinalysis  with  careful  microscopic 


i  acute  cystitis: 


Treatment 


high  urinary  levels  As  a  urinary  anti- 
bacterial, Gantrisin  (sulfisoxazole) 
offers  your  patients  important  ad- 
vantages. Therapeutic  urinary  and 
plasma  concentrations  are  usually 
reached  in  from  2  to  3  hours  and  can 
be  maintained  on  the  recommended 
4  to  8  Gm  /  day  dosage  schedule  that's 
convenient  for  almost  all  patients. 
generally  good  tolerance  Gantrisin 
causes  relatively  few  undesirable 
reactions,  and  serious  toxic  reac- 
tions are  rare.  Minor  reactions  are 
comparatively  infrequent,  but  may 
include  nausea,  headacheand  vomit- 
ing. Hence,  Gantrisin  may  usually 
be  given  even  for  extended  periods 
when  treating  chronic  or  recurrent 
nonobstructed  cystitis,  pyelitis  or 
pyelonephritis  due  to  f.  coli  and 
other  susceptible  organisms.  (See 
Important  Note  in  summary  of  prod- 


uct information.)  Complete  blood 
counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be 
performed  frequently. 
high  solubility  Gantrisin  (sulfisox- 
azole) Roche  is  one  of  the  most 
solubleof  all  sulfonamides,  with  both 
free  and  acetylated  forms  highly 
soluble  in  the  commonly  encoun- 
tered urinary  pH  range  of  5.5  to  6.5. 
Urine  levels  have  been  detected  in 


60  minutes;  therapeutic  levels  are 
usually  reached  in  from  2  to  3  hours. 
About  90%  of  a  single  dose  is  ex- 
creted in  24  to  48  hours.  As  with  all 
sulfonamides,  adequate  fluid  intake 
must  be  maintained. 
economy  Average  cost  of  therapy  is 
still  only  about  6^0  per  tablet. 
total  therapy:  14  days  Recent  evi- 
dence in  the  medical  literature 
suggests  that  therapy  in  acute  non- 
obstructed  urinary  tract  infections 
should  be  continued  for  10  to  14 
days  even  if  patients  become  asymp- 
tomatic in  2  or  3  days,  as  they  often 
do.1"11  However,  one  investigator, 
evaluating  a  5-year  study  of  sulfi- 
soxazole used  to  treat  urinary  tract 
infection  in  368  girls,  found  no 
advantage  in  continuing  therapy 
more  than  two  weeks  for  a  first 
infection.12 


For  acute,  chronic  or  recurrent  nonobstructed  cystitis,  pyelitis, 
or  pyelonephritis  due  to  susceptible  organisms... 

I  begin  with 


^■^Deginwitn       #      # 

uantnsin 

sulfisoxazole/Roche* 

Usual  adult  dosage:  4  to  8  tablets  stat 
2  to  4  tablets  q.i.d. 


examination  should  be  performed  fre- 
quently. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function, 
severe  allergy  or  bronchial  asthma. 
Hemolysis,  frequently  dose-related,  may 
occur  in  glucose-6-phosphate  dehydro- 
genase-deficient  patients.  Maintain 
adequate  fluid  intake  to  prevent  crystal- 
luria  and  stone  formation. 
Adverse  Reactions:  Blood  dyscrasias: 
Agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions: 
Erythema  multiforme  (Stevens-Johnson 


syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema, 
conjunctival  and  scleral  injection,  photo- 
sensitization,  arthralgia  and  allergic  myo- 
carditis; Gastrointestinal  reactions:  Nau- 
sea, emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stoma- 
titis; C.N.S.  reactions:  Headache,  periph- 
eral neuritis,  mental  depression,  convul- 
sions, ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia;  Miscellaneous  reactions: 
Drug  fever,  chills  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred.  Due 


to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thia- 
zides) and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of 
goiter  production,  diuresis  and  hypogly- 
cemia as  well  as  thyroid  malignancies  in 
rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may 
exist. 

Supplied:  Tablets  containing  0.5  Gm 
sulfisoxazole. 


Roche  Laboratories 
►  Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  N  J.  07110 


available  as  3/4  inch  video  cassette,  1/2  or  one  inch 
videotape,  or  in  16mm  film. 

The  program  was  produced  in  large  part  at  North- 
west Community  Hospital  in  Arlington  Heights,  111. 
in  cooperation  with  the  hospital  emergency  care  staff. 
Also  participating  were  paramedics  from  Buffalo 
Grove,  III.  fire  department. 

Mobile  intensive  care  at  Northwest  Community 
Hospital  is  a  system  of  two-way  radio-telemetry  con- 
necting highly  trained  paramedics  in  rescue  vehicles 
with  the  emergency  room  physician.  In  addition  to 
voice  communication,  the  system  transmits  a  patient's 
electrical  heart  pattern  (ECG)  and  heart  rate  to  the 
hospital. 

The  production  can  be  used  by  hospital  personnel 
to  start  a  mobile  intensive  care  program  or  to  review 
current  emergency  procedures.  It  would  be  especially 
valuable  as  a  fund-raising  tool  for  building  commu- 
nity support. 

For    more    information,    contact    George    Stoltz, 


Teach  'em,  Inc.,  625  North  Michigan  Avenue,  Chi- 
cago, Illinois  6061 1. 


How  to  Recognize  a  Deaf  Person  in  an  Emergency 

Deafness  is  an  invisible  handicap.  Rapid  discovery 
of  deafness  will  aid  medical  personnel  and  will  re- 
duce the  agitation  and  confusion  of  the  deaf  patient 
in  this  situation. 

In  a  medical  emergency  a  deaf  person  who  is  in- 
jured or  in  shock,  and  who  is  still  conscious,  may: 

•  Shake  his  head  and  try  to  point  to  his  ears 

•  Move  his  fingers  and  hands  in  a  repeated  pattern 

•  Strain  to  speak.  The  speech  of  deaf  persons  lacks 

inflection  and  tone  quality. 

Once  deafness  has  been  ascertained,  contact  a  sign 
language  interpreter. 

For  further  information  and  a  list  of  interpreters 
in  your  area,  write:  Director,  Public  Service  Pro- 
grams, Gallaudet  College,  Kendall  Green,  Washing- 
ton, D.  C. 20002. 


Month  in 
Washington 


William  I.  Bauer,  M.D.,  has  resigned  as  director  of 
the  controversy-ridden  Professional  Standards  Re- 
view Organization  (PSRO)  program,  expressing  dis- 
satisfaction with  the  PSRO  organizational  set-up. 

The  surprise  step-down  was  a  shock  to  the  top 
officials  at  HEW  who  have  been  reeling  from  the  loss 
of  other  high  officials  upset  over  the  lengthy  reorgani- 
zation of  the  health  activities  at  the  HEW  depart- 
ment. 

The  PSRO  program  is  a  particularly  sensitive  one 
to  be  subject  to  the  inevitable  repercussions  and  criti- 
cisms that  follow  a  resignation.  Members  of  the  Sen- 
ate Finance  Committee  have  been  taking  a  hard  line 
on  involvement  of  state  medical  societies  in  the  PSRO 
review  of  institutional  care  under  Medicare  and 
Medicaid.  Some  physicians'  groups  and  state  so- 
cieties, and  the  PSRO  advisory  committee,  have 
urged  a  broader  authority  for  state  societies.  In  gen- 
eral, HEW  and  Dr.  Bauer  had  appeared  to  be  at- 
tempting a  middle  course. 

Furthermore,  the  gearing-up  for  the  intricate  and 
complicated  program  has  been  a  mammoth  task  for 
Dr.  Bauer. 

Dr.  Bauer  was  named  to  the  PSRO  post  last  March 
after  a  career  as  a  practicing  internist  in  Greeley, 
Colo.  Other  HEW  officials  who  have  resigned  in  the 
past  several  months  are  Gordon  McLeod,  M.D.,  di- 


rector of  the  Health  Maintenance  Organization 
(HMO)  program,  and  Arthur  Lesser,  M.D.,  head 
of  Maternal  and  Child  Health  Services. 

In  a  statement,  Dr.  Bauer  said  the  administration 
has  made  a  "significant  commitment  to  PSRO  but 
that  commitment  has  not  been  translated  into  ac- 
tion. .  .  ." 

"This  extremely  complex  program  with  ramifica- 
tions at  all  levels  of  medical  care  has  been  provided 
with  limited  resources  and  those  resources  that  were 
made  available  could  not  be  effectively  administered 
and  utilized  because  of  the  organizational  structure," 
Dr.  Bauer  said. 

According  to  an  HEW  spokesman,  the  resignation 
stemmed  from  a  dispute  between  Drs.  Bauer  and 
Charles  Edward,  M.D.,  assistant  HEW  Secretary  for 
Health,  over  organizational  control  of  the  PSRO 
program.  Dr.  Bauer  was  said  to  believe  that  he  could 
not  exert  meaningful  authority,  under  the  present 
setup  in  which  much  of  the  field  work  for  PSRO,  in- 
volving hundreds  of  physicians,  would  not  come 
under  his  line  control  but  under  the  Bureau  of  Quality 
Assurance.  Dr.  Edwards,  the  spokesman  said,  con- 
tended that  Dr.  Bauer  would  still  have  the  say-so, 
but  Dr.  Bauer  obviously  disagreed. 

Underlying  the  dispute,  apparently,  has  been  the 
effort  of  Dr.  Edwards  to  pry  PSRO  control  away 
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from  Social  Security  and  Social  and  Rehabilitation 
Services,  present  overseers  of  Medicare  and  Medi- 
caid, and  to  give  the  Health  Department  clear  juris- 
diction in  PSRO. 

Under  the  reorganization,  50  physicians  at  Social 
Security  and  150  in  the  Health  Services  Administra- 
tion are  assigned  to  PRSO  but  not  directly  under  Dr. 
Bauer,  who  had  36  staff  positions. 

There  was  no  indication  from  Dr.  Bauer  of  any 
philosophical  differences  with  the  administration  over 
how  PSRO  would  function  at  the  local  and  state  level. 

*  ^  * 

The  House  has  approved  legislation  that  will  pro- 
vide federal  funds  to  start  a  limited  number  of  experi- 
mental Health  Maintenance  Organizations  over  a  five 
year  period  to  the  tune  of  $240  million.  The  Senate's 
version  of  HMOs,  passed  months  ago,  would  provide 
$805  million  over  the  same  period.  House  and  Senate 
conferees  must  now  resolve  the  differences. 

The  compromise  bill  voted  by  the  House  calls  for 
spending  $60  million  this  fiscal  year,  the  Administra- 
tion figure.  The  bill  meets  many  objections  raised  to 
the  original  measure  by  the  Administration  and  the 
American  Medical  Association. 

Though  no  specific  number  limitations  was  set  in 
the  House  bill,  the  limit  of  authorizations  to  $240 
million  will  provide  an  effective  ceiling  on  the  num- 
ber of  HMOs  which  could  be  established.  The  House 


Commerce  Committee  estimated  the  legislation 
would  be  used  to  bring  to  the  operating  stage  approxi- 
mately 100  new  HMOs. 

The  bill  has  a  flat  five-year  cut-off  for  the  HMO 
program. 

Unlike  the  Senate  bill,  the  House  legislation  does 
not  pre-empt  state  laws  that  restrict  formation  of 
HMOs.  The  reason  given  by  the  House  Commerce 
Committee  was  "the  rapid  change  already  under  way 
in  state  legislation  designed  to  remove  these  barriers." 
Approximately  20  states  have  already  adopted  legis- 
lation specifically  authorizing  HMOs. 

The  bill  limits  grants  or  contracts  for  planning  and 
initial  development  costs  by  prohibiting  this  assis- 
tance after  1976. 

Initial  development  assistance  would  be  prohibited 
after  1977. 

Loans  and  loan  guarantees  for  initial  operation 
costs  are  authorized  except  that  loan  guarantees  could 
be  provided  only  if  the  HMO  will  serve  residents  of  a 
medically  underserved  area. 

The  bill  has  no  authority  for  loan  guarantees  for 
construction  projects. 

For  grants  and  contracts  for  feasibility  studies, 
initial  planning  and  initial  development  costs,  the 
bill  would  authorize  $40  million  for  fiscal  year  1974, 
$45  million  for  fiscal  year  1975,  and  $50  million  for 
fiscal  year  1976.  In  addition,  it  would  authorize  $55 


Valley  Psychiatric  Hospital 

P.  O.   Box  21373  Shallowford  Road 

Chattanooga,  Tennessee  37421 

Phone  615-894-4220 

A  50-bed  private  acute  intensive  treatment  facility  with  programs  designed  to  treat 
psychological,  alcoholic,  and  drug  abuse  problems. 

A  full  range  of  treatment  modalities  will  be  utilized  including  individual  and  group 
psychotherapy,  chemotherapy,  electro-convulsive  therapy,  and  adjunctive  and  family 
therapies.  Adjunctive  therapy  will  include  continuing  education  through  home-bound 
teaching  for  school-age  adolescents,  recreational,  occupational,  and  other  appropriate 
therapies.  Group  therapy  will  be  five  days  each  week,  with  individual  therapy  at  least 
two  days  a  week.  Patients  will  have  six  hours  a  day  in  scheduled  therapeutic  activities. 
Comprehensive  outpatient  services  will  be  available  with  outpatient  group  therapy  ses- 
sions being  held  one  night  each  week. 

A  member  of  the  Tennessee  Hospital  Association  and  the  American  Hospital  Association. 


Inquiries:  Davis  G.  Garrett, 
Medical  Director 


,D. 


November   1973,  NCMJ 
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million  for  fiscal  year  1977  for  grants  and  contracts 
for  initial  development  costs.  The  bill  would  autho- 
rize $20  million  for  fiscal  year  1974  and  $30  million 
for  fiscal  year  1975  to  be  appropriated  to  the  loan 
fund. 

The  bill  unlike  the  original  subcommittee  bill,  has 
no  authority  for  demonstration  grants  and  contracts 
for  enrollment  of  the  indigent,  for  providing  service 
in  rural  medically  underserved  areas,  and  for  enroll- 
ment of  high  risk  individuals.  There  also  is  no  au- 
thority for  special  project  grants  and  contracts,  for 
grants  for  HMO  management  training,  and  for  pro- 
gram evaluation. 

Provisions  for  protection  against  insolvency  of 
HMOs,  against  the  cost  of  providing  unusual 
amounts  of  health  services,  or  of  providing  out  of 
area  health  services,  and  protection  against  unusual 


losses  were  not  contained  in  the  final  bill.  Also  de- 
leted were  provisions  which  authorized  technical  as- 
sistance and  consultative  services  to  aid  in  the  plan- 
ning or  development  of  an  HMO. 
*  *  * 

Below  is  an  interesting  quote  found  in  Presidential 
Documents: 

Richard  Nixon  1973,  Vol.  9  Number  36,  pages 
1063  and  1064. 

The  President:  One  of  our  major  problems,  inci- 
dentally, I  might  say,  is,  as  you  were  just  talking 
about  the  Trade  Bill,  Wilbur  Mills'  incapacity.  I  don't 
know  whether  you  know  he  has  just  had  an  operation, 
a  disc  operation,  which,  incidentally,  if  he  had  asked 
me,  I  would  have  told  him  never  to  have  it.  I  haven't 
had  one  but  I  have  never  known  one  that  was  suc- 
cessful. 


Law  of  Hospital,  Physician  and  Patient.  Edition  3. 
By  Manuel  Hayt,  Lillian  R.  Hayt,  and  August  H. 
Groeschel,  M.D.  Prepared  in  collaboration  with  the 
American  College  of  Hospital  Administrators.  1205 
pages.  Berlin,  Illinois:  Physicians  Record  Company, 
1973. 


Without  question  this  new  edition  of  Law  of  Hos- 
pital, Physician  and  Patient  is  one  of  the  most  com- 
plete works  in  the  field  of  health  law  available  to- 
day. During  the  past  25  years  there  have  been  many 
changes  in  the  law  relating  to  hospitals  and  physi- 
cians, and  this  revision  brings  the  information  up  to 
date.  The  authors  are  extremely  knowledgeable  about 
their  subject  and  have  written  a  book  that  is  easy  to 
read.  In  fact,  Part  I,  "The  Law  and  Its  Administra- 
tion," gives  an  excellent  explanation  of  the  entire 
legal  system. 

Part  III,  "Hospital  Liability  for  Personal  Injury," 
is  particularly  pertinent  in  view  of  fairly  recent 
court  decisions  which  permit  charitable  hospitals  to 
be  sued.  Other  areas  of  potential  litigation,  such  as 
emergency  care,  administration  of  anesthesia,  and  tis- 
sue transplantation,  are  adequately  covered.  There 
have  been  many  changes  in  the  laws  relating  to 
abortion  in  recent  years.  In  their  chapter  on  abor- 
tion, the  authors  up-date  the  entire  subject. 

I  would  recommend  this  book  to  all  hospital  ad- 


ministrators, counsel  representing  hospitals,  and  phy- 
sicians interested  in  legal  medicine.  It  should  cer- 
tainly serve  as  an  excellence  reference  source  that 
would  likely  see  rather  frequent  use. 

Julius  A.  Howell,  M.D. 


Is  My  Baby  All  Right?  By  V.  Apgar  and  J.  Beck.  492 
pages.  Price,  $9.95.  New  York:  Trident  Press,  1972. 

This  is  both  an  appealing  and  a  disturbing  volume 
to  put  into  the  hands  of  an  expectant  mother.  There 
can  be  no  doubt  that  physicians  have  for  far  too 
long  answered  too  briefly  or  too  technically  the  many 
questions  asked  by  prospective  parents.  Time  for  a 
proper  answer  has  always  been,  and  probably  al- 
ways will  be,  inadequate.  Many  physicians  are  hesi- 
tant to  get  into  discussions  of  congenital  defects 
prior  to  delivery,  for  fear  of  alarming  or  upsetting 
the  mother.  They  have  relied  on  careful  prenatal 
instructions  and  care  for  the  prevention  of  as  many 
problems  as  possible,  choosing  to  avoid  detailed  dis- 
cussions of  the  whys  behind  the  instructions. 

This  volume  is  an  extremely  good  example  of  ef- 
fective translation  of  professional  jargon  into  under- 
standable English.  There  is  still  a  moderate  amount 
of    technical    terminology,    but    on    the    whole    the 
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North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy- 
75  percent  — -  25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.00 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

*  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

"Integrates  with  Medicare  at  age  65. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  50  cents. 
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book  should  be  easily  understood  by  intelligent,  edu- 
cated lay  persons. 

It  is  hard  to  pass  a  value  judgment  on  the  useful- 
ness of  this  work.  It  would  have  been  easier,  in 
some  ways,  if  it  could  have  been  divided  into  two 
parts:  one  for  the  expectant  parents,  clarifying  and 
amplifying  the  reasons  for  prenatal  care,  diet,  exer- 
cise, avoidance  of  certain  exposures,  and  the  like,  in 
order  to  give  the  unborn  infant  the  greatest  possible 
chance  for  normality;  the  second  part  for  those  par- 
ents who  have  had  a  child  with  a  birth  defect  and 
need  a  readable,  understandable,  and  helpful  source 
of  information. 


Dr.  Apgar  is  a  highly  respected  and  acknowledged 
authority  in  this  field,  and  it  is  obvious  that  she 
would  not  have  produced  this  book  if  she  had  not 
felt  that  the  advantages  would  far  outweigh  the  dis- 
advantages. This  reviewer  feels,  however,  that  phy- 
sicians recommending  the  book  should  be  prepared 
to  go  into  in-depth  discussions  with  those  parents 
who  really  read  it,  since  Dr.  Apgar  and  Mr.  Beck 
have  done  a  monumental  amount  of  research,  and 
discuss  up-to-date  information  and  therapy. 

Alanson  Hinman,  M.D. 


In  Upmonam 


Douglas  Hamer,  Jr.,  M.D. 

Dr.  Douglas  Hamer,  Jr.,  70,  died  at  his  home  on 
April  27,  1973,  after  practicing  in  Lenoir  since  1929. 
He  was  born  in  Marlboro  County,  South  Carolina, 
Aug.  25,  1902,  to  the  late  Dr.  Douglas  Hamer,  Sr. 
and  the  late  Mabel  Ramsey  Hamer. 

Dr.  Hamer  was  a  graduate  of  the  McColl  (S.  C.) 
high  school.  He  received  the  A.B.  degree  from  the 
University  of  North  Carolina  at  Chapel  Hill  in  1923 
and  his  M.D.  degree  from  the  Medical  College  of 
South  Carolina  in  1927.  He  interned  at  Baker  Sani- 
tarium and  Roper  Hospital  in  Charleston,  S.  C,  and 
served  a  residency  at  Pitt  Memorial  Hospital  in  Fay- 
etteville,  N.  C. 

Dr.  Hamer  was  active  in  civic  affairs  and  was  a 
past  president  of  the  Caldwell  County  Medical  So- 
ciety, chief  of  staff  of  Caldwell  Memorial  Hospital, 
and  a  delegate  to  the  North  Carolina  Medical  Society 
for  many  years.  He  was  awarded  a  life  membership 
in  the  North  Carolina  Medical  Society  in  October, 
1972. 

Dr.  Hamer  was  a  past  president  of  the  Lenoir  Op- 
timist Club,  past  Master  of  Hibriten  Masonic  Lodge, 
and  a  past  member  of  the  Kiwanis  Club.  He  was  a 
charter  member  of  the  Lenoir  Country  Club  and  a 
member  of  the  Blowing  Rock  Country  and  Golf  Club 
and  Cedar  Rock  Club.  He  was  a  member  of  Delta 
Tau  Delta  Fraternity. 

Dr.  Hamer  was  a  member  of  the  First  United 
Methodist  Church  and  a  past  member  of  the  Board  of 
Stewards. 

Surviving  are  his  widow,  Thelma  Harvin  Hamer, 
three  daughters  and  seven  grandchildren.  Also  sur- 


viving   are    three    brothers,    including    Dr.    Eugene 
Hamer  of  Monroe,  and  two  sisters. 

Burial  was  in  the  Hamer  plot  in  Laurinburg,  N.  C. 

Dr.  Hamer  could  certainly  be  characterized  as  a 
dedicated  humanitarian  and  a  southern  gentleman. 
He  will  be  missed  by  his  community  and  the  Caldwell 
County  Medical  Society. 

Caldwell  County  Medical  Society 

Claudius  McGowan,  M.D. 

Funeral  services  were  conducted  Sept.  13,  1973, 
for  Dr.  Claudius  McGowan  at  the  Plymouth  United 
Methodist  Church  by  Rev.  J.  W.  Scott.  Burial  fol- 
lowed in  the  church  cemetery. 

Dr.  McGowan  died  Sept.  10,  1973,  after  being  in 
declining  health  for  several  years.  He  was  84. 

He  retired  from  his  local  medical  practice  in  1968 
after  serving  the  area  51  years.  Surviving  are  the 
widow,  Mrs.  Alice  McGowan;  two  daughters,  Mrs. 
Martha  Dillon  of  Thousand  Oaks,  Calif.,  and  Mrs. 
Lillian  Metzenthian  of  Charlotte. 

"Doctor  Mac,"  as  he  was  known  locally,  was  born 
Jan.  17,  1889,  on  a  farm  in  Pitt  County,  the  only 
child  of  Lemon  and  Martha  Harris  McGowan.  He 
attended  public  schools  in  Pitt  County  and  at  the  age 
of  18  entered  the  Theological  Seminary  at  Ayden, 
where  he  was  a  student  for  three  years.  He  then  at- 
tended the  University  of  North  Carolina  at  Chapel 
Hill  during  the  1910-1911  school  year  as  a  student  in 
the  School  of  Pharmacy. 

Uncertain  at  this  time  of  his  choice  of  a  career,  he 
spent  a  year  at  Fortress  Monroe,  Va.,  as  a  member  of 
the  73rd  U.  S.  Coast  Artillery  Corps,  after  which  he 
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returned  home  to  help  at  the  farm.  In  1913  he  en- 
rolled in  the  Medical  College  of  Virginia  and  in  1917 
received  his  degree  in  medicine. 

Dr.  McGowan  established  his  medical  practice  in 
Plymouth  in  December  of  1917  after  serving  six 
months  at  Shenandoah  Hospital  in  Roanoke,  Va.  He 
volunteered  for  service  in  World  War  I  in  1918  and 
saw  action  in  France,  including  the  Argonne  Forest 
offensive. 

He  was  a  member  of  numerous  professional  and 
social  organizations  over  the  years,  including  the 
American  Medical  Association,  the  North  Carolina 
Medical  Society,  the  Tri-County  Medical  Society,  and 
a  professional  medical  fraternity.  A  member  of  the 
American  Legion,  he  was  also  a  member  of  Persever- 
ance Lodge  No.  59,  Order  of  Eastern  Star,  Loyal 
Order  of  Moose,  and  of  alumni  associations  of  the 
Medical  College  of  Virginia  and  the  University  of 
North  Carolina. 


Doctor  Mac  was  a  man  faithful  to  his  Hippocratic 
oath,  loyal  to  his  profession,  sympathetic  to  and  em- 
pathetic  with  his  patients.  His  passing  marks  the  end 
of  the  era  of  dirt  roads,  at-home  patients,  weary 
virgils,  sleepless  nights,  poor  pay,  and  frustration. 
Yet  with  it  all  there  is  encompassed  a  strange  satis- 
faction at  a  hard  task  well  done  under  the  most  dif- 
ficult circumstances.  He  was  a  primary  physician, 
treating  the  whole  patient  with  a  deep  and  extensive 
understanding.  He  undoubtedly  considered  his  spe- 
cialist friends  as  his  scholarly  assistants.  Such  a  man 
was  Dr.  McGowan,  who  spoke  his  beliefs  without 
fear  or  trepidation.  We  commend  him  for  his  devo- 
tion and  dedication,  and  observe  with  sorrow  that 
"progress"  also  extracts  its  toll  in  certain  specific 
virtues  which  may  never  be  retrieved. 

Pamlico-Albemarle  Medical  Society 
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but  not  nearly  far  enough .    Women  made  up  less  than  one 
per  cent  of  AMPAC's  membership  when  we  first  started. 
Now,  one  out  of  10  people  belonging  to  AMPAC  is  a  woman 
You  can  help  make  it  one  out  of  two . 
Join  us  in  1973  .... 
and  bring  along  a  friend . 


North  Carolina  MEDPAC 
P.  0.  Box  25834 
Raleigh,  N.  C.  27611 


Please  see  to  it  that  my  state  PAC  contacts  me  with 
membership  information. 
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A  copy  of  our  report,  filed  with  the  appropriate  supervisory  officer  is  (or  will  be )  available  for  purchase  from 
the  Supenntendent  of  Documents.  United  States  Government  Printing  Office.  Washington.  D    C    2U402 
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Everybody  experiences  psychic  tension. 
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and  a  few  may  need  counseling 
tfWthe  psychotropic  action  of  Valium®  (diazepam). 
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can  do  more 
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December  8,  1973 


Ipproaching  our  goal  with  this  "Newsletter,"  I  try  to  picture  what  I'd  report  to 
liou  in  a  personal  conversation  should  you  ask,  "What's  been  going  on  that  I  should 
pow  about  that  may  affect  my  practice  of  Medicine?"  Each  month  there  seems  to 

e  a  vast  array  of  crucial  developments  screaming  for  your  information  and  action, 
pis  month  it  seems  logical  to  divide  these  matters  into  three  categories  which, 

f  course,  interdigitates:  (1)  Statewide  Concerns,  (2)  National  Items,  and  (3)  AMA 
Ictivities. 


TATEWTDE  CONCERNS 


arly  this  month,  we  were  shocked  to  learn  that  Governor  Holshouser  had  appointed 

Chiropractor  to  the  Commission  on  Health  Services  (formerly  the  State  Board  of 
ealth).   On  your  behalf,  I  sent  a  strongly  worded  letter  to  him,  a  copy  of  which 
as  gone  to  all  County  Society  Presidents.   It  urges  them  to  get  you  to  start  a 
round  swell  of  protest  from  yourselves  and  your  patients  addressed  directly  to 
he  Governor.   Certainly  many  Chiropractors  are  "good"  citizens  in  their  communi- 
ies,  but  of  all  places  to  reward  their  political  activities,  a  position  of 
ecision-making  affecting  the  public  health  of  our  citizens  is  to  be  denounced. 

n  the  other  hand,  a  most  rewarding  seminar  was  sponsored  by  our  Commission  for 
ealth  Services  on  November  3  and  4.   This  was  a  unique  gathering  of  all  parties 
oncerned  with  Highway  Safety.   Along  with  representatives  of  your  State  Medical 
ociety  were  three  judges,  the  Chairman  of  both  the  State  Senate  and  House  of 
epresentatives'  Committee  on  Highway  Safety,  the  Commissioner  of  Motor  Vehicles, 
he  Head  of  the  Highway  Patrol,  and  the  Assistant  Head  of  our  Medical  Examiners 
ystem  Office.   Stemming  from  this,  you  will  hear  more  details  in  the  near  future, 
ut  two  prominent  legislative  needs  came  out  loud  and  clear:  (1)  mandatory  seat- 
elt  legislation  and  (2)  automatic  refutation  of  driver's  license  if  you  go  .1 
illigrams  percent  or  more  of  alcohol  on  the  breathalyzer. 

riefly  noted,  the  Greater  University's  Board  of  Governors  acceptance  of  the  ad 
oc  Committee  report,  "A  Statewide  Plan  for  Medical  Education  in  North  Carolina". 

ATIONAL  FRONT 


our  North  Carolina  MedPac  sponsored  a  luncheon  with  our  North  Carolina  Delegation 
n  Washington  on  November  14.   We  were  honored  that  we  had  one  hundred  percent 
ttendance  except  for  Senator  Sam  Ervin,  who  was  tied  up  in  a  hearing  but  did 
end  his  Administrative  Assistant.   It  is  reassuring  that  at  least  our  Representatives 
n  Washington  are  obviously  honest  dedicated  citizens.   With  a  most  valuable  inter- 
hange  of  mutual  concerns,  we  were  assured  that  the  House  version  of  HMO  legisla- 
ion  would  prevail  in  the  Joint  Conference  Committee  with  the  Senate.   The  Senate 
ersion  is  a  real  horror  filled  with  the  goals  of  Senator  Kennedy.   Note  was  also 
ade  of  the  Cost  of  Living  Council  announcement  that  beginning  January  1,  physicians 
ay  raise  their  aggregate  weighted  fee  by  4%  annually.   However,  the  AMA  has  still 
ubmitted  on  your  behalf,  a  request  to  the  Cost  of  Living  Council  to  completely 
xempt  physicians  from  Phase  IV  restrictions. 


AMA 

The  American  Medical  Association  has  announced  a  fabulous  incentive  deal  for 
county  medical  societies  to  solicit  more  AMA  members.   For  every  new  AMA  member, 
each  county  society  will  receive  one-half  of  the  first  year's  dues  ($55).   This 
one  move  represents  a  fabulous  financial  boom  for  county  societies,  let  alone 
soliciting  more  AMA  members.   We  urge  you  to  take  advantage  of  this  offer  by 
recruiting  those  among  you  who  are  not  members  to  join  with  you. 

PSRO  activity  is  getting  hotter  by  the  minute.   Space  does  not  allow  details,  but 
watch  for  the  following  upcoming  developments: 

1.  Approximately  December  15,  announcement  of  the  long  awaited  geographic 
boundaries  will  be  made.   Chances  are  fair  that  our  North  Carolina 
Peer  Review  Foundation  may  be  named  as  the  State's  official  PSRO. 

2.  If  we  and  other  states  disagree  with  the  announced  designations,  we  have 
30  days  to  mount  an  appeal  via  our  Regional  PSRO  representative, 
Dr.  George  Reich  in  Atlanta. 

3.  Watch  the  news  coming  from  the  AMA  Clinical  Convention  in  Anaheim, 
California,  December  1-5.   You  may  be  sure  that  your  State  Medical  Society 
will  be  well  represented  at  that  Convention.   Some  states  are  submitting 
resolutions  opposing  PSRO  in  varying  degrees  and  supporting  the 
Louisiana  sponsored  bill  before  Congress  to  repeal  PSRO. 


' 


4.   Your  North  Carolina  Medical  Peer  Review  Foundation  is  about  to  enter  into 
a  contract  with  the  State  Department  of  Human  Resources  to  help  them  with 
the  medical  review  of  Medicaid  recipients  in  our  state  mental  institutions   ?. 
and  skilled  nursing  homes.  :,: 

In  conclusion  and  especially  in  these  hectic  times,  I  want  personally  to  use  this 
"Newsletter"  to  thank  the  tremendous  number  of  highly  dedicated  members  of  our 
Society  who  are  doing  such  a  tremendous  job.   The  same  sentiments  go  for  our 
entire  staff  in  the  Raleigh  office. 

Sincerely  yours, 


thro 
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George  G.  Gilbert,  M.D. 
President 
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Carolinas'  Camp  for  Diabetic  Children 
I.  Report  of  First  Five  Years  of  Operation 

Jay  S.  Skyler,  M.D.,  George  J.  Ellis,  III,  M.D.,  and  Harry  K.  Delcher,  M.D. 


/^AROLINAS'  CAMP  FOR  DIABETIC  CHIL- 
^  DREN  (CCDC)  has  now  been  in  operation  for 
five  years,  providing  a  recreational  and  educational 
experience  for  children  with  diabetes  mellitus.  This 
paper  will  summarize  our  camp  operation,  our  camp 
objectives,  and  some  of  our  experiences  during  this 
period. 

HISTORICAL  BACKGROUND  AND  GROWTH 

The  concept  of  specialized  summer  camps  for  chil- 
dren with  diabetes  mellitus  dates  back  to  the  years 
immediately  following  the  discovery  of  insulin  in 
1922  by  Banting  and  Best.  In  1925  Dr.  Leonard 
Wendt  of  Detroit  started  a  short  summer  camp  for 
children  with  diabetes  mellitus  with  four  campers 
housed  in  a  private  cottage.  Since  that  time  the  con- 
cept of  camps  for  diabetic  children  has  grown 
throughout  the  world. 

The  motivating  force  and  energy  for  the  estab- 
lishment of  our  camp  came  from  Mr.  Adam  Fisher 
of  Greenville,  South  Carolina.  For  several  years  his 
daughter  attended  a  camp  for  diabetic  children  in  a 
neighboring  state.  In  1967  demand  within  that  state 
was  sufficient  to  limit  enrollment  to  state  residents. 
At  that  time,  there  were  no  camping  facilities  avail- 
able to  diabetic  children  in  either  North  or  South 
Carolina.  Impressed  with  his  daughter's  benefit  from 
camp,  Adam  Fisher  set  out  to  make  the  camping  ex- 
perience more  widely  available  in  the  Carolinas.  The 
result  was  the  establishment,  in  1968,  of  Carolinas' 
Camp  for  Diabetic  Children  on  a  small  campsite 
with  only   19  campers.  He  was  able  to  recruit  one 
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of  us  (H.K.D. )  as  camp  medical  director,  and  thus 
began  an  association  with  the  Endocrine  Division  of 
Duke  University  Medical  Center.  To  broaden  the 
base  of  sponsorship,  Mr.  Fisher  helped  establish  the 
Greenville  Lay  Society,  whose  primary  purpose  at  the 
outset  was  to  support  the  camping  venture.  This  so- 
ciety became  the  founding  unit  of  the  South  Caro- 
lina Diabetes  Association.  Mr.  Fisher  also  recruited 
the  sponsorship  and  endorsement  of  the  North  Caro- 
lina Diabetes  Association  and  the  North  Carolina  Re- 
gional Medical  Program.  In  1969,  CCDC  had  ex- 
panded enrollment  to  65  campers  and  had  found  a 
new  campsite  at  Eagle's  Nest  Camp  near  Pisgah  For- 
est, North  Carolina.  At  this  site,  which  we  use  for 
the  last  two  weeks  of  the  summer  camping  season 
in  mid-August,  the  camp  has  continued  to  grow.  In 
1972,  our  fifth  year  of  operation,  there  were  100 
campers  and  13  junior  counselors  with  diabetes  melli- 
tus attending  CCDC.  This  year  we  also  had  three 
staff  members  (a  dietitian,  a  medical  student  and  a 
teacher)  with  diabetes.  The  total  medical  staff  has 
grown  from  one  physician,  one  medical  student, 
one  dietitian,  and  one  nurse  in  1968  to  a  staff  of 
three  physicians,  four  medical  students,  three  nurses, 
six  nursing  students,  two  physician's  associate  stu- 
dents, one  dietitian,  three  dietetic  interns,  and  one 
teacher  in  1972. 

CAMP  ORGANIZATION 

The  administrative  aspects  of  the  camp  have  been 
handled  for  the  sponsoring  agencies  by  the  Green- 
ville Lay  Society  of  the  South  Carolina  Diabetes  As- 
sociation. Recently  an  independent  administrative 
board  has  been  organized  by  the  sponsoring  agencies 
to  assume  this  task.  Such  administrative  obligations 
as  financial  arrangements  for  underprivileged  camp- 
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ers,  medical  equipment  procurement,  camper  selec- 
tion and  enrollment,  publicity,  and  fiscal  organization 
are  supervised  by  this  group. 

The  program  staff  of  Eagle's  Nest  Camp  is  respon- 
sible for  the  recreational  aspects  of  the  camping  ex- 
perience and  the  details  of  camp  operation  with  re- 
gard to  lodging  and  dining.  Members  of  the  program 
staff  are  aware  of  the  special  needs  of  children  with 
diabetes  mellitus  but  interact  with  them  as  they  would 
with  the  children  in  the  regular  camp  sessions. 

The  medical  staff  is  responsible  for  all  medical 
aspects  of  the  camp,  including  organization,  super- 
vision of  diabetic  control,  and  education  of  the  camp- 
ers and  their  parents. 

The  medical  and  program  staffs  work  in  close  har- 
mony, both  living  in  the  cabins  with  the  campers. 
Each  staff  participates  actively  in  the  other's  area  of 
responsibility  as  well. 

The  typical  individual  day  is  organized  as  shown 
in  Table  1.  Special  events  cause  some  schedule  modi- 
fication. 


Table  1 
Daily  Camp  Schedule 

7:30  a.m.  Rising.  Urine  checks.  Insulin  administration. 

8:15  a.m.  Breakfast 

8:45  a.m.  Flag-raising.  Cleanup.  Infirmary  visits. 

9:15  a.m.  Activity  Period  #1 

10:15  a.m.  Snack 

10:30  a.m.  Activity  Period  r^2 

11:45  a.m.  Urine  checks.   Cabin   meeting — campers.  Education   by 

medical  staff. 

12:30  p.m.  Lunch 

1:15  p.m.  Campers:  Rest  Period 

Medical  Staff:  Educational  Program 

2:30  p.m.  Activity  Period  #3 

3:30  p.m.  Snack 

3:45  p.m.  Activity  Period  #4 

5:00  p.m.  Urine  checks 

5:30  p.m.  Dinner 

6:15  p.m.  Activity  Period  i5 — Special  Activities 

8:15  p.m.  Good-night  circle 

8:30  p.m.  Dance   or   special   event;    Urine   checks  and    Snack    15 
minutes  before  lights-out. 

8:45  p.m.  Lights-out — youngest  campers 

9:30  p.m.  Lights-out — intermediate  campers 

10:15  p.m.  Lights-out — oldest  campers 

10:00  p.m.  Medical  staff  evening  meeting  and  chart  review 

12:00  Mid.  Cabin  rounds  by  Medical  Staff 

3:00  a.m.  Cabin  rounds  by  Medical  Staff  (rotational  basis) 


CAMP  OBJECTIVES 

The  objectives  of  Carolinas'  Camp  for  Diabetic 
Children  are:  (1)  to  provide  an  enjoyable  recrea- 
tional camping  experience  for  children  with  diabetes 
mellitus;  (2)  to  provide  a  safe  and  healthy  environ- 
ment for  such  an  experience;  (3)  to  help  children 
with  diabetes  mellitus  learn  more  about  their  disor- 
der, how  to  adjust  to  it,  and  how  to  control  it;  (4)  to 
help  teach  children  with  diabetes  mellitus  indepen- 
dence and  self-discipline  in  their  approach  to  their 
disorder  and  their  approach  to  life;  (5)  to  educate 
health  professionals  and  students  about  diabetes 
mellitus  and  its  management;  (6)  to  make  observa- 
tions about  diabetes  mellitus  in  children. 

Providing  a  recreational  experience 

This  goal  is  readily  achieved  in  the  setting  of  the 
mountains  of  western  North  Carolina.  The  moun- 


tains, surrounding  streams,  and  wooded  areas  are  ex- 
cellent for  camping.  The  site  of  Eagle's  Nest  Camp, 
in  operation  for  28  years,  has  excellent  facilities 
which  include  three  lakes,  one  of  which  is  suitable 
for  swimming  and  canoeing;  a  fishing  pond;  two 
horseback  riding  rings;  a  rifle  range;  an  archery 
range;  three  tennis  courts;  a  basketball  court;  a  vol- 
leyball court;  a  soccer  and  touch  football  field;  a 
baseball  and  softball  field;  multiple  camping  areas;  a 
facility  for  arts  and  crafts,  ceramics,  and  nature  lore; 
and  a  facility  for  dancing,  tumbling,  movies,  and 
other  indoor  activities.  All  weather  buildings  include 
six  girls'  cabins  and  five  boys'  cabins,  two  lodges  for 
indoor  activities,  a  dining  hall  and  kitchen,  an  in- 
firmary, a  business  office,  and  three  buildings  for 
staff  quarters.  The  various  activities  are  supervised 
by  a  program  staff  of  well  trained,  mature  indivi- 
duals, each  experienced  in  teaching  his  particular  ac- 
tivity. Members  of  the  medical  staff,  often  experi- 
enced campers  themselves,  assist  in  some  activity 
during  two  of  the  four  activity  periods  each  day. 
The  campers  not  only  are  encouraged  to  play,  but  are 
provided  instruction  in  the  skills  of  each  recreational 
endeavor. 

Besides  regular  recreational  activities,  special 
events  are  held  throughout  the  camp  session.  These 
include  "Old  West"  night,  trips  to  "haunted"  houses, 
special  overnight  camping  trips,  special  athletic  com- 
petition, and  talent  shows. 

Providing  a  safe  and  healthy  environment 

A  large  medical  staff  well  versed  in  the  manage- 
ment of  diabetes  mellitus  is  an  obvious  advantage  in 
a  camp  for  children  with  diabetes.  Not  only  can  the 
medical  staff  supervise  the  regulation  and  manage- 
ment of  diabetes,  but  they  arc  also  available  at  all 
activities  for  the  treatment  of  hypoglycemia  or  minor 
injuries.  Kits  for  estimation  of  capillary  blood  glu- 
cose, as  well  as  for  treatment  of  hypoglycemia,  are 
available  at  each  of  the  activity  areas  away  from  the 
infirmary.  The  latter  is  equipped  not  only  for  the 
treatment  of  diabetic  problems,  but  also  for  most 
medical  problems  that  might  be  anticipated  in  any 
camping  population.  Safety  is  also  ensured  by  requir- 
ing campers  to  have  a  "buddy"  whenever  leaving  the 
central  camp  area.  Nightly  rounds  are  made  at  mid- 
night and  3:00  a.m.,  using  the  flashlight  technique 
to  test  for  nocturnal  hypoglycemia.  Children  who  re- 
spond by  squinting  or  otherwise  avoiding  a  light 
shined  at  the  closed  eyelids  are  merely  asleep  and 
need  not  be  roused  to  exclude  hypoglycemic  coma. 

Educating  diabetic  children  about  their  disorder 

The  instruction  of  campers  about  their  disorder 
and  the  appropriate  ways  to  control  it  requires  a  con- 
siderable investment  of  time  and  energy  by  our  large 
medical  staff.  We  have  found  that  our  ratio  of  ap- 
proximately one  medical  staff  member  for  every  four 
campers  allows  the  best  opportunity  for  detailed  per- 
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onalized  instruction  for  each  camper.  The  camper 
education  program  has  several  facets.  First,  living 
within  each  cabin  is  a  cabin  doctor  or  nurse  who  is 
directly  responsible  for  helping  each  camper  learn 
proper  techniques  for  administering  insulin  and  test- 
ing urine.  Campers  are  instructed  in  accurately  draw- 
ing insulin  into  the  syringe,  in  mixing  various  types 
of  insulin,  if  necessary,  and  in  administering  the  in- 
sulin with  rotation  of  sites.  They  learn  routine  test- 
ing of  double-voided  urine  specimens  for  glucose  and 
acetone  four  times  a  day. 

Secondly,  campers  are  instructed  in  general  dietary 
principles  for  the  management  of  diabetes  mellitus. 
Each  camper  is  provided  a  copy  of  Select-A-MeaIR, 
a  personal  meal  plan  using  an  exchange  group  sys- 
tem adapted  from  that  recommended  by  the  Ameri- 
can Dietetic  Association  and  the  American  Diabetes 
Association.  This  meal  plan  program,  developed 
under  the  auspices  of  the  North  Carolina  Regional 
Medical  Program,  presents  the  exchange  groups  pic- 
torially,  with  each  meal  plan  illustrated  to  show  the 
number  of  exchanges  within  each  group.  Diets  based 
on  previous  dietary  prescription  and  anticipated  calo- 
ric need  at  camp  are  prescribed  by  the  dietitian. 
During  meals  one  member  of  the  medical  staff  sits 
at  each  table  with  one  member  of  the  program  staff 
and  six  campers.  Meals  are  served  family-style,  and 
everyone  at  the  table,  including  non-diabetics,  eats 
according  to  his  allotted  dietary  exchanges.  The 
campers,  under  supervision,  thus  assume  responsibil- 
ity for  selecting  their  own  meals  from  the  food  on 
the  table.  Dietitians  circulate  through  the  dining  hall 
to  answer  questions.  Dietary  exchange  groups  and 
the  meal  plan  for  each  day  are  posted  on  the  walls 
of  the  dining  hall.  Toward  the  latter  part  of  camp,  a 
game  called  "Name  that  Exchange"  is  played  prior 
to  each  meal.  The  campers  who  can  correctly  list 
the  type  and  number  of  exchanges  for  each  item  on 
the  menu  are  rewarded. 

The  third  major  aspect  of  the  camper  education 
program  is  the  daily  cabin  meeting.  Here  one  of  the 
medical  staff,  for  the  half  hour  before  lunch,  leads 
a  discussion  of  principles  of  diabetic  management 
and  proper  techniques  of  diabetic  control.  There  is 
ample  opportunity  for  the  campers  to  pursue  ques- 
tions related  to  need  for  control,  potential  for  com- 
plications, ways  in  which  patients  with  diabetes  need 
to  adjust  to  the  world  at  large,  and  many  other 
areas. 

Fourthly,  a  meeting  is  held  with  the  parents  on 
the  last  day  of  camp.  During  this  program,  various 
senior  members  of  the  medical  staff  lead  discus- 
sions about  different  aspects  of  diabetes,  including 
pathophysiology,  principles  of  therapy,  and  a  review 
of  the  camp  experience.  In  addition,  parents  have 
individual  meetings  with  their  child's  cabin  doctor 
or  nurse.  Parents  are  thus  enabled  to  reinforce  their 
child's  new-found  independence  and  are  motivated  to 
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continue  sound  dietary  and  other  management  prac- 
tices. 

Continuity  of  care  is  also  assured  by  communi- 
cating our  findings  at  camp  with  each  camper's  per- 
sonal physician.  Campers  are  encouraged  to  see  their 
physicians  soon  after  camp  closes  to  aid  in  the  ad- 
justment from  the  extra  exercise  and  altered  physi- 
cal and  psychological  environment  of  camp. 

Learning  independence  and  self-discipline 

Independence  and  self-discipline  are  encouraged 
in  both  diabetic  management  and  recreational  ac- 
tivities. The  camper  has  freedom  to  choose  his  own 
recreational  program,  as  well  as  the  opportunity  to 
assume  responsibility  for  the  technical  aspects  of  his 
diabetes.  Because  medical  and  program  personnel  are 
available  for  supervision  and  support,  campers  be- 
come better  acquainted  with  diabetic  management 
techniques  and  gain  new  confidence  in  a  protected 
environment.  Thus  the  camper  is  responsible  for  his 
own  meal  selection,  insulin  administration,  and  urine 
testing.  Insulin  doses  and  urine  test  results  are  re- 
corded in  a  special  booklet  (Clinilogu,  provided  by 
the  Ames  Company). 

In  addition,  each  camper's  activity  choices  are  con- 
sidered in  designing  his  activity  schedule.  Individual 
campers  are  responsible  for  getting  to  and  from  the 
activities  (accompanied  by  a  "buddy").  The  camper 
and  his  "buddy"  inform  the  camper  in  charge  of  the 
"Activity  Board"  of  their  destination.  The  tag  with 
the  camper's  name  is  then  transferred  from  the  cabin 
area  of  the  Board  to  the  appropriate  activity  area 
of  the  Board  so  that  all  campers  may  be  readily 
located.  Campers  man  the  Activity  Board  on  a  ro- 
tating basis.  They  also  assume  responsibility  in  their 
cabins,  in  the  dining  hall,  in  the  infirmary,  and 
throughout  the  camp. 

Educating  health  personnel  about  diabetes 

One  of  the  major  benefits  achieved  by  our  camp 
organization  is  that  of  educating  health  personnel  at 
all  levels  about  diabetes  mellitus  in  general,  and  par- 
ticularly about  diabetes  mellitus  in  children.  As 
pointed  out  by  McCullagh.'  training  at  one  session 
of  a  diabetic  camp  can  give  more  experience  in 
childhood  diabetes  than  most  physicians  will  get  in  a 
lifetime.  By  living  at  camp  with  children  who  have 
diabetes,  one  can  readily  obtain  an  appreciation  of 
the  constant  stress  placed  on  the  child  with  diabetes 
and  his  family.  The  total  contact,  on  a  24-hour  basis, 
allows  the  staff  to  gain  an  intimate  knowledge  of  the 
management  of  diabetes  mellitus,  including  dietary 
principles  and  diet  content,  the  difficulties  of  deal- 
ing with  diet,  the  problems  of  urine  testing,  and 
proper  techniques  and  problems  of  insulin  adminis- 
tration. The  responsibility  for  teaching  the  campers 
facilitates  learning  in  these  areas.  A  special  manual 
on  clinical  aspects  of  diabetes  mellitus  has  been  de- 
veloped to  help  educate  the  medical  staff.2 

Each  day  there  is  a  medical  staff  meeting  for  dis- 
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cussion  of  various  aspects  of  pathophysiology,  diag- 
nosis, and  treatment  of  diabetes  mellitus,  again  with 
emphasis  placed  on  juvenile  diabetes.  Each  member 
of  the  staff  is  responsible  for  leading  one  of  these  dis- 
cussions. In  addition,  after  the  campers  retire  each 
evening,  the  staff  reviews  each  camper's  record  for 
that  day,  and  based  on  urinary  glucose  and  acetone 
results,  incidence  of  hypoglycemia  and/or  other 
symptoms,  selects  the  regimen  for  the  following  day. 
If  records  are  available  from  previous  years  at  camp, 
these  too  are  considered  in  arriving  at  the  proper  in- 
sulin dosage.  The  staff  thus  gains  practical  knowl- 
edge of  the  principles  of  diabetic  regulation.  Indivi- 
dual management  problems  are  discussed  in  detail 
with  the  senior  medical  staff. 

Our  senior  staff,  usually  members  of  the  faculty  of 
Duke  University  Medical  Center,  have  a  special  in- 
terest in  research,  teaching  and  patient-care  aspects 
of  diabetes. 

The  dietetic  interns,  nursing  students,  physician's 
associate  students,  and  medical  students,  often  the 
best  students  in  their  classes,  elect  to  come  to  camp, 
and  all  may  receive  credit  in  their  appropriate  cur- 
ricula for  their  experiences  at  camp.  The  nursing 
school  appropriately  titles  this  course  "The  Child 
with  Diabetes:  A  Living-Learning  Experience."  In 
response  to  a  questionnaire  sent  to  all  previous  mem- 
bers of  our  medical  staff,  the  unanimous  opinion  is 
that  each  has  greatly  benefited  from  his  experience 
at  camp  and  each  feels  that  there  has  been  familiari- 
zation with  some  aspect  of  diabetes  which  could  not 
have  taken  place  except  at  camp.  Many  have  been 
motivated  to  continue  in  their  careers  with  a  special 
interest  in  diabetes. 

Making  observations  about  diabetes 

Having  a  large  number  of  children  with  diabetes 
mellitus  in  one  environment  for  two  weeks  allows  one 
to  make  observations  about  the  spectrum  of  the  dis- 
ease which  might  not  otherwise  be  made.  Presum- 
ably because  of  the  increased  activity  and  decreased 
psychological  stress  at  camp,  hypoglycemia  is  com- 
mon. We  have  thus  been  able  to  characterize  the 
various  manifestations  of  hypoglycemia  in  children. 
Recently,  we  have  also  been  able  to  investigate  sys- 
tematically the  incidence  of  complications  of  diabetes 
mellitus  in  our  camper  population.  We  have  been 
especially  struck  by  the  presence  of  cataracts  in  four 
young  diabetic  patients  who  also  had  neuropathy, 
elevated  blood  lipids,  and  a  history  of  poor  control. 
Details  of  these  and  other  observations  are  reported 
in  the  companion  paper. 3 

CONCLUSIONS 

Of  our  six  major  objectives  for  Carolinas'  Camp 
for  Diabetic  Children,  only  the  first,  providing  an 
enjoyable,  recreational  camping  experience  for  chil- 
dren with  diabetes  mellitus,  could  be  accomplished 


at  a  regular  summer  camp.  Many  regular  camps  will 
not  accept  children  with  diabetes  mellitus  as  campers 
because  of  the  need  for  additional  medical  manage- 
ment. Some  have  suggested  that  having  children  with 
diabetes  mellitus  participate  in  activities  at  a  regular 
camp  will  minimize  their  differences  from  other  chil- 
dren. Yet  having  diabetes  does  require  that  special 
attention  be  paid  to  variations  in  diet,  exercise,  and 
insulin  dosage.  If  children  with  diabetes  are  singled 
out  for  this  at  a  regular  camp,  the  difference  is  em- 
phasized and  insecurity  may  increase.  By  participat- 
ing freely  in  recreational  activities  with  other  chil- 
dren who  have  the  same  disorder,  they  can  begin 
to  gain  experience  in  these  activities  and,  at  the 
same  time,  have  a  safe  and  healthy  environment. 
An  important  educational  feature  of  a  camp  for 
diabetic  children  is  the  opportunity  to  observe  the 
adjustment  of  other  children  to  diabetes.  Feelings  of 
isolation  are  minimized  by  association  with  large 
numbers  of  diabetic  children.  Campers  also  profit 
greatly  from  their  exposure  to  well  adjusted  counsel- 
lors and  medical  staff  who  take  their  own  diabetes 
in  stride. 

The  opportunity  to  educate  children  with  diabetes 
mellitus  about  their  disorder  and  to  provide  them 
with  independence  and  self-discipline  in  their  ap- 
proach to  diabetes  is  not  as  readily  achieved  out- 
side the  protected  camp  environment.  Once  we  feel 
that  our  goals  have  been  achieved  with  a  camper, 
however,  we  encourage  him  to  "graduate"  and  to 
attend  a  regular  camp.  Then  the  camper  has  an  op- 
portunity to  apply  the  principles  he  has  learned  and 
to  mature  as  an  independent  individual  who  can 
carefully  control  his  own  diabetes. 

The  specialized  camp  for  children  with  diabetes 
mellitus  provides  a  unique  environment  for  intensive 
education  of  health  personnel  about  diabetes.  This, 
we  feel,  is  our  greatest  service  to  the  diabetic  popu- 
lation at  large. 

In  summary,  our  experiences  in  five  years  of  op- 
eration of  Carolinas'  Camp  for  Diabetic  Children 
lead  us  to  believe  there  are  several  significant  ad- 
vantages to  specialized  summer  camps  for  children 
with  diabetes  mellitus  and  that  these  can  provide 
valuable  experiences  for  both  campers  and  health 
personnel.  The  parents,  campers,  and  sponsoring  lay 
organizations  enthusiastically  agree. 
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Breast  Disease  in  a  Community  Hospital 


A.  Ben  Clevenger,  M.D.,  and  Somadevi  Nagendran,  M.D. 


T)  RE  AST  biopsy  is  one  of  the  most  commonly  per- 
formed  operative  procedures.  Much  of  the  surgi- 
cal pathologist's  time  and  energy  is  devoted  to  evalua- 
tion of  breast  tissue,  and  much  of  the  clinician's 
to  management  of  the  patient  with  breast  disease. 
Most  of  the  large  series  of  breast  lesions  in  the 
literature  are  reported  from  the  universities  and 
medical  centers.  It  is  sometimes  stated  that  these 
series  may  not  accurately  reflect  the  true  incidence 
of  the  various  breast  lesions  because  these  large 
institutions  may  serve  primarily  as  referral  centers 
for  complicated  or  unusual  cases.  We  cannot  say 
whether  this  is  true.  Because  of  this  possibility,  how- 
ever, we  believe  that  a  summary  of  breast  lesions 
seen  over  a  12-month  period  in  a  medium-sized  com- 
munity hospital  may  be  of  interest  to  pathologists 
and  clinicians  from  all  varieties  of  institutions. 

New  Hanover  Memorial  Hospital  is  a  404-bed 
general  community  hospital  in  Wilmington,  North 
Carolina,  serving  New  Hanover  County  and  portions 
of  Pender,  Brunswick,  Columbus,  Bladen,  Duplin, 
and  Onslow  counties.  The  hospital  has  a  medical 
staff  of  109  physicians  (excluding  house  staff)  and 
serves  general  medical,  surgical,  pediatric,  obstetric, 
gynecologic,  and  psychiatric  patients.  The  popula- 
tion of  New  Hanover  County  is  82,996,*  and  that 
for  the  hospital  service  area  has  been  estimated  at 
143,285.-  Approximately  65  percent  of  the  patients 
seen  at  New  Hanover  Memorial  Hospital  reside  in 
New  Hanover  County,  and  an  additional  30  percent 
reside  in  one  of  the  nearby  counties.2  The  county 
population  is  77  percent  Caucasian  and  52.1  per- 
cent female.1 


From  the   Department   of  Pathology.   New   Hanover   Memorial   Hos- 
pital. Wilmington.  N.  C.  28401. 
Reprint  requests  to  Dr.  Clevenger. 


MATERIALS  AND  METHODS 

This  study  involved  434  breast  biopsies  from  402 
patients  evaluated  in  the  Department  of  Pathology 
at  New  Hanover  Memorial  Hospital  over  a  one-year 
period— Nov.  1,  1971,  through  Oct.  31,  1972.  Tis- 
sue specimens  were  fixed  in  10  percent  formalin,  and 
representative  sections  were  processed  with  the  Auto- 
technicon  Model  2A.  These  sections  were  stained 
with  the  routine  hematoxylin  and  eosin  (H  &  E),  as 
described  in  the  Manual  of  Histologic  Staining  Meth- 
ods, Armed  Forces  Institute  of  Pathology.  An  average 
of  three  slides  per  benign  case  and  ten  slides  per 
malignant  case  were  examined;  all  slides  from  all 
cases  were  reviewed  by  both  authors. 

Frozen  sections  were  examined  in  72  cases  using 
both  Paragon  polychrome  and  a  rapid  H  &  E  tech- 
nique. Thirty-seven  (51  percent)  of  these  cases  were 
initially  interpreted  as  malignant;  in  each  instance 
permanent  paraffin-imbedded  sections  verified  the 
initial  histologic  diagnosis  in  benign  as  well  as 
malignant  cases. 

STUDY  FINDINGS 

During  the  12-month  period  3,916  major  opera- 
tive procedures  were  performed.  With  the  additional 
specimens  received  from  the  outpatient  clinics,  out- 
lying smaller  hospitals,  and  private  physician's  offices, 
a  total  of  9,671  surgical  pathology  cases  were  ac- 
cessioned. These  included  434  breast  biopsies  from 
402  patients  (386  females,  16  males).  Of  these,  63 
lesions  were  classified  as  malignant  and  371  were 
classified  as  benign.  Of  the  63  malignant  lesions,  59 
were  infiltrating  epithelial  tumors,  3  were  in  situ 
epithelial  tumors,  and  1  was  stromal  in  origin.  Of  the 
371  benign  lesions,  fibrous  mastopathy  (mammary 
dysplasia,  Schimmclbusch's  disease)  and  its  variants 
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Table  1 

Classification  of  Ben 

ign 

Lesi 

ons 

Percent 
of  Total 

N 

jmber  of 

Benign 

Benign  Lesions 

Cases 

Cases* 

Fibrous  mastopathy 

215 

58.0 

Fibroadenoma   (all  types) 

84 

22.6 

"Usual"  fibroadenoma 

66 

"Cellular"  fibroadenoma 

6 

Adenofibroma 

4 

Tubular  adenoma 

1 

Fibroadenoma  tosist 

7 

Gynecomastia 

16 

4.3 

Lipoma 

15 

4.0 

Inflammatory 

15 

4.0 

Mammary  duct  ectasia         (2) 

Papilloma 

5 

1.3 

Adenosis 

3 

0.8 

Mixed   tumor 

1 

0.3 

Essentially  normal   biopsy 

17 

4.6 

Total 

371 

100.0 

Includes  all  male  and  female  patients. 

Classified   with  the  fibroadenomas  for  convenience;   we   suspect 

this  lesion  is  more  closely  akin  to  fibrous  mastopathy. 


were  the  primary  diagnosis  in  215  biopsies,  and 
fibroadenoma  and  its  variants  were  the  primary 
diagnosis  in  84  biopsies.  Of  some  importance  was 
the  finding  of  significant  degrees  of  atypical  epithelial 
hyperplasia  in  II  (2.9  percent)  of  the  371  benign 
cases.  The  benign  cases  are  summarized  in  Table  1. 

Fibrous  mastopathy 

Fibrous  mastopathy  (cystic  or  microcystic)  was 
the  primary  diagnosis  in  215  (58  percent)  of  the 
371  cases  classified  as  benign,  or  in  215  (61  percent) 
of  the  354  female  cases  classified  as  benign.  The  age 
range  was  14  to  70  years,  with  an  average  of  40.3 
years.  This  lesion  was  found  more  commonly  in 
the  right  breast  (54  percent  of  cases).  Ninety-one 
percent  of  the  patients  were  Caucasian.  Of  all  pa- 
tients with  this  diagnosis,  64  (30  percent)  had  asso- 
ciated adenosis,  17  (7.9  percent)  had  associated 
benign  papillomatosis,  and  15  (7  percent)  had  an 
associated  small  fibroadenoma  or  fibroadenomatosis. 

Four  (1.8  percent)  had  atypical  duct  epithelial 
hyperplasia,  3  (1.4  percent)  had  atypical  lobular 
epithelial  hyperplasia.  3  (1.4  per  cent)  had  atypical 
hyperplasia  involving  both  duct  and  lobular  epithe- 
lium, and  2  (0.9  percent)  had  in  situ  lobllar  carci- 
noma. Thus  12  (5.5  percent)  of  215  patients  with  a 
primary  diagnosis  of  benign  fibrous  mastopathy  had 
significant  degrees  of  epithelial  hyperplasia. 

Additionally,  fibrous  mastopathy  was  encountered 
in  all  the  patients  with  a  primary  diagnosis  of  ade- 
nosis, in  91  percent  of  patients  with  atypical  epithe- 
lial hyperplasia,  in  65  percent  of  patients  with  in- 
filtrating malignancies  of  duct  and/or  lobular  origin, 
in  33  percent  of  patients  with  a  primary  diagnosis 
of  papilloma,  and  in  26  percent  of  patients  with  a 
primary  diagnosis  of  fibroadenoma. 

Fibroadenoma 

In  84  patients,  the  palpable  mass  was  interpreted 
as  one  of  the  various  forms  of  fibroadenoma  and  this 
was  the  primary  diagnosis.  These  patients  ranged  in 
age  from   II    to  58  years,  with  an  average  of  27.7 


years.  The  tumors  varied  in  size  from  0.7  to  6.5  cm 
for  an  average  of  2.7  cm;  the  lesion  was  more  com- 
monly located  in  the  right  breast  (62  percent  of  the 
cases)  and  in  the  upper-outer  quadrant  (50.6  per- 
cent). Only  20  percent  of  the  lesions  occurred  in 
the  lower  half  of  the  breast.  Though  only  9  percent 
of  patients  with  a  primary  diagnosis  of  fibrous  masto- 
pathy were  Negro,  32.9  percent  of  patients  with 
fibroadenoma  were  Negro.  In  48  percent  of  Negro 
women  the  lesion  was  in  the  right  breast,  as  com- 
pared to  66  percent  of  Caucasian  women  whose 
lesion  was  in  the  right  breast. 

We  use  the  term  "adenofibroma"  for  those  lesions 
with  the  general  morphologic  features  of  fibroade- 
noma," which  differ  in  having  more  epithelial  pro- 
liferation, resulting  in  a  more  glandular  appearance. 
Four  such  variants  were  identified.  These  patients 
ranged  in  age  from  16  to  28  years  (average,  23.2 
years).  The  lesions  varied  in  size  from  0.7  to  4.5  cm 
(average,  3.1  cm).  Two  of  these  patients  were 
pregnant,  an  association  noted  by  LeGal.4  An  addi- 
tional lesion,  4  cm  in  size,  from  the  right  breast 
of  a  14-year-old  Negro  girl  was  interpreted  as  a 
"tubular  adenoma."  This  young  girl  was  not  pregnant. 

Six  lesions  from  five  patients  were  interpreted  as 
"cellular  fibroadenoma,""'  that  is,  the  stroma  was 
more  densely  cellular  than  normal  though  the  stromal 
nuclei  were  quite  benign.  These  patients  ranged  in 
age  from  11  to  32  years  with  an  average  of  19.6 
years.  Three  patients  were  Negro;  three  of  six  lesions 
were  from  the  right  breast.  As  might  be  expected, 
these  lesions  were  found  to  be  somewhat  larger  than 
the  usual  fibroadenoma.  They  varied  in  size  from 
2.0  to  6.5  cm,  with  average  of  4.5  cm.  One  patient 
was  taking  Dilantin;  none  were  pregnant. 

We  use  the  term  "fibroadenomatosis""  for  a  lesion 
which  grossly  resembles  fibrous  disease  but  micro- 
scopically consists  of  proliferated  duct  epithelium 
forming  small  tubules  surrounded  by  concentric  rings 
of  edematous,  sometimes  myxoid  stroma  containing 
scattered  lymphocytes.  Intralobular  ducts  and  acini 
do  not  appear  to  be  involved  in  the  proliferative 
process.  The  lesion  bears  a  strong  resemblance  to 
gynecomastia.  Haagensen5  points  out  that  the  term 
"fibroadenomatosis"  is  used  by  the  Scandinavians 
for  what  we  would  call  fibrocystic  disease,  but  we  feel 
the  term  is  descriptive  and  suitable  for  this  distinc- 
tive microscopic  picture. 

Fibroadenomatosis  was  the  primary  diagnosis  in 
seven  of  our  patients.  All  cases  were  unilateral,  all 
patients  were  Caucasian.  The  patients  ranged  in  age 
from  22  to  51  years  with  an  average  of  30.1  years. 
The  lesions  varied  in  size  from  1.5  to  4.0  cm  (aver- 
age, 3.1  cm).  Four  of  the  lesions  were  from  the  left 
breast.  One  patient  was  taking  Dilantin  and  Librium; 
none  were  pregnant. 

Papilloma 

Benign  papilloma  was  the  primary  diagnosis  in 
five  patients.    They   ranged   in   age  from   44   to   78 
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years,  with  an  average  of  62  years.  Three  cases  in- 
volved the  right  breast.  Three  lesions  were  subareolar, 
one  was  infraareolar,  and  one  was  in  the  upper- 
outer  quadrant.  The  largest  lesion  was  2  cm  in  di- 
ameter, and  in  a  subareolar  location;  a  bloody  dis- 
charge from  the  nipple  was  present.  The  smallest 
lesion  was  microscopic  in  size  and  also  in  a  sub- 
areolar location;  this  patient  had  a  bloody  discharge 
from  the  nipple  but  no  palpable  mass. 

Of  these  five  patients,  two  had  associated  fibrous 
mastopathy.  We  found  a  striking  association  with 
the  more  serious  lesions,  however:  one  patient  had 
atypical  duct  epithelial  hyperplasia  distant  to  the 
papilloma;  one  patient  (tabulated  in  this  study  as  a 
carcinoma  case)  had  in  situ  duct  and  in  situ  lobular 
carcinoma;  one  patient  (also  tabulated  in  this  study 
as  having  carcinoma)  had  a  microfocus  of  infiltrating 
duct  carcinoma  in  a  fortuitous  section  from  the  edge 
of  a  1.5  cm  benign  papilloma;  one  patient  had  a 
seven-year  history  of  recurrent  lymphadenopathy 
(unsuccessfully  classified  in  numerous  biopsies)  and 
tuberculosis. 

Adenosis 

Using  the  criteria  of  McDivitt  and  Stewart,7  three 
patients  were  found  to  have  adenosis  as  the  pal- 
pable mass  and  primary  diagnosis.  These  patients 
were  23,  41  and  47  years  of  age  (average,  37  years). 
Two  were  Caucasian,  one  Negro.  All  lesions  were 
from  the  upper-outer  quadrant,  two  from  the  left 
breast.  These  lesions  averaged  3.3  cm  in  diameter. 
None  of  these  patients  was  pregnant  at  the  time  of 
biopsy  and  none  was  known  to  be  taking  birth  con- 
trol pills  or  other  hormone  preparations.  None  had 
undergone  previous  breast  biopsy. 

Combinations  of  both  sclerosing  and  florid  forms 
of  adenosis  were  seen  in  all  patients,  though  one 
was  predominantly  of  the  sclerosing  type.  The  scle- 
rosing form  was  seen  more  commonly  than  the  florid 
form  in  those  patients  with  an  incidental  focus  of 
adenosis  in  fibrous  mastopathy.  Two  of  these  three 
patients  had  a  small  focus  of  benign  duct  papillo- 
matosis. 

Gynecomastia 

Sixteen  biopsies  from  14  male  patients  were  inter- 
preted as  gynecomastia.  These  patients  ranged  in 
age  from  13  to  75  years.  Eleven  patients  were  Cau- 
casian, 3  Negro.  Twelve  patients  had  unilateral 
lesions.  Interestingly,  1 1  of  these  lesions  were  from 
the  left  breast.  Five  patients  were  1 8  years  of  age 
or  younger  (average,  15.2  years),  and  eight  pa- 
tients were  47  years  of  age  or  older  (average,  54.4 
years).  One  patient  was  26  years  of  age,  but  had 
been  aware  of  the  presence  of  a  mass  for  eight  years 
prior  to  surgery.  Thus  these  14  patients  fell  into  two 
distinct  age  clusters.  Both  patients  with  bilateral 
disease  were  in  the  younger  group. 

None  of  these  patients  evidenced  acinar  develop- 
ment  on    microscopic    study.    The    adult    group,    in 


most  instances,  had  more  periductal  edema  and 
chronic  inflammation. 

One  patient  from  the  younger  group  and  one  from 
the  older  group  gave  a  history  of  trauma.  In  neither 
group  was  there  any  evidence  on  physical  exami- 
nation to  suggest  a  chromosomal  abnormality — that 
is,  Klinefelter's  syndrome  (karyotyping  was  not 
done  in  any  instance),  and  no  patient  had  hypo- 
spadias/' None  gave  clinical  evidence  to  suggest  the 
presence  of  a  testicular,  pulmonary,  mediastinal,  or 
adrenal  cortical  neoplasm.  None  was  known  to  have 
prostatic  disease  and  none  was  on  hormone  therapy. 

One  adult  having  a  history  of  alcoholism  was 
taking  isoniazid.  One  was  taking  digitalis.  Two  pa- 
tients were  on  antihypertensive  medication  of  un- 
known type,  and  one  patient  was  known  to  have  a 
hydrocele. 

Other  benign  lesions 

Lipoma  was  the  primary  diagnosis  in  15  (4.2 
percent)  of  the  benign  cases  in  female  patients. 
Thirteen  cases  (3.7  percent)  were  interpreted  as 
primarily  inflammatory  in  nature.  One  of  these 
patients  had  associated  fibrous  disease.  Additionally, 
two  cases  of  "mammary  duct  ectasia"8  were  en- 
countered. One  lesion  was  from  the  right  breast  of 
a  29-year-old  Caucasian  woman  who  had  delivered 
her  second  child  15  weeks  previously  and  who  had 
breast-fed  the  infant;  she  noted  the  mass  three  weeks 
prior  to  biopsy.  The  other  was  from  the  left  breast 
of  a  63-year-old  Caucasian  woman.  Neither  patient 
gave  a  history  of  trauma;  the  pregnancy  history  of 
the  older  patient  was  not  available.  Ackerman3  has 
stated  his  belief  that  mammary  duct  ectasia  and 
plasma  cell  mastitis  represent  varying  degrees  of 
the  same  pathologic  process;  one  of  our  specimens 
contained  moderate  numbers  of  plasma  cells. 

Perhaps  the  most  unusual  lesion  encountered  in 
this  review  was  from  the  right  breast  of  a  72-year- 
old  Negro  woman.  This  lesion  measured  17  cm  in 
diameter,  weighed  more  than  2  kilograms,  and  had 
been  present,  growing  slowly,  since  before  World 
War  II.  It  was  interpreted  as  a  benign  "mixed  tumor" 
of  the  breast,  containing  among  other  components 
a  large  amount  of  bone.  Her  serum  alkaline  phos- 
phatase value  was  elevated  prior  to  surgery;  follow- 
ing mastectomy,  this  value  fell  to  normal  levels  and 
has  remained  so.  This  patient  will  be  the  subject  of 
a  later  case  report. 

Seventeen  specimens  (3.9  percent  of  all  biopsies) 
were  found  to  have  no  histologic  abnormalities  or 
only  minimal  fibrosis. 

Duct  carcinoma 

Sixty-three  (14.5  percent)  of  434  specimens  were 
interpreted  as  malignant.  Sixty-two  of  these  lesions 
were  epithelial  in  origin.  The  malignant  neoplasms 
are  summarized  in  Table  2.  Infiltrating  duct  carci- 
noma was  the  most  frequently  encountered  lesion, 
representing   45    (72.5    percent)    of   the    malignant 
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Table  2 

Classification  of  Malignant  Lesions 

Percent 

of  Total 

N 

umber 

Malignant 

Malignant  Lesions 

of 

Cases 

Cases* 

Infiltrating  duct  carcinoma 

40 

63.5 

"Comedocarcinoma" 

4 

6.3 

Colloid  carcinoma 

7 

11.0 

Infiltrating  duct  carcinoma  (male) 

1 

1.6 

Combined   infiltrating  duct 

and   lobular  carcinoma 

2 

3.2 

Infiltrating  lobular     carcinoma 

2 

3.2 

Medullary  carcinoma 

2 

3.2 

In-situ   lobular  carcinoma 

2 

3.2 

In-situ  carcinoma  of  ducts  and  lobules 

1 

1.6 

Paget's  disease 

1 

1.6 

Cystosarcoma  phyllodes 

1 

1.6 

TOTAL 

63 

100.0 

*  Includes  all  male  and  female  patients. 

epithelial  cases.  These  patients  ranged  in  age  from 
25  to  79  years  (average,  57  years).  The  lesion  was 
slightly  more  common  in  the  left  breast  (55  percent 
of  cases).  The  upper-outer  quadrant  was  the  most 
common  (55  percent  of  cases)  location;  12.5  percent 
of  the  lesions  were  so  large  as  to  occupy  all  quadrants; 
only  2.5  percent  of  cases  were  restricted  to  the  lower 
half  of  the  breast.  Five  (10.9  percent)  of  these 
lesions  were  metastatic  lesions  of  the  skin  from 
patients  who  had  previously  undergone  radical  mas- 
tectomy. Co-existent  in  situ  duct  carcinoma  was 
found  in  28  (70  percent)  of  the  40  breast  tumor 
biopsies,  co-existent  fibrous  mastopathy  in  27  (67.5 
percent),  adenosis  in  9  (22.5  percent)  and  papil- 
lomatosis in  3   (7.5  percent). 

Four  of  the  infiltrating  duct  carcinomas  were  of 
the  "comedo"  variety;  all  of  these  patients,  as  would 
be  expected,  had  coexistent  in  situ  duct  carcinoma. 

A  single  example  of  carcinoma  of  the  male  breast 
was  found.  The  tumor,  1.6  cm  in  diameter  and  sub- 
areolar in  location,  was  removed  from  the  right 
breast  of  a  79-year-old  Negro  man.  There  was  no 
evidence  of  gynecomastia  in  adjacent  tissue.  A  single 
small  focus  of  in  situ  duct  carcinoma  was  identified. 
There  were  no  clinical  stigmata  of  Klinefelter' s 
syndrome;  a  rectal  examination  revealed  no  prostatic 
abnormalities. 

One  specimen  showed  a  striking  resemblance  to 
"tubular"  carcinoma,7'  8  but  was  not  so  designated 
because  several  foci  of  typical  infiltrating  duct  car- 
cinoma were  found  in  adjacent  areas.  Another  speci- 
men showed  a  striking  resemblance  to  "adenoid 
cystic"  carcinoma  but  was  not  so  designated  because 
necrotic  debris  was  found  centrally  in  several  of  the 
gland  formations"  and  because  an  occasional  area 
resembled  the  more  usual  duct  variety. 

Uncommon  malignant  lesions 

Nine  of  our  patients  had  invasive  "circumscribed" 
carcinoma.  These  would  be  type  II  lesions  in  Acker- 
man's1"  classification  of  malignant  breast  tumors. 
Seven  were  of  the  colloid  (mucinous)  variety.  These 
patients  ranged  in  age  from  57  to  81  years  (average, 


67  years).  The  tumors  were  1.5  to  4.0  cm  in  size 
(average,  2.3  cm).  The  prognosis  of  patients  with 
this  tumor  is  said  to  be  better  than  that  for  the 
usual  duct  carcinoma.1"'  n  Five  of  our  patients  under- 
went radical  mastectomy;  none  had  metastasis  in 
axillary  lymph  nodes.  Two  patients,  both  58  years 
of  age,  had  medullary  carcinoma.  One  lesion  was  2 
cm  in  diameter,  and  axillary  nodes  were  free  of 
tumor  at  mastectomy.  The  other  was  3  cm  in  di- 
ameter, with  extensive  lymphatic  invasion;  a  meta- 
static tumor  in  a  single  level  I  node  was  found  at 
mastectomy.  Several  authors7'  lu'  12  have  suggested 
a  more  favorable  prognosis  in  circumscribed  carci- 
noma; othersl:1  disagree. 

The  single  case  of  Paget's  disease  of  the  nipple 
was  associated  with  an  in  situ  carcinoma  of  sub- 
areolar lactiferous  duct  and  a  microfocus  of  invasive 
carcinoma.  The  patient  was  a  62-year-old  Negro 
woman  who  had  noted  a  crusty  scaling  lesion  on 
the  nipple  for  two  years.  Thirty-three  axillary  nodes 
were  found  free  of  tumor  at  mastectomy. 

One  patient  had  bilateral  infiltrating  lobular  car- 
cinoma. This  50-year-old  Negro  woman  initially 
presented  with  a  mass  in  the  left  breast.  The  diag- 
nosis was  established  by  biopsy  and  she  subsequently 
underwent  radical  mastectomy.  Several  months  later 
a  mass  was  noted  in  the  right  breast.  Biopsy  revealed 
an  identical  tumor  and  she  underwent  an  extended 
simple  mastectomy  on  the  right  side.  In  situ  lobular 
carcinoma  was  found  in  tissue  from  both  breasts. 

In  two  cases  of  infiltrating  duct  carcinoma  there 
were  coexistent  foci  of  infiltrating  lobular  carcinoma. 
The  patients  were  37  and  63  years  of  age.  The 
tumors  measured  1.5  and  2.0  cm  and  were  grossly 
indistinguishable  from  the  usual  duct  carcinoma.  In 
both  instances  in  situ  lesions  of  both  duct  and  lobular 
types  were  identified. 

Two  examples  of  in  situ  lobular  carcinoma  were 
found.  These  patients  were  45  and  46  years  of  age, 
and  the  lesions  were  incidental  findings  in  biopsies 
of  fibrous  mastopathy.  A  single  instance  of  in  situ 
carcinoma  involving  both  ducts  and  lobules  was 
encountered.  This  was  an  incidental  finding  adjacent 
to  a  papilloma  in  a  37-year-old  woman  who  had 
undergone  radical  mastectomy  for  duct  carcinoma 
13  years  previously. 

Thus  7  (11.3  percent)  of  62  malignant  epithelial 
lesions  contained  a  malignant  lobular  component. 

One  patient  had  cystosarcoma  phyllodes.  This  was 
a  16  cm  mass  from  the  right  breast  of  a  50-year-old 
Caucasian  woman.  Though  the  margins  were  of  the 
"infiltrative"  rather  than  "pushing"  type,14  the  mitotic 
rate  was  low.  An  extended  simple  mastectomy  was 
performed;  17  nodes  from  level  I  were  free  of  tumor. 

Other  findings 

Radical  mastectomy  was  the  treatment  given  48 
of  these  63  patients.  An  average  of  14  axillary  nodes 
were  found  per  specimen.  Thirty-six  of  these  pro- 
cedures were  performed  on  patients  with  infiltrating 
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Table  3 
Tumor  Size  in  Relation  to  Axillary  Node  Metastasis 


Size  Range  of 

Primary  Tumor* 

(cm) 

0.2  -  4.0 

1.5  -  4.0 

1.8  -  4.0 

2.5  -  15.0 


Average  Size  of 

Primary  Tumor 

(cm) 

1.9 
2.5 
3.2 
6.6 


Axillary  Node 
Metastasist 

Negative  nodes 
Level  I 
Level  II 
Level  III 


*  Infiltrating  duct  carcinoma. 

t  Levels  defined  by  pectoralis  minor  muscle  (see  McDivitt). 


duct  carcinoma.  We  use  the  pectoralis  minor  muscle 
to  define  three  axillary  levels.7  In  Table  3  tumor  size 
is  correlated  with  metastatic  deposits  from  infiltrat- 
ing duct  carcinomas  in  axillary  nodes.  No  primary 
tumor  less  than  1.5  cm  in  diameter  was  found  to 
have  regional  node  involvement  in  this  admittedly 
small  series. 

Three  patients  underwent  "extended  simple" 
(Auchincloss)  mastectomy,  and  an  average  of  seven 
nodes  were  found  per  specimen.  Five  patients  under- 
went "simple"  mastectomy. 

Partially  hyalinized  non-caseous  granulomas  were 
found  in  axillary  nodes  from  a  single  case  of  in- 
filtrating duct  carcinoma.  Acid-fast  and  fungus  stains 
were  negative.  This  patient,  a  68-year-old  Caucasian 
woman,  had  no  evidence  of  granulomatous  disease 
elsewhere.  One  of  the  patients  with  medullary  car- 
cinoma had  dermatopathic  lymphadenitis  in  axillary 


nodes.  There  was  no  known  history  of  recent  skin 
lesions  of  that  extremity. 

SUMMARY 

All  breast  lesions  seen  over  a  one-year  period  in 
the  Department  of  Pathology  at  New  Hanover  Me- 
morial Hospital  are  reviewed.  Benign  and  malignant 
lesions  are  discussed  in  the  general  order  of  their 
frequency. 
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(Convulsion  fits)  often  constitute  the  last  scene  of  acute  or  chronic  disorders.  When  this  is 
the  case,  there  can  remain  but  small  hopes  of  the  patient's  recovery  after  falling  into  a  fit.  But 
when  a  person,  who  appears  to  be  in  perfect  health,  is  suddenly  seized  with  a  convulsion  fit, 
and  seems  to  expire,  attempts  ought  to  be  made  to  restore  him  to  life.  Infants  are  most  liable 
to  convulsions,  and  are  often  carried  off  very  suddenly,  by  one  or  more  fits  about  the  time  of 
teething. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwetl,  1799,  p.  424. 
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C  TERILIZATION   has   been  used  in  four  major 
^  areas1: 

1.  For  therapeutic  purposes  as  in  the  treatment 
of  disease  or  the  preservation  of  health  in  a  woman 
when  pregnancy  or  childbirth  could  be  harmful. 

2.  For  voluntary  birth  control. 

3.  For  punitive  purposes  in  some  states  authoriz- 
ing sterilization  of  criminals  and  sex  offenders. 

4.  For  eugenic  purposes. 

This  paper  deals  with  the  history  of  eugenic  sterili- 
zation in  North  Carolina  and  national  trends.  Sug- 
gestions for  changes  in  present  sterilization  laws  in 
North  Carolina  are  presented,  and  legal  implications 
for  physicians  are  reviewed. 

HISTORY  OF  THE  NORTH  CAROLINA 
EUGENICS  BOARD 

In  1920  the  North  Carolina  General  Assembly 
enacted  a  sterilization  act  under  which  49  persons 
were  sterilized.  However  the  act  contained  no  pro- 
vision for  notice  of  hearing  or  right  of  appeal,  and 
four  years  after  enactment  the  North  Carolina  Su- 
preme Court  held  the  statute  unconstitutional.  At 
that  time  our  present  eugenics  laws  were  enacted 
by  the  General  Assembly  of  1933  (General  Statutes, 
chapter  35). 

The  present  statute  designates  an  administrative 
board  consisting  of  the  following  five  members:  the 
Director  of  Social  Services,  the  Director  of  the 
State  Board  of  Health,  the  Attorney  General,  the 


*  Director  of  Forensic  Services.  Division  of  Mental  Health  Services, 
North  Carolina  Department  of  Human  Resources.  (Member  of  the 
North  Carolina   Eugenics  Board,   1967-73.) 

t  Deputy  Director  for  Mental  Retardation,  Division  of  Mental  Health 
Sciences,  North  Carolina  Department  of  Human  Resources.  (Delegate 
to  the  Eugenics  Board  for  the  Director,  Division  of  Mental  Health 
Services. ) 

Reprint  requests  to  Dorothea  Dix  Hospital,  Raleigh,  N.  C  27611 
(Dr.  Rollins). 


Director  of  Mental  Health  Services,  and  a  chief  of 
staff  of  a  state  hospital  for  the  mentally  ill  or  resi- 
dential center  for  the  mentally  retarded.  In  practice, 
some  of  these  officials  send  delegates  to  the  eugenics 
board  meetings. 

The  law  provides  for  the  sterilization  of  individuals 
who  are  either  mentally  diseased  or  mentally  defec- 
tive, when  such  individuals  are  found  to  be  in  need 
of  the  protection  of  sterilization.  In  the  period  1964- 
1970,  90  percent  of  the  petitions  were  based  on 
mental  retardation.  The  remainder  were  based  on 
mental  illness,  with  the  exception  of  ten  cases  in- 
volving epilepsy.  (This  category  was  removed  by  the 
1967  General  Assembly.) 

In  North  Carolina  law,  mental  illness  is  defined 
as  "an  illness  which  so  lessens  the  capacity  of  the 
person  to  use  his  customary  self-control,  judgment, 
and  discretion  in  the  conduct  of  his  affairs  and 
social  relations  as  to  make  it  necessary  or  advisable 
for  him  to  be  under  treatment,  care,  supervision, 
guidance,  or  control."-  A  mental  defective  is  de- 
fined as  "a  person  who  is  not  mentally  ill  but  whose 
mental  development  is  so  retarded  that  he  has  not 
acquired  enough  self-control,  judgment,  and  discre- 
tion to  manage  himself  and  his  affairs,  and  for  whose 
own  welfare  or  that  of  others,  supervision,  guidance, 
care,  or  control  is  necessary  or  advisable."2 

Petitions  for  sterilization  may  be  filed  by  heads 
of  state  hospitals  for  the  mentally  ill  and  state  resi- 
dential centers  for  the  mentally  retarded  or  by 
directors  of  county  departments  of  social  services 
for  the  following  reasons:  (1 )  when  it  is  in  the  best 
interest  of  the  mental,  moral,  or  physical  improve- 
ment of  the  individual;  (2)  for  the  public  good;  (3) 
when  in  the  petitioner's  opinion  it  is  likely  that  such 
an  individual,  unless  operated  upon,  would  procreate 
a  child  who  would  have  a  tendency  to  serious  physi- 
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cal,  mental,  or  nervous  disease  or  deficiency;  or  (4) 
when  requested  to  do  so  by  next  of  kin  or  legal 
guardian. 

In  addition,  individuals  may  obtain  sterilization 
under  the  voluntary-sterilization  laws  (G.S.  90-271- 
275).  Unmarried  minors  (underage  18)  may  also  be 
sterilized  by  authority  of  the  county  juvenile  court 
upon  petition  of  the  parents  or  guardian,  if  the  court 
determines  that  sterilization  is  in  the  best  interest  of 
such  minor  (G.S.  90-271-2). 

Activities  of  the  North  Carolina  Eugenics  Board 
are  presented  in  Tables  1  and  2.  It  should  be  rec- 
ognized that,  notwithstanding  provisions  of  the  law, 
eugenic  sterilization  in  North  Carolina  currently  is 
essentially  voluntary — that  it,  the  parents  or  guardians 
have  consented,  and  usually,  but  not  necessarily,  the 
person  to  be  sterilized. 

NATIONAL  TRENDS 

Various  events  at  the  end  of  the  nineteenth  cen- 
tury led  to  increased  interest  in  sterilization,  and 
between  1907-1917  eugenic  sterilization  laws  were 
passed  in  1 6  states.  Some  of  the  precipitating  factors 
were   August  Weismann's   attack   on   the   theory   of 


Table  1* 

Cases  Handle 

d  by  Biennial  Periods  July  1933  - 

June  1966 

Biennial  Pt 

riort 

Petitions 
Presented 

Operations 
Authorized 

Operations 
Performed 

Total 
July   1933  - 

June 

1934 

7,888 
39 

7,624 
39 

6,802 

31t 

July   1934  - 

June 

1936 

309 

301 

252 

July   1936   - 

June 

1938 

356 

350 

296 

July    1938   - 

June 

1940 

352 

345 

305 

July    1940   - 

June 

1942 

390 

385 

339 

July    1942   - 

June 

1944 

328 

309 

269 

July   1944   - 

June 

1946 

282 

276 

238 

July   1946   - 

June 

1948 

337 

330 

291 

July    1948   - 

June 

1950 

562 

543 

468 

July    1950    - 

June 

1952 

743 

796 

704 

July    1952   - 

June 

1954 

673 

650 

626 

July    1954   - 

June 

1956 

6b7 

634 

556 

July    1956   - 

June 

1958 

674 

658 

562 

July   1958   - 

June 

1960 

576 

564 

535 

July   1960  - 

June 

1962 

558 

531 

467 

July    1962   - 

June 

1964 

591 

545 

507 

July   1964   - 

June 

1966 

461 

368 

356 

*  Biennial  Report  of  the  Eugenics  Board  of  North  Carolina.  July 
1,  1964  to  June  30,  1966.  p.25. 

t  49  additional  operations  were  performed  prior  to  July  1933  under 
previous  legislation,  making  a  total  of  6,851  operations  per- 
formed. 


Period 

Total 
1966 
1967 
1968 
1969 
1970 
1971 


Table  2* 

Petitions 

Operat 

Presented 

Author 

1,186 

901 

191 

161 

223 

174 

193 

162 

198 

162 

213 

135 

168 

107 

766 

135 
134 
187 
144 
89 
77 


*  Eugenics  Board  of  North  Carolina.  Unpublished  data, 
t  Authorization  and  operation  may  be  in  different  years. 
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acquired  characteristics,  the  rediscovery  of  Mendel's 
theories  of  inheritance,  the  development  of  intelli- 
gence testing,  family  pedigree  studies,  and  the  dis- 
covery of  vasectomy  and  salpingectomy,  which 
afforded  sterilization  without  castration. :! 

Sterilization  in  the  1930s  and  1940s  continued 
to  mount  in  spite  of  the  landmark  1936  report  on 
sterilization  laws  and  the  hereditary  theory  of  mental 
disease  and  mental  retardation  by  the  American 
Neurological  Association's  Committee  for  the  In- 
vestigation of  Eugenical  Sterilization.  This  committee 
criticized  the  use  of  compulsory  sterilization  laws  on 
the  following  grounds: 

1 .  There  is  nothing  to  indicate  that  mental  disease 
and  mental  defect  are  increasing  and  from  this  stand- 
point there  is  no  evidence  of  a  biological  deteriora- 
tion of  the  race; 

2.  The  reputedly  high  fecundity  of  the  mental 
defective  groups  ...  is  a  myth  based  on  the  assump- 
tion that  those  who  are  low  in  the  cultural  scale  are 
also  mentally  and  biologically  defective; 

3.  Any  law  concerning  sterilization  .  .  .  under 
the  present  state  of  knowledge  (of  heredity)  should 
be  voluntary  .  .  .  rather  than  compulsory; 

4.  Nothing  in  the  acceptance  of  heredity  as  a  factor 
in  the  genesis  of  any  condition  considered  by  this 
report  excludes  the  environmental  agencies  of  life 
as  equally  potent,  and  in  many  instances  as  even 
more  effective.4 

In  1937  an  American  Medical  Association  Com- 
mittee stated:  "Our  present  knowledge  regarding  hu- 
man heredity  is  so  limited  that  there  appears  to  be 
very  little  scientific  basis  to  justify  limitation  of  con- 
ception for  eugenic  reasons.""' 

Additional  objections  raised  against  eugenic  sterili- 
zation are: 

1.  The  difficulty  of  determining  who  should  be 
sterilized  because  of  the  imperfections  of  intelligence 
tests,  and  the  lack  of  knowledge  concerning  the  role 
of  cultural  deprivation  in  familial  retardation. 

2.  The  doubt  that  anyone  is  qualified  to  make  de- 
cisions about  who  should  be  sterilized. 

3.  The  fear  that  sterilization  laws  will  be  used 
punitively. 

4.  The  belief  that  involuntary  sterilization  is  im- 
moral."' <p606' 

Reed  and  Reed1'  take  an  entirely  different  approach 
based  on  their  genetic  studies.  They  believe  that  a 
significant  proportion  of  retarded  children  have  re- 
tarded parents,  and  that  the  best  method  of  prevent- 
ing mental  retardation  is  by  reducing  its  transmission. 
Further,  they  feel  that  this  goal  is  best  accomplished 
by  reducing  the  reproduction  of  retardates  via  vol- 
untary sterilization  of  the  higher  grade  retardates  in 
the  community.  Their  thinking  stems  from  the  belief 
that  mental  retardation  is  largely  hereditary  and  is 
based  on  the  transmission  of  specific  characteristics 
via  specific  types  of  DNA  and  that  in  every  case  of 
mental  retardation  there  is  subnormal  behavior  of 
some  of  the  cells  of  the  brain.  Reed  and  Reed  define 
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Eugenic  Sterilization  in  North  Carolina 


Robert  L.  Rollins,  Jr.,  M.D.,*  and  Ann  Wolfe,  M.D.  I 


STERILIZATION  has  been  used  in  four  major 


areas 


1.  For  therapeutic  purposes  as  in  the  treatment 
of  disease  or  the  preservation  of  health  in  a  woman 
when  pregnancy  or  childbirth  could  be  harmful. 

2.  For  voluntary  birth  control. 

3.  For  punitive  purposes  in  some  states  authoriz- 
ing sterilization  of  criminals  and  sex  offenders. 

4.  For  eugenic  purposes. 

This  paper  deals  with  the  history  of  eugenic  sterili- 
zation in  North  Carolina  and  national  trends.  Sug- 
gestions for  changes  in  present  sterilization  laws  in 
North  Carolina  are  presented,  and  legal  implications 
for  physicians  are  reviewed. 

HISTORY  OF  THE  NORTH  CAROLINA 
EUGENICS  BOARD 

In  1920  the  North  Carolina  General  Assembly 
enacted  a  sterilization  act  under  which  49  persons 
were  sterilized.  However  the  act  contained  no  pro- 
vision for  notice  of  hearing  or  right  of  appeal,  and 
four  years  after  enactment  the  North  Carolina  Su- 
preme Court  held  the  statute  unconstitutional.  At 
that  time  our  present  eugenics  laws  were  enacted 
by  the  General  Assembly  of  1933  (General  Statutes, 
chapter  35 ). 

The  present  statute  designates  an  administrative 
board  consisting  of  the  following  five  members:  the 
Director  of  Social  Services,  the  Director  of  the 
State  Board  of  Health,  the  Attorney  General,  the 


*  Director  of  Forensic  Services,  Division  of  Mental  Health  Services, 
North  Carolina  Department  of  Human  Resources.  (Member  of  the 
North  Carolina   Eugenics  Board,   1967-73.) 

t  Deputy  Director  for  Mental  Retardation,  Division  of  Mental  Health 
Sciences,  North  Carolina  Department  of  Human  Resources.  (Delegate 
to  the  Eugenics  Board  for  the  Director,  Division  of  Mental  Health 
Services. ) 

Reprint  requests  to  Dorothea  Dix  Hospital.  Raleigh.  N.  C.  27611 
(Dr.  Rollins). 
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Director  of  Mental  Health  Services,  and  a  chief  of 
staff  of  a  state  hospital  for  the  mentally  ill  or  resi- 
dential center  for  the  mentally  retarded.  In  practice, 
some  of  these  officials  send  delegates  to  the  eugenics 
board  meetings. 

The  law  provides  for  the  sterilization  of  individuals 
who  are  either  mentally  diseased  or  mentally  defec- 
tive, when  such  individuals  are  found  to  be  in  need 
of  the  protection  of  sterilization.  In  the  period  1964- 
1970,  90  percent  of  the  petitions  were  based  on 
mental  retardation.  The  remainder  were  based  on 
mental  illness,  with  the  exception  of  ten  cases  in- 
volving epilepsy.  (This  category  was  removed  by  the 
1967  General  Assembly.) 

In  North  Carolina  law,  mental  illness  is  defined 
as  "an  illness  which  so  lessens  the  capacity  of  the 
person  to  use  his  customary  self-control,  judgment, 
and  discretion  in  the  conduct  of  his  affairs  and 
social  relations  as  to  make  it  necessary  or  advisable 
for  him  to  be  under  treatment,  care,  supervision, 
guidance,  or  control."-  A  mental  defective  is  de- 
fined as  "a  person  who  is  not  mentally  ill  but  whose 
mental  development  is  so  retarded  that  he  has  not 
acquired  enough  self-control,  judgment,  and  discre- 
tion to  manage  himself  and  his  affairs,  and  for  whose 
own  welfare  or  that  of  others,  supervision,  guidance, 
care,  or  control  is  necessary  or  advisable."2 

Petitions  for  sterilization  may  be  filed  by  heads 
of  state  hospitals  for  the  mentally  ill  and  state  resi- 
dential centers  for  the  mentally  retarded  or  by 
directors  of  county  departments  of  social  services 
for  the  following  reasons:  (1)  when  it  is  in  the  best 
interest  of  the  mental,  moral,  or  physical  improve- 
ment of  the  individual;  (2)  for  the  public  good;  (3) 
when  in  the  petitioner's  opinion  it  is  likely  that  such 
an  individual,  unless  operated  upon,  would  procreate 
a  child  who  would  have  a  tendency  to  serious  physi- 
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cal,  mental,  or  nervous  disease  or  deficiency;  or  (4) 
when  requested  to  do  so  by  next  of  kin  or  legal 
guardian. 

In  addition,  individuals  may  obtain  sterilization 
under  the  voluntary-sterilization  laws  (G.S.  90-271- 
275).  Unmarried  minors  (underage  18)  may  also  be 
sterilized  by  authority  of  the  county  juvenile  court 
upon  petition  of  the  parents  or  guardian,  if  the  court 
determines  that  sterilization  is  in  the  best  interest  of 
such  minor  (G.S.  90-271-2). 

Activities  of  the  North  Carolina  Eugenics  Board 
are  presented  in  Tables  1  and  2.  It  should  be  rec- 
ognized that,  notwithstanding  provisions  of  the  law, 
eugenic  sterilization  in  North  Carolina  currently  is 
essentially  voluntary — that  it,  the  parents  or  guardians 
have  consented,  and  usually,  but  not  necessarily,  the 
person  to  be  sterilized. 

NATIONAL  TRENDS 

Various  events  at  the  end  of  the  nineteenth  cen- 
tury led  to  increased  interest  in  sterilization,  and 
between  1907-1917  eugenic  sterilization  laws  were 
passed  in  1 6  states.  Some  of  the  precipitating  factors 
were  August  Weismann's  attack  on  the  theory  of 


Table  1* 
Cases  Handled  by  Biennial  Periods  July  1933  -  June  1966 


Biennial  Period 

Total 

July  1933   •   June   1934 

July  1934   -   June   1936 

July  1936   -   June   1938 

July  1938   -   June   1940 

July  1940    -   June    1942 

July  1942   -   June   1944 

July  1944   -   June   1946 

July  1946   -  June   1948 

July  1948   -   June   1950 

July  1950   •   June  1952 

July  1952   -   June   1954 

July  1954   -   June   1956 

July  1956   -   June   1958 

July  1958   -   June   1960 

July  1960   -   June   1962 

July  1962   -   June   1964 

July  1964   -   June   1966 


Petitions 
Presented 

7,888 
39 
309 
356 
352 
390 
328 
282 
337 
562 
743 
673 
657 
674 
576 
558 
591 
461 


Operations     Operations 
Authorized     Performed 


7,624 
39 
301 
350 
345 
385 
309 
276 
330 
543 
796 
650 
634 
658 
564 
531 
545 
368 


6,802 
31t 
252 
296 
305 
339 
269 
238 
291 
468 
704 
626 
556 
562 
535 
467 
507 
356 


*  Biennial    Report   of   the   Eugenics   Board   of   North   Carolina.  July 

1,  1964  to  June  30,  1966.  p.25. 
t  49  additional  operations  were  perfon '  '      '         " 

previous    legislation,    making    a    tot 

fnrmoH 


formed 


ed  prior  to  July  1933  under 
of    6,851    operations    per- 


Period 

Total 
1966 
1967 
1968 
1969 
1970 
1971 


Table  2* 

Petitions 

Operations 

Operations 

Presented 

Authorized 

Performedt 

1,186 

901 

766 

191 

161 

135 

223 

174 

134 

193 

162 

187 

198 

162 

144 

213 

135 

89 

168 

107 

77 

*  Eugenics  Board  of  North  Carolina.  Unpublished  data, 
t  Authorization  and  operation  may  be  in  different  years. 


acquired  characteristics,  the  rediscovery  of  Mendel's 
theories  of  inheritance,  the  development  of  intelli- 
gence testing,  family  pedigree  studies,  and  the  dis- 
covery of  vasectomy  and  salpingectomy,  which 
afforded  sterilization  without  castration.3 

Sterilization  in  the  1930s  and  1940s  continued 
to  mount  in  spite  of  the  landmark  1936  report  on 
sterilization  laws  and  the  hereditary  theory  of  mental 
disease  and  mental  retardation  by  the  American 
Neurological  Association's  Committee  for  the  In- 
vestigation of  Eugenical  Sterilization.  This  committee 
criticized  the  use  of  compulsory  sterilization  laws  on 
the  following  grounds: 

1 .  There  is  nothing  to  indicate  that  mental  disease 
and  mental  defect  are  increasing  and  from  this  stand- 
point there  is  no  evidence  of  a  biological  deteriora- 
tion of  the  race; 

2.  The  reputedly  high  fecundity  of  the  mental 
defective  groups  ...  is  a  myth  based  on  the  assump- 
tion that  those  who  are  low  in  the  cultural  scale  are 
also  mentally  and  biologically  defective; 

3.  Any  law  concerning  sterilization  .  .  .  under 
the  present  state  of  knowledge  (of  heredity)  should 
be  voluntary  .  .  .  rather  than  compulsory; 

4.  Nothing  in  the  acceptance  of  heredity  as  a  factor 
in  the  genesis  of  any  condition  considered  by  this 
report  excludes  the  environmental  agencies  of  life 
as  equally  potent,  and  in  many  instances  as  even 
more  effective.4 

In  1937  an  American  Medical  Association  Com- 
mittee stated:  "Our  present  knowledge  regarding  hu- 
man heredity  is  so  limited  that  there  appears  to  be 
very  little  scientific  basis  to  justify  limitation  of  con- 
ception for  eugenic  reasons.""1 

Additional  objections  raised  against  eugenic  sterili- 
zation are: 

1.  The  difficulty  of  determining  who  should  be 
sterilized  because  of  the  imperfections  of  intelligence 
tests,  and  the  lack  of  knowledge  concerning  the  role 
of  cultural  deprivation  in  familial  retardation. 

2.  The  doubt  that  anyone  is  qualified  to  make  de- 
cisions about  who  should  be  sterilized. 

3.  The  fear  that  sterilization  laws  will  be  used 
punitively. 

4.  The  belief  that  involuntary  sterilization  is  im- 
moral." "'  0CH"" 

Reed  and  Reed1'1  take  an  entirely  different  approach 
based  on  their  genetic  studies.  They  believe  that  a 
significant  proportion  of  retarded  children  have  re- 
tarded parents,  and  that  the  best  method  of  prevent- 
ing mental  retardation  is  by  reducing  its  transmission. 
Further,  they  feel  that  this  goal  is  best  accomplished 
by  reducing  the  reproduction  of  retardates  via  vol- 
untary sterilization  of  the  higher  grade  retardates  in 
the  community.  Their  thinking  stems  from  the  belief 
that  mental  retardation  is  largely  hereditary  and  is 
based  on  the  transmission  of  specific  characteristics 
via  specific  types  of  DNA  and  that  in  every  case  of 
mental  retardation  there  is  subnormal  behavior  of 
some  of  the  cells  of  the  brain.  Reed  and  Reed  define 
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mentally  retarded  people  as  those  who  score  below 
70  on  standard  IQ  tests  or  those  so  classified  by 
careful  subjective  judgment.  Their  definition  does  not 
include  social  performance. 

Mercer7  presents  the  sociological  view,  saying  that 
mental  retardation  is  an  acquired  social  status  to 
which  individuals  are  assigned  by  social  systems  such 
as  schools,  diagnostic  clinics,  and  welfare  agencies. 
He  describes  and  formularizes  his  view  in  the  fol- 
lowing equation:  low  academic  competence  plus 
poor  adjustment  plus  low  verbal  competence,  plus 
few  friends  equals  mental  retardation.  This  concept 
is  in  contrast  to  the  view  of  mental  retardation  as 
defined  by  IQ  tests.  Similiarly,  Warren*  states:  "Mea- 
sured intelligence  is  statistically  related  to  socio- 
economic background.  Substantially  lower  average 
IQs  are  consistently  found  among  members  of  the 
lower  economic  status." 

Dobson  indicates  that  in  accepting  the  genetic  view 
of  intelligence  one  has  to  maintain  that  all  intellec- 
tually defective  children  inherited  an  inferior  quality 
of  genes,  or  that  perhaps  the  genes  were  damaged 
during  the  prenatal  period.  It  was  not  recognized 
that  the  mental  potential  of  an  average  child  might 
deteriorate  from  the  moment  of  birth  as  a  result  of 
an  unstimulating  intellectual  environment.7  '"  M) 

Jarvis"  has  suggested  that  the  two  antithetic  views 
(genetic  and  environmental)  would  imply  two  op- 
posite ways  to  prevent  mental  retardation:  "Emphasis 
on  genetic  counseling  and  eugenic  measures,  with 
less  importance  placed  on  prenatal  and  paranatal 
care,  would  be  the  practical  result  of  the  first  view. 
The  adherents  of  the  second  view  would  maintain 
that  eradication  of  mental  retardation  is  possible  if 
all  external  causes  of  possible  brain  injury  during 
development  are  removed  and  adverse  socio-eco- 
nomic factors  are  corrected." 

Another  view,  presented  by  Allen,1"  is  that  the 
causes  of  mental  subnormality  are  multiple  and 
mingled,  but  for  the  purposes  of  prevention  can  be 
grouped: 

Subcultural  mental  defect,  even  if  partly  genetic, 
can  be  approached  primarily  through  environ- 
mental improvement.  Pathological  types  of  defect 
such  as  brain  trauma  call  for  research  to  improve 
medical  practices.  Severe  hereditary  types  can  be 
prevented  by  preventing  mutations  or  high-risk 
marriages  and  conceptions.  Alternatively,  ways 
can  sometimes  be  found  to  prevent  action  of  the 
deleterious  genes. 

The  preceding  views  on  mental  retardation  and 
its  prevention  tend  to  indicate  the  dilemma  faced  by 
persons  charged  with  preventing  this  condition. 

PRESENT  LAWS 

The  sparing  use  of  eugenic  sterilization  laws  by 
an  overwhelming  majority  of  states  which  have  them 
indicates  doubts  about  the  effectiveness  and/or  con- 
stitutionality of  these  provisions. 
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A  1972  survey  by  the  National  Association  of 
Mental  Health  Program  Directors11  combined  with 
our  own  survey  conducted  the  same  year  provides 
the  following  information.  Of  the  50  states  and  the 
District  of  Columbia,  16  states  have  no  specific 
eugenics  laws,  12  states  have  laws  but  little  or  no 
eugenics  activity,  1 1  states  have  eugenics  laws  but 
indicate  no  level  of  utilization,  and  9  states  did  not 
reply  to  our  questionnaire.  Only  two  states  other  than 
North  Carolina  indicated  any  eugenics  activity  during 
the  past  two  years.  (One  state  had  25  cases  and  the 
other,  50  cases.)  Therefore,  on  the  basis  of  the 
information  available  to  us,  we  conclude  that  North 
Carolina  has  the  most  active  eugenics  program  in 
the  country.  However,  many  states  did  indicate  in 
their  replies  that  sterilization  could  be  arranged  vol- 
untarily between   patient  and   physician. 

PROBLEMS  IN  THE  PRESENT  SYSTEM 

The  availability  of  oral  contraceptives,  intrauter- 
ine devices,  and  abortions  are  providing  feasible 
alternatives  to  eugenic  sterilization.  Of  course,  sterili- 
zation alone  is  no  substitute  for  a  comprehensive 
mental  retardation  program  which  would  include 
early  identification,  diagnosis  and  evaluation,  pre- 
school day  care,  school  programs,  vocational  reha- 
bilitation, adult  day  programs,  special  living  ar- 
rangements, social  services,  parental  counseling  and 
training,  preparation  of  professional  personnel,  ser- 
vices for  the  retarded  juvenile  offender,  recreational 
services,  religious  programs,  and  involvement  with 
voluntary  organizations. 

Many  health  care  professionals  have  not  been 
oriented  to  provide  comprehensive  mental  retarda- 
tion services,  and  eugenic  sterilization  is  sometimes 
recommended  inappropriately.  The  existence  of 
mental  retardation  or  parental  concern  about  the 
possibility  of  pregnancy  should  not  result  automatical- 
ly in  eugenic  sterilization.  Also,  intelligence  quotients 
alone  are  inadequate  for  a  total  assessment  or  diag- 
nosis of  mental  retardation.  An  overall  assessment 
of  function  is  also  needed.  Mental  retardation  does 
not  usually  apply  to  anyone  with  an  intelligence 
score  above  70  to  75  but  by  no  means  does  the 
category  include  all  who  have  lower  scores.  The 
designation  therefore  depends  not  just  on  measured 
intelligence,  but  also  on  a  distinct  impairment  in 
adaptive  behavior  or  the  social  performance  in  day 
to  day  living  normally  expected  of  a  person  of  a 
particular  age  by  the  community  (or  culture)  of 
which  he  is  a  part.  Those  who  are  more  profoundly 
handicapped  are  relatively  infertile  or  protected  or 
both;  those  considered  to  be  mildly  handicapped  may 
not  be  retarded  at  all. 

PROPOSALS 

The  main  function  of  the  North  Carolina  Eugenics 
Board  is  giving  legal  sanction  to  the  sterilization  ot 
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incompetent  and/or  minor  females  and  affording  the 
physician  this  protection. 

The  general  grounds  of  liability  of  physicians  per- 
forming sterilization  operations  are  the  same  as 
face  physicians  in  the  performance  of  other  opera- 
tions, except  that  some  courts  have  placed  more 
stress  upon  the  doctrines  of  warranty  of  the  physi- 
cian and  guaranty  of  results  in  sterilization.12 

A  more  cautious  view,  based  on  a  federal  court 
decision  in  Ohio,  has  been  expressed  by  Bernstein. 13 
He  states  that,  despite  the  willingness  of  guardians, 
parents,  welfare  agencies,  surgeons,  hospitals,  and 
judges  to  agree  to  the  sterilization  of  an  incompetent, 
the  participants  are  vulnerable  to  litigation  without 
specific  statutory  authority.  We  feel  that  granting 
these  participants  immunity  even  from  suit  tends  to 
exclude  the  individual  from  the  decision-making  pro- 
cess regarding  sterilization.  All  participants  should  act 
in  good  faith,  document  their  actions  and  opinions, 
and  be  ready  to  defend  the  propriety  of  their  actions. 
Reed  and  Reedc  "' 7e'  express  doubt  that  prosecution 
of  a  physician  who  has  performed  the  operation  with 
the  consent  of  the  guardian  or  parents  would  be  suc- 
cessful. 

Since  North  Carolina  appears  to  be  the  only  state 
still  authorizing  eugenic  sterilization  in  large  numbers, 
and  since  there  have  been  few  cases  of  litigation  on 
this  issue  nationwide,  our  present  law  appears  to  be 
antiquated. 

We  believe  that  the  North  Carolina  Eugenics  Board 
no  longer  serves  a  useful  purpose  (if  it  ever  did)  and 
suggest  that  it  be  abolished.  This  proposal  is  based 
on  our  feeling  that  the  protection  furnished  physicians 
by  the  Eugenics  Board  is  unnecessary  and  that  there 
are  no  indications  for  mandatory  sterilization. 

Furthermore,  we  believe  that  the  best  alternative 
to  sterilization  in  North  Carolina,  from  a  philosophi- 
cal and  ethical  point  of  view,  is  that  retarded  persons 
should  be  sterilized  only  when  they  agree  to  the 
operation.  "Statutes  authorizing  voluntary  steriliza- 
tion especially  as  applied  to  the  mentally  disabled, 
should  afford  every  reasonable  substantive  and  pro- 
cedural protection  to  assure  that  sterilization  is  truly 
voluntary."1  (p  21S)  When  sterilization  is  desired  by 
minor  females  or  those  who  may  have  been  declared 


incompetent,  this  can  be  authorized  by  their  parents 
or  guardians  as  with  any  other  surgery. 

SUMMARY 

At  the  turn  of  the  century  many  states  adopted 
mandatory  eugenic  sterilization  laws  in  the  belief 
that  mental  illness  and  mental  retardation  were  large- 
ly hereditary.  This  belief  has  not  been  supported  by 
scientific  evidence  and,  in  fact,  has  been  increasingly 
disproved  over  the  past  30  years.  (We  reject  the 
Reed  findings.)  We  feel  that  the  diagnosis  of  mental 
retardation  should  not  be  based  on  intelligence  tests 
alone,  but  also  on  a  distinct  impairment  in  adaptive 
behavior  of  the  social  performance  in  day  to  day 
living  normally  expected  from  a  person  of  a  particular 
age  by  the  community  (or  culture)  of  which  he  is  a 
part. 

North  Carolina  appears  to  be  the  only  state  with 
an  active  Eugenics  Board  which  serves  in  practice 
to  give  legal  sanction  to  sterilization  of  incompetent 
and/or  minor  females.  We  believe  this  to  be  no 
longer  necessary  and  suggest  that  the  North  Carolina 
Eugenics  Board  should  be  abolished,  especially  as 
the  liability  of  physicians  performing  sterilization  is 
essentially  the  same  as  that  pertaining  to  any  other 
surgery.  Instead,  we  feel  that  comprehensive  mental 
retardation  programs  are  needed. 
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The  Society  for  the  recovery  of  drowned  persons,  instituted  at  Amsterdam,  in  the  year  1767. 
had  the  satisfaction  to  find  that  150  persons,  in  the  space  of  four  years,  had  been  saved  by  the 
means  pointed  out  by  them,  many  of  whom  owed  their  preservation  to  peasants,  and  people  of 
no  medical  knowledge.  But  the  means  used  with  so  much  efficacy  in  recovering  drowned  persons 
are,  with  equal  success,  applicable  to  a  number  of  cases  where  the  powers  of  life  seem  in  reality 
to  be  only  suspended,  and  to  remain  capable  of  renewing  all  their  functions,  on  being  put  into 
motion  again.  It  is  shocking  to  reflect,  that  for  want  of  this  consideration  many  persons  have 
been  committed  to  the  grave,  in  whom  the  principles  of  life  might  have  been  revived. — William 
Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen 
and  Simple  Medicines,  etc..  Richard  Folwell.  1799.  p.  425. 
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Dr.  Jerome  L  Reeves 

on 

Nervous  Disorders  in  North  Carolina  Appalachia 

During  the  First  Quarter  of  the  Century 


Hugh  A.  Matthews,  M.D.* 


Interviewer:  Dr.  Reeves,  we  share  the  same  ex- 
perience that  so-called  mental  illness  has  physical 
components  and  so-called  physical  disease  has  emo- 
tional or  mental  components. 

Dr.  Reeves:  Experience  alone  teaches  you  that  we 
are  not  body  and  mind  and  soul  but  body-mind- 
soul. 

I  never  learned  how  to  answer  the  question, 
"Aren't  the  problems  in  the  head  of  90  or  what-not 
percent  of  the  patients  who  come  to  see  you?"  Per- 
haps my  best  answer,  if  any,  is,  "If  a  patient  waits 
as  long  as  he  has  to  to  see  me  with  the  expectancy  to 
pay  for  my  services,  the  fault  is  mine  if  I  do  not  have 
something  to  offer  the  patient."  With  all  the 
present-day  drugs  we  have  for  disturbed  patients,  per- 
haps still  our  best  therapeutic  tool  is  listening. 

If  we  learned  more  of  the  right  questions,  we  our- 
selves would  be  less  hostile  in  not  having  ready  an- 
swers. 

Interviewer:  How  about  so-called  mental  illness 
back  in  the  mountains,  west  of  Asheville,  during  the 
first  quarter  of  the  century?  Were  there  more  or  less 
disturbed  and  anxious  and  depressed  people? 

Dr.  Reeves:  That's  hard  to  say.  Certainly,  fewer 
people  saw  the  physician  because  of  emotional  prob- 
lems, but  fewer  saw  the  doctor  for  other  problems, 
too.  Most  illnesses  back  then,  psychic  or  somatic, 
were  usually  life-threatening  before  professional  help 
was  sought,  and  often  not  even  then.  You'll  have  to 
remember  that  at  the  turn  of  the  century  many  folks 
in  the  hills  had  never  seen  a  physician.  The  majority 
didn't  think  about  the  physician.  Like  their  parents 
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and  grandparents,  many  never  had  access  to  pro- 
fessional help. 

Interviewer:  What  was  the  greatest  mental  health 
problem? 

Dr.  Reeves:  Perhaps  the  same  as  now — whiskey; 
that  is,  among  the  men.  Women  rarely  drank  then 
excepting  medicinally  and  then  at  times  with  guilt 
feelings. 

I  said,  "Whiskey."  First  of  all  whiskey  then  as  now 
is  not  the  problem.  The  problem  is  all  the  complex 
factors  that  lead  to  excess  and  dependence. 

Interviewer:  Did  you  have  a  high  incidence  of  al- 
coholism? 

Dr.  Reeves:  You  didn"t  hear  the  term  then.  The 
term  for  the  syndrome  then  was  "the  drunk."  It  could 
be  that  we  had  fewer  typical  drunks  then  than  alco- 
holics now,  if  indeed  any  are  typical. 

The  pattern  of  drinking  was  different.  The  ex- 
pected thing  to  do  among  many  of  the  loggers  was  to 
get  drunk  on  the  weekend.  The  fights  were  routine 
and  something  to  behold.  Getting  drunk  and  fighting 
on  weekends  and  during  days  too  rainy  or  icy  to  get 
into  the  woods  wasn't  taboo.  Failing  to  get  to  work 
on  Monday  was  frowned  upon. 

Social  drinking,  as  we  think  of  it  now,  didn't  exist. 
Of  course,  heavy  drinking  was  a  definite  part  of  the 
life  style  of  many  woodsmen  who  came  in  with  the 
lumber  industry. 

Interviewer:  How  do  you  account  for  the  heavy 
drinking  and  fighting? 

Dr.  Reeves:  Perhaps  the  mechanism  then  was  the 
same  as  now — and  as  confusing.  Then  men  had  needs 
and  the  drinking  and  fighting  was  an  attempt  to  cope 
with  these  needs.  Many  needed  escape  from  what  they 
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left  and  from  the  tough  way  of  life  they  came  to. 
Many  who  followed  the  lumber  companies  didn't 
have  roots  in  the  hills.  They  had  little  diversion  and 
limited  alternatives  in  meeting  their  needs.  When  they 
went  at  it,  they  weren't  necessarily  fighting  over  any 
issue.  One  man  would  say,  "I  can  lick  you."  The 
other  replied,  "Put  your  muscle  where  your  mouth 
is."  They  went  at  it  and  fought  to  exhaustion.  The 
spectators  entered  in  as  if  they  were  at  a  cock  fight. 
Doubtlessly,  their  liquor  cut  down  inhibitions,  and  at 
times  the  knives  flashed  and  the  blood  flowed. 

Then,  too,  some  of  the  men  were  downright  tough 
and  mean.  I  know  of  no  reasonable  way  to  classify 
medically  downright  meanness. 

Interviewer:  How  about  depressive  behavior? 

Dr.  Reeves:  That  was  called  melancholia  back 
then.  Perhaps  more  then  than  now,  particularly 
among  women. 

Who  knows?  Maybe  the  drinking  and  fighting  were 
therapeutic  for  the  men.  Through  the  veil  of  time, 
you  may  filter  out  only  the  romantic  life  of  the  old 
days  and  fail  to  see  the  grim  reality.  When  life  is  so 
tough,  the  filtering  process  of  memory  serves  in  mak- 
ing life  more  bearable. 

The  frontier  was  tough  on  women.  Without  labor- 
saving  devices,  they  had  to  be  busy  to  exist;  but  they 
were  bored.  Men  had  new  experiences  on  the  job 
and  around  the  pot-bellied  stove  at  the  store.  Wom- 
en's rightful  place  may  not  have  been  at  home,  but 
the  way  of  life  and  societal  expectancy  kept  them  at 
home. 

Courtships  were  short  and  youth  short  lived.  Soon 
after  marriage  the  men  went  their  way  doing  men 
things.  The  women  often  got  more  attention  when 
sick  than  well. 

Life  was  depressing.  The  women's  signs  and  symp- 
toms were  an  expression  of  their  life  situation.  Many 
were  depressed  whether  or  not  anyone  made  a  diag- 
nosis of  depression. 

Interviewer:  How  about  dissociative  reactions, 
false  thinking? 

Dr.  Reeves:  Yes.  Dementia.  Reactions  seem  to 
have  had  more  religious  content  then.  Perhaps  not. 
With  the  uncertainties  and  dangers  of  pioneer  living, 
people  perhaps  sensed  more  their  need  for  something 
they  could  depend  upon,  have  faith  in.  I'm  not  saying 
they  had  more  need  for  God.  They  were  more  aware 
of  the  need. 

Since  people  live  longer  now  we  have  more  chronic 
brain  syndromes.  Back  then  brain  dysfunction  came 
from  nutritional  deficits.  At  times,  brain  damage  was 
permanent.  Some,  crazy  as  bats,  cleared  up  when 
their  pellegra  was  treated.  Of  course,  now  new  cases 
of  central  nervous  system  syphilis  are  a  rarety.  Not 
then.  You  didn't  see  it  every  day  but  you  looked  for 
it.  I  have  a  feeling  we  are  getting  fewer  brain  dam- 
aged children  too.  .  .  . 

Interviewer:  How  is  that? 


Dr.  Reeves:  What  do  you  mean,  "How  is  that?" 

Interviewer:  Why  do  you  feel  we  are  getting  fewer 
brain-damaged  children? 

Dr.  Reeves:  Many  reasons. 

Nutrition  of  parents  is  better.  Infant  feeding  is  bet- 
ter. Eclampsia  is  comparatively  a  rarity. 

Fewer  very  young  girls  and  older  women  have  bab- 
ies. These  are  your  higher  risk  groups,  you  know. 

Febrile  illness  and  excessively  high  fevers  of  infants 
are  better  controlled  or  prevented. 

German  measles  doubtlessly  caused  more  brain 
damage  in  the  unborn  child  than  we  know. 

Brains  are  better  fed  not  only  with  food  but  with 
words  and  pictures. 

Interviewer:  How  about  terminal  obstetrical  care? 

Dr.  Reeves:  Doubtlessly  this  is  a  positive  factor. 

Still  some  present-day  blessings  may  be  mixed. 
With  all  our  excellent  drugs  and  devices,  we  may 
complicate  many  uncomplicated  deliveries.  I  feel  that 
the  public  and  physicians  are  now  more  and  more 
aware  of  the  possible  danger  of  all  manner  of  chemi- 
cals to  the  unborn  child,  particularity  in  the  first  and 
second  trimesters. 

Interviewer:  Would  you  say  that  the  mental  health 
of  the  public  will  be  better  in  the  last  quarter  of  the 
century  than  during  the  first? 

Dr.  Reeves:  I  am  not  going  to  say  that  it  will  be 
or  it  won't  be.  I'm  going  to  evade  the  question.  We 
are  more  aware  of  mental  illness  now.  We  may  be  in 
a  period  of  over-reacting  to  our  awareness.  We  may 
be  going  through  a  national  anxiety  neurosis  in  our 
discovery  that  we  are  neurotic  and  have  always  been. 
Information  resources  locally  and  nationally  make  us 
know  what  is  going  on. 

We  see  more  hostile  reactions  to  prejudices,  but 
are  we  more  prejudiced  and  hostile? 

Physicians  and  psychologists  see  more  and  more 
people  with  tensions  and  anxieties;  but,  comparatively 
speaking,  are  more  people  tense  and  anxious?  There 
are  more  divorces,  but  is  there  more  abuse  and 
conflict  in  the  home?  We  have  more  dependency  on 
drugs,  but  do  we  have  less  dependency  on  magic, 
quackery,  and  illness  itself?  We  are  rebelling  more 
against  injustices,  but  is  there  more  injustice? 

Interviewer:  Are  you  asking  me? 

Dr.  Reeves:  I'm  not  talking  to  myself. 

Interviewer:  But  I  am  the  interviewer. 

Dr.  Reeves:  Prospects  are  good  that  the  public  and 
physicians  will  soon  accept  illness  as  illness  and  psy- 
chosomatic medicine  will  simply  be  medicine.  Even 
now  psychiatrists  can  have  an  office  among  a  group 
for  other  physicians.  We  may  have  come  a  long  way 
since  disturbed  human  beings  were  burned  as  witches. 

It  occurs  to  me  that  the  public  is  better  off  today 
than  during  the  era  of  the  cave  man. 

When  a  whole  community  is  mentally  ill,  the  men- 
tal illness  may  be  accepted  as  normal.  But,  does  that 
make  it  so? 
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In  the  present  issue  of  the  Journal,  Rollins  and 
Wolfe  document  well  the  false  genetic  grounds  for 
the  creation  of  the  State  Eugenics  Board  and  show 
that  it  currently  is  doing  neither  much  good  nor  much 
harm.  One  can  only  agree  with  their  main  proposal 
that  it  be  abolished. 

However,  their  alternative  proposal  of  "voluntary 
sterilization,  especially  as  applied  to  the  mentally 
disabled,"  strikes  one  as  a  contradiction  in  terms. 
How  valid  would  the  consent  of  a  mentally  disabled 
or  incompetent  person  be?  Further  evidence  of  this 
fallacy  is  suggested  by  the  author's  definition  of  "es- 
sentially voluntary"  as  meaning,  "the  parents  or 
guardians  have  agreed,  but  not  necessarily  the  per- 
son to  be  sterilized." 

Society  has  a  need,  in  certain  situations,  for  pro- 
cesses depriving  individuals  of  rights  without  their 
consent.  The  need  is  obvious  when  the  process  is  re- 
quired as  a  deterrent  for  criminals,  but  it  is  also  nec- 
essary in  non-criminal  areas  such  as  involuntary  com- 
mitment of  the  insane  (with  which  the  authors  are 
certainly  familiar)  and  the  deprivation  of  individuals 
of  their  natural  children,  when  the  parents  are  judged 
incompetent.  In  these  situations,  society  provides 
juries  or  judges  to  assure  that  the  process  by  which 
the  individual  is  deprived  of  rights  is  fair,  impartial, 
and  protective  of  the  imperiled  individual. 
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A  SURVEY  OF  EMERGENCY  ROOMS  IN 
WASHINGTON  STATE 

David  W.  Anderson,  M.D. 

Chairman,  Emergency  Medical  Services  Committee 

Washington  State  Medical  Association 

This  is  the  result  of  an  emergency  room  survey 
conducted  in  Washington  State.  It  was  found  that  the 
nurses  were  consistently  the  first  persons  to  see  the 
patient  and  that  they  had  inadequate  training,  espe- 
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North  Carolina's  process  for  involuntary  depri- 
vation of  an  individual's  reproduction,  with  its  un- 
avoidable and  beclouding  sexual  implications,  has 
been  constructed  more  self-consciously  by  the  crea- 
tion of  a  five-man  board.  It  would  be  pleasant  if  con- 
traception and  abortion  could  eliminate  entirely  the 
need  for  involuntary  sterilization,  but  unfortunately 
contraceptives  do  not  work  100  percent  of  the  time, 
even  among  the  mentally  competent,  and  abortions 
are  just  as  difficult  to  perform  involuntarily  as  steril- 
izations. These  realities  leave  involuntary  steriliza- 
tions for  the  mentally  incompetent  a  necessary  option 
in  this  imperfect  world. 

While  recognizing  the  muddled  reasoning  behind 
the  Eugenics  Sterilization  Board,  the  authors  should 
openly  recognize  the  need  for  an  alternative  mecha- 
nism to  secure  involuntary  sterilization  consistent 
with  society's  mechanisms  for  other  involuntary  de- 
nials of  rights.  Such  judicial  processes  would  enable 
responsible  parents  and  guardians  to  prevent  their 
wards  from  bearing  children,  with  the  safeguards 
with  which  other  mentally  incompetent  members  of 
our  society  are  denied  the  right  to  keep  the  children 
they  have  given  birth  to,  or  are  denied  the  very  right 
to  freedom  itself. 

J.F.  Hulka,  M.D. 


daily  in  cardiopulmonary  resuscitation  and  endotra- 
cheal intubation.  Physican  and  specialty  backup  was 
at  times  deficient.  The  supportive  technician  services 
were  usually  more  reliable  than  physician  coverage. 
The  patient  load  was  variable,  but  most  hospitals 
showed  about  45  per  cent  trauma,  45  per  cent  medi-  * 
cal,  and  10  per  cent  psychiatric.  Only  around  10  per  : 
cent  of  emergency  room  visits  were  for  life-threaten- 
ing problems. 

Equipment  was  usually  good,  but  some  of  the  more 
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expensive  equipment  was  "on  order,"  and  some  of  the 
infrequently  used  equipment  was  out  of  repair. 

The  greatest  deficiency  was  in  the  lack  of  coor- 
dination of  emergency  rooms  with  other  similar  ac- 
tivities in  the  community.  This  included  communica- 
tions between  hospitals,  ambulances,  and  police. 

The  recommendations  of  the  report  were  that 
emergency  medical  service  councils  be  established, 
ambulance  personnel  work  in  the  emergency  room, 
radio  communications  be  established,  and  deficient  or 
duplicated  emergency  medical  services  be  closed.  It 
was  also  recommended  that  basic  life-saving  resusci- 
tation equipment  be  maintained,  a  current  roster  of 
specialists  and  competent  physicians  be  included,  a 
department  of  emergency  medicine  should  be  created 


in  hospitals  operating  a  primary  emergency  service, 
emergency  department  nurses  should  be  recognized, 
there  should  be  some  pre-requisite  training  to  go  in 
the  emergency  room,  and  there  should  be  ongoing 
training  for  emergency  rooms.  It  was  felt  that  the  sur- 
vey in  itself  and  in  anticipation  of  the  survey  up- 
graded emergency  rooms  in  the  state  of  Washington. 

Abstracted  by  George  Johnson,  Jr.,  M.D. 

From  "Emergency  Medicine  Today,"  AMA  Com- 
mission on  Emergency  Medical  Services,  Volume  2, 
No.  8,  John  M.  Howard,  Editor.  Original  article  can 
be  obtained  from  the  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago.  Illinois  60610. 
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COMMITTEE  ON  CANCER 

Southern  Pines,  Sept.  27, 1973 

Two  recommendations  were  passed  by  the  commit- 
tee, to  the  effect  that: 

1 )  The  Committee  on  Cancer  approves  the  certi- 
fication of  four  hospitals  to  participate  in  the  State 
Board  of  Health  cancer  diagnostic  and  treatment 
programs.  They  are:  (a)  Martin  General  Hospitals, 
Williamston;  (b)  Chowan  County  Hospital;  (c)  Gor- 
don-Crowell  Hospital,  Lincolnton,  and  (d)  Catawba 
Memorial  Hospital,  Hickory;  and  one  hospital  for 
only  the  diagnostic  program,  which  is  Sea  Level,  Sea 
Level. 

2)  The  Committee  on  Cancer  recommends  that 
the  State  Society  emphasize  and  call  attention  to  the 
value  of  the  State  Board  of  Health's  certified  home 
health  agencies  services  so  that  the  physicians  in  dif- 
ferent counties,  particularly  the  sparsely  settled  areas, 
can  be  informed  of  the  various  functions  and  en- 
courage the  use  of  the  certified  home  health  agencies 
services  which  can  be  made  available  to  the  physi- 
cians in  the  state.  Also,  that  the  State  Society  might 
send  out  notices,  particularly  to  the  small  counties, 
to  make  the  doctors  aware  of  these  services  and  what 
can  be  done  to  help  them. 

COMMITTEE  ON  MARRIAGE  COUNSELING 
&  FAMILY  LIFE  EDUCATION 
Southern  Pines,  Sept.  27,  1973 

The  following  recommendation  was  adopted: 

It  was  again  recommended  that  this  committee  put 


on  a  two-hour  program  on  sex  education  at  the  an- 
nual meeting  in  May,  open  to  the  members  of  the 
State  Society,  wives,  and  guests  which  be  addressed 
to  some  of  the  common  marital  sex  difficulties  a  phy- 
sician sees  in  daily  practice  with  allotted  time  at  the 
end  of  the  program  for  possible  anonymous  questions 
from  the  people,  screened  and  selected  at  random 
for  best  representation. 

On  motion  by  Dr.  John  Reckless,  the  following 
resolution  was  adopted: 

Be  it  Resolved,  that  the  North  Carolina  Medical 
Society  and  its  Committee  on  Marriage  Counseling 
and  Family  life  Education  records  with  deep  and 
sincere  regret  the  untimely  death  of  Mrs.  Ethel  Nash 
early  in  1973. 

Mrs.  Nash  through  her  pioneer  work  with  sex  edu- 
cation brought  to  North  Carolina  and  its  universities 
a  wealth  of  knowledge  and  vision  from  which  sprang 
a  number  of  educational  and  treatment  facilities. 

Her  death  represents  a  loss  to  her  family,  her  pa- 
tients, and  her  many  friends,  and  colleagues  in  the 
medical  and  allied  professions  in  the  field  of  marital 
and  sexual  counseling. 

COMMITTEE  ON  MEDICAL  EDUCATION 

Southern  Pines,  Sept.  27,  1973 

Discussion  of  the  resolution  approved  by  the 
House  of  Delegates  making  continuing  education 
compulsory  led  to  the  adoption  of  a  recommendation 
that: 
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A  program  of  compulsory  continuing  education 
be  implemented  as  follows: 

1)  That  a  minimum  of  50  hours  of  continuing 
education  per  year  be  required  of  each  member  of 
the  State  Society. 

2)  That  wide  latitude  be  allowed  in  the  manner 
in  which  the  required  time  is  spent.  Attendance  at 
scientific  meetings,  participation  in  clinical  confer- 
ences, perusal  of  the  scientific  literature,  etc.,  all  are 
recognized  as  worthwhile  forms  of  continuing  edu- 
cation and  credit  will  be  given  for  time  so  spent. 

3 )  That  each  physician  keep  and  submit  such 
records  as  will  enable  him  to  certify  each  year  that 
he  has  met  the  minimum  requirement  of  fifty  hours. 

4)  That  a  form  for  certifying  in  compliance  with 
the  above  requirement  be  included  with  the  annual 
notice  of  dues  sent  each  physician.  This  form  could 
then  be  returned  along  with  payment  of  dues. 

COMMITTEE  ON  MENTAL  HEALTH 

Southern  Pines,  Sept.  27, 1973 

Although  the  committee  expects  to  secure  addi- 
tional information  on  new  laws  relating  to  commit- 
ment procedures,  the  following  resolution  was 
adopted: 

That  the  law  be  rewritten  and  be  amended  in  three 
ways: 

1  )  To  clarify  the  physician's  responsibility  for 
the  committed  patient's  treatment,  pending  the  hear- 


ing before  the  District  Court  Judge, 

2)  Provisions  for  emergency  restraint  within  a 
medical  facility  between  the  summoning  of  a  sheriff 
and  his  arrival  (for  the  benefit  of  the  patient  becom- 
ing disturbed  and  dangerous  while  already  within  a 
medical  facility),  and 

3)  Additional  alternatives  to  permit  the  District 
Court  Judge  to  commit  the  patient  to  private  care,  as 
well  as  to  commit  to  state  care,  or  to  release. 

COMMITTEE  OF  PHYSICIANS  ON  NURSING 
Southern  Pines,  Sept.  29, 1973 

The  committee  adopted  the  following  resolutions: 

1 )  It  is  the  sense  of  this  committee  that  each  ex- 
tender of  health  care  of  each  applicant  under  exemp- 
tion 14  be  considered  individually  and  be  re-regis- 
tered periodically. 

2)  The  Committee  recognizes  that  any  care  ren- 
dered by  providers  of  allied  health  services  be  ren- 
dered under  the  direct  and  responsible  supervision  of 
the  physicians,  and  that  any  other  system  proposed 
is  considered  to  be  experimental  and  subject  to  re- 
view and  evaluation. 

3 )  The  committee  has  considered  the  concept  of 
independent  fee-for-service  for  care  rendered  by 
physicians  assistants,  nurse  assistants,  nurse  practi- 
tioners and  similar  individuals,  and  rejects  this  con- 
cept as  invalidating  physician  responsibility  for  medi- 
cal care. 


Bulletin  Board 


WHAT?  WHEN?  WHERE? 


Place:  Babcock  Auditorium 

Fee:  $100.00 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 


In  Continuing  Education 
December  1973 

("Place"  and  "sponsor"  are  listed  only  where  these  differ 
from  the  place  and  group  or  institution  listed  under  "for 
information.") 

In  North  Carolina 
January  10-12 

Non-Invasive  Methods  in  Cardiac  Diagnosis 

Place:  Berryhill  Hall,  School  of  Medicine,  UNC 

Sponsors:  Division  of  Cardiology,  UNC  and  The  American 

College  of  Cardiology 
Fee:  Members  $100.00;  Non-members  $150.00 
For  Information:   Mary  Anne  Mclnerny,  Director,  Depart- 
ment of  Continuing  Education  Programs,  American  Col- 
lege of  Cardiology,  Bethesda,  Md.  20014 

January  18-19 

Management   of   Peptic   Ulcer    (Medical   and   Surgical    Ap- 
proaches), 4th  Annual  Surgical  Symposium 


February'  1-2 

1974  Leadership  Conference,  North  Carolina  Medical  So- 
ciety 

This  conference   is  designed  especially  for  new  officers, 
committee   members,   and   others   who  carry  leadership  re- 
sponsibility for  any  activities  of  the  Society;  it  is  open  to 
any  member  of  the  Society. 
Place:    North   Carolina   Medical   Society   Building,   Raleigh 

(Please  note  change  from  previous  location.) 
For  Information:  Mr.  William  N.  Hilliard,  Executive  Direc- 
tor, P.  O.  Box  27167.  Raleigh  27611 

February  13 

Wingate  M.  Johnson  Memorial  Lecture 

Place:  Babcock  Auditorium  (8:00  p.m.) 

For  Information:  Emery  C.  Miller,  M.D.,  Associate  Dean 
for  Continuing  Education,  Bowman  Gray  School  of  Medi- 
cine, Winston-Salem  27103 
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February  15-16 

31st  Annual  Watts  Medical  and  Surgical  Symposium 
Place:  Durham  Hotel  &  Motel,  Durham 
Sponsor:  Watts  Hospital  Medical  Staff 

For   Information:    Clarence   Bailey,   M.D.,    1824   Hillandale 
Road,  Durham  27705 

February  20 

Second  District  Medical  Society  Annual  Meeting 
;   I  Place:  Ramada  Inn,  New  Bern 

:  Scientific  Session — 2:00  p.m.;  banquet  —  7:00  p.m.,  speaker, 
George  Gilbert,  M.D.,   President,  North  Carolina  Medi- 
cal Society 
For  Information:  Zack  J.  Waters,  M.D.,  800  Hospital  Drive, 
New  Bern  28560 

March  14 

5      Malignant  Disease  Symposium  on  Carcinoma  of  the  Lung 
v      Sponsors:   Department  of  Surgery  and  the  Office  of  Con- 
tinuing Education 
For    Information:    Miss    Ann    Francis,    Administrative    As- 
sistant, Office  of  Continuing  Education,  School  of  Medi- 
cine, UNC,  Chapel  Hill  27514 

March  15-16 

■•■     E.   C.   Hamblen   Symposium   in   Reproductive   Biology   and 

Family  Planning 
Sponsor:  Department  of  Obstetrics  and  Gynecology 
■;     Tuition:  $25.00 
';■      For    Information:    Charles    Hammond,    M.D.,    P.    O.    Box 

3143,   Duke   University   Medical   Center,  Durham  27710 

March  21-23 

Hematology  and  Oncology  Post  Graduate  Course 
'i|    Place:  Duke  University  School  of  Medicine 
if.     Director:  Wayne  Rundles,  M.D.,  Professor  of  Hematology. 

Duke  University. 
-       For  Information  and  registration  forms:   American  College 
of   Physicians,    4200    Pine   Street,    Philadelphia,    Pennsyl- 
vania 19104 

March  25-27 

i    Tutorial    Postgraduate    Course:     Radiology    of    the    Chest 
This  course  is  designed  both  for  radiologists  in  training 
and    those    in    practice.    The    tutorial    format    and    limited 
registration  will   allow   a  larger   than  usual   faculty-student 
ratio  and  personalized  instruction  to  those  enrolled.  Guest 
faculty  have  been  chosen  both  for  their  excellence  in  their 
i    respective  topics,  and  for  their  effective  use  of  the  tutorial 
approach.  During  one  hour  tutorial  sessions   12  registrants 
will   join   one   faculty    member   in   a   separate    quiet   room 
.  with  a  bank  of  viewboxes  for  organized   film   reading-dis- 
l    cussions,   with    10-12  case  presentations  on   a  basic  subject 
or  two.   Registrants   are   invited   to  bring   interesting  cases 
for  consultation  with  the  "experts." 
Place:  Durham  Hotel-Motel.  Durham 
Credit:  21  hours  AMA  "Category  One"  accreditation 
a      Fee:  $200.00 

:;:■  For  Information:  Robert  McLelland,  M.D.,  Department  of 
Radiology,  Box  3808,  Duke  University  Medical  Center, 
Durham  27710 

March  26-28 

i,      Cardiac  Arrhythmia  Course 

Place:  Duke  Hospital  Orthopedic  Clinic,  Room  1367 
For   Information:    Galen  Wagner,   M.D..   Box   3327,   Duke 
University  Medical  Center,  Durham  27710 

March  28 

Wilson  County  Hospital  Symposium  on  Obesity,  Nutrition 

&  Physical  Fitness 
Sponsors:    Wilson   County   Medical  Society  and   the  North 

Carolina  Academy  of  Family  Physicians 
For  Information:   Gloria  Graham.  M.D..  Wilson  Memorial 

Hospital,  Wilson  27893 

April  1-2 

i:;      Postgraduate  Course:  Obstetrics  and  Gynecology 
b       Place:  Babcock  Auditorium 

For  Information:    Emery  C.   Miller,   M.D.,  Associate  Dean 
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for    Continuing    Education,    Bowman    Gray    School    of 
Medicine,  Winston-Salem  27103 

April  27 

Craven-Pamlico  Annual  Medical  Society  Symposium 
Place:  Ramada  Inn,  New  Bern 

For  Information:  Zack  J.  Waters.  M.D.,  800  Hospital  Drive. 
New  Bern  28560 

May  4-5 

Principles  of  Practical  Oxygen  Therapy 

Sponsors:  Department  of  Anesthesiology  in  cooperation 
with  the  Office  of  Continuing  Education 

For  Information:  Miss  Ann  Francis,  Administrative  As- 
sistant, Office  of  Continuing  Education.  School  of  Medi- 
cine, UNC,  Chapel  Hill  27514 

May  14-16 

The  Neuro-endocrinology  Symposium:  Neurobiology  of 
CNS — Hormone  Interaction 

Place:  UNC  Student  Union  Building,  Great  Hall 

Sponsors:  UNC  Neurobiology  Program  and  Laboratories 
for  Reproductive  Biology 

For  Information:  Miss  Ann  Francis,  Administrative  As- 
sistant, Office  of  Continuing  Education.  UNC  School  of 
Medicine,  Chapel  Hill  27514 

May  15 

Ethel  Nash  Day  Program 

Place:  Clinic  Auditorium     Time:  1 :00-5:30  p.m. 

Sponsor:  Department  of  Obstetrics  and  Gynecology 

For  Information:  Miss  Ann  Francis,  Administrative  As- 
sistant, Office  of  Continuing  Education,  UNC  School  of 
Medicine.  Chapel  Hill  27514 

May  29-30 

Hypertension:  Critical  Problem — 25th  Annual  Meeting  and 
Scientific  Sessions,  North  Carolina  Heart  Association 

Place:  Hyatt  House  and  Convention  Center,  Winston-Salem 

Designed  especially  for  nurses  and  physicians 

For  Information:  North  Carolina  Heart  Association,  1  Heart 
Circle,  Chapel  Hill  27514 

In  Contiguous  States 
January  18-19 

The  Tennessee  Regional  Meeting  of  the  American  College 

of  Physicians 
Place:  Holiday  Inn  Vanderbilt,  Nashville 
Sponsor:  American  College  of  Physicians 
For  Information:    Gerald   I.   Plitman.   M.D.,    1734  Madison 

Avenue,  Memphis.  Tennessee  38104 

January  21-22 

Extending  the  Scope  of  Nursing  Practice 

For  Information:  Medical  University  of  South  Carolina, 
Division  of  Continuing  Education,  800  Barre  Street,  Char- 
leston, S.  C.  29401 

January  21-24 
The  Alton  D.  Brashear  Postgraduate  Course  in  Head  and 
Neck  Anatomy 

The  primary  teaching  method  of  this  course  is  the  dis- 
section of  the  head  and  neck.  Fresh  specimen  (unpre- 
served),  are  used  to  be  as  life-like  as  possible.  Individual 
surgical  approaches  and  manipulations  are  welcomed.  Lec- 
tures and  demonstrations  will  augment  the  laboratory  dis- 
sections. 

On  Friday.  January  25  the  laboratory  will  be  open  and 
specimen   will   be   available   if   special   individual   dissection 
is  desired.  All  members  of  the  staff  of  the  department  of 
anatomy  will  be  available  for  consultation  and  assistance. 
Registration:   Tuition  $175.00;  $90.00  for  students  in  resi- 
dency   programs.    Class   size    limited    to    32;    applications 
processed  in  order  received.  Course  open  to  any  indivi- 
dual   who    holds    one    of    the    following   degrees:    M.D.. 
D.D.S.,  D.M.D.,  Ph.D.  or  equivalent. 
Sponsors:   Department  of  Anatomy  in  cooperation  with  the 
Department  of  Continuing  Education,  Schools  of  Medi- 
cine and  Dentistry. 
For    Information:     Dr.     Hugo    R.    Seibel,    Department    of 
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Anatomy,  Medical  College  of  Virginia,  Box  906 — MCV 
Station,  Richmond,  Virginia  23298 

April  20-24 

"Selection  of  Materials  for  Reconstructive  Surgery,"  the 
Sixth  International  Biomaterials  Symposium 

Designed  to  bring  together  clinicians  in  orthopedics,  oral 
surgery,  plastic  and  reconstructive  surgery  with  leading 
researchers  in  biomaterials,  biomechanics,  biophysics  and 
experimental  surgery 

Place:  Clemson  University,  Clemson,  South  Carolina 

For  Information:  Dr.  Samuel  F.  Hulbert,  Dean  of  Engi- 
neering, Tulane  University,  New  Orleans,  Louisiana 
70118 

May  6-9 

The  Treatment  of  Coronary  Syndromes 

Place:  Atlanta,  Georgia 

For  Information:  Miss  Mary  Anne  Mclnerny,  Director, 
Department  of  Continuing  Education  Programs,  Ameri- 
can College  of  Cardiology,  9650  Rockville  Pike,  Bethesda, 
Maryland  20014 

Items  submitted  for  listing  should  be  sent  to:  WHAT? 
WHEN?  WHERE?,  P.  O.  Box  8248,  Durham,  N.  C.  27704, 
by  the  10th  of  the  month  prior  to  the  month  in  which 
they  are  to  appear. 


NEW  MEMBERS 

of  the  State  Society 


Albertson,  David  Allen,  MD  (Intern-Resident),  2625  Alder- 

ney  Lane,  Winston-Salem  27103 
Banerjee,  Timir,  MD  (NS),  UNC,  Div.  of  NS,  Chapel  Hill 

27514 
Bugarin,    Felicitas   Cruz,   MD    (Intern-Resident),   5000   Ft. 

Sumter  Rd..  Raleigh  27606 
Burchel,  Harold  Curtis,  MD  (FP),  400  Randolph  St.,  Thom- 

asville 
Burchfield,    Wm.    John,    MD    (OPH),    621    Woodend    Dr., 

Concord  28205 
Chalfant,  Wm.  Paxson,  MD  (GS),  665  Woodend  Dr.,  Con- 
cord 28025 
Davis,    Glenn    Craig    (Intern-Resident),    5909    Granite   PL, 

Durham  27705 
Dickey,  Richard  Allen,  MD  (IM),  910  Carolyn  St.,  States- 

Ville  28677 
Donahue.    Michael   Joseph.   MD    (D),    1828   S.    Hawthorne 

Rd.,  Wilmington  28401 
Dudley,  Robert  Edward,  MD  (Intern-Resident),  Rt.  3,  Box 

301,  Chapel  Hill  27514 
Frank,  James  Lawrence,  MD  (ORS),   1828  Hillandale  Rd., 

Durham  27705 
Fagelman,    Fredric    Ira,    MD    (NS),    UNC,    Div.    of    NS, 

Chapel  Hill  27514 
Gray,   Allan   Walmsley,   MD    (AN),   2802   Rowland  Ave., 

Room  232,  Lumberton  28358 
Harrah,    John    Dae,    MD    (GS),    800    Hospital    Dr.,    New 

Bern  28560 
Howell.  Nelson  Neil,  MD  (GS).  3535  Randolph  Rd.,  Char- 
lotte 28211 
Hembree,  Eugene  Edward,  Jr.,  MD  (OBG),  211   S.  Chest- 
nut St.,  Gastonia  28052 
Heiman,   Edward   Lee,   MD    (Intern-Resident),    1321   Tred- 

well  Drive.  Winston-Salem  27103 
Hedgpeth,    Joseph    Rowland,    MD    (OBG).    8    Lodge    Dr., 

Thomasville  27360 
Hoffman,  Carl  White,  MD  (R),  Route  3.  Lumberton  28358 
Kraybill,   Ernest   Nissley,   MD    (PD).   UNC  Dept.  of  PD, 

Chapel  Hill  27514 
Lichtenstein,    Irvin    N„    MD    (GP),    24    2nd    Ave.,    NE, 

Hickory  28601 
MacQueen,  Donald  Miles,  MD   (A),    1922  Eastwood   Rd., 

Wilmington  28401 
Maltbie,  Allan  Armstrong,  MD  (P),  2729  Montgomery  St., 

Durham  27705 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  ot  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping tetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a  stable  calcium  complex  in  any  bone-forming  tissue  A  decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a  problem  in  normal  renal  (unction,  m  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms. 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  lour  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic), 

Treat  all  Group  A  beta-hemolytic  streptococcal  infections  for  at  least  10  days 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  m  the  anogemtal  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon),  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 
Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophils. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  gfands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea.  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a  total  of  5.4grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a  total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a  period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 
Children  -  3  to  6  mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  {see  WARNINGS),  lotal  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a  therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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Messinger,  Harold  Ernest,  MD  (Renewal  GS).  1900  Ran- 
dolph Rd.,  Charlotte  28204 

Miller,  Philip  Raiford,  MD  (IM),  624  Quaker  Lane,  High 
Point  27262 

Moore,  Lorie  Wilson,  MD  (PTH).  213  W.  Stevens  St., 
Smithfield  27577 

Munson,  Harry  Leroy,  MD  (GP),  1917  Trent  Blvd.,  New 
Bern  28560 

Neber,  Ernest  Newton,  MD  (GP),  24  2nd  Ave.,  NE,  Hick- 
ory 28601 

Porter,  Cedric  Warren,  Jr.,  MD  (OBG),  Doctors  Bldg., 
NW,  Annex,  Asheville  28801 

Powell.  Maurice  Hulbert.  Jr.,  MD  (DR),  4513  Fairway 
Dr.,  New  Bern  28560 

Roherson,  William  Earl,  MD  (OBG),  1612  Doctor's  Cir- 
cle, Wilmington  28401 

Sullivan,  Wm.  Gregory,  MD  (GS),  3000  New  Bern  Ave.. 
Raleigh  27610 

Saunders,  Wade  Hampton,  III,  MD,  21  White  Oak  Rd., 
Asheville  28803 

Stubbs,  David  Manning,  MD  (R),  Rt.  1.  Box  596-B, 
Wilmington  28401 

Seventko,  Joseph  Michael,  MD  (ORS),  401  N.  Herman  St., 
Goldsboro  27530 

Thiele,  Ronald  Lewis,  MD  (PD),  1904  Fairview  Way, 
Greenville  27834 

Youne,  Kyle  Allen.  MD  (R).  1200  N.  Elm  St.,  Greensboro 
27401 


News  Notes  from  the — 

DUKE  UNIVERSITY  MEDICAL  CENTER 


The  medical  center  is  receiving  a  new  grant  from 
the  National  Cancer  Institute  (NCL)  to  support  a 
study  of  the  immunological  properties  of  brain  tu- 
mors. 

The  grant  was  announced  jointly  in  Washington 
by  the  NCL  and  Fourth  District  Congressman  Ike 
Andrews. 

The  three-year  grant,  totaling  $93,000,  was 
awarded  to  Dr.  Darrell  Bigner,  assistant  professor  of 
pathology-neuropathology,  and  Dr.  Eugene  Day, 
professor  of  both  experimental  surgery  and  immunol- 
ogy- 

The  study  deals  with  a  type  of  brain  tumor  known 
as  glial  tumors.  Bigner  was  the  first  person  to  de- 
velop an  animal  model  for  this  type  of  tumor.  He  in- 
duces glial  brain  tumors  in  rats  by  injecting  them  with 
a  certain  type  of  virus. 

Consultants  on  the  project  are  Dr.  Guy  Odom, 
chief  of  neurosurgery,  and  Dr.  M.  S.  Mahaley,  as- 
sistant professor  of  neurosurgery.  As  soon  as  the  new 
isolation  laboratory  is  built  as  part  of  the  Compre- 
hensive Cancer  Center  at  Duke,  Bigner  and  Mahaley 
will  conduct  similar  immunological  studies  using  cul- 
tures of  human  brain  tumor  cells. 


chancellor  level  who  have  senior  administrative  re- 
sponsibility for  academic  health  centers. 

Anlyan  has  been  on  the  AAHC  Board  of  Direc- 
tors since  it  was  established  in  1971.  The  current 
president  is  Dr.  Edmund  D.  Pellcgrino,  vice  president 
for  health  sciences  at  the  State  University  of  New 
York  in  Stony  Brook. 

AAHC  membership  represents  most  of  the  na- 
tion's 1 14  schools  of  medicine  and  42  schools  of  den- 
tistry, 32  schools  of  allied  health  and  58  baccalaure- 
ate schools  of  nursing,  plus  schools  in  other  health 
fields  including  optometry,  pharmacy,  public  health, 
veterinary  medicine  and  graduate  medical  science 
education. 

"The  comprehensive  scope  of  responsibility  for 
health  professions  education  represented  by  the  mem- 
bership, makes  the  AAHC  uniquely  qualified  to  ad- 
dress itself  to  many  of  the  problems  in  health  edu- 
cation which  in  turn  affect  the  delivery  of  health  care 
throughout  the  country,"  Anlyan  said. 

The  association's  objective,  Anlyan  said,  "is  to 
maintain  active  interrelationships  among  all  of  the 
health  professions,"  adding  that  special  liaison  com- 
mittees have  been  appointed  to  work  with  separate 
health  professions  associations. 

For  example,  he  said,  the  Liaison  Committee 
for  Public  Health  is  chaired  by  Dr.  Cecil  G.  Sheps, 
vice  chancellor  for  health  sciences  at  the  University 

of  North  Carolina. 

*  *  * 

Dr.  Douglas  S.  Lloyd,  a  senior  resident  in  family 
practice,  has  been  appointed  State  Health  Commis- 
sioner for  Connecticut  and  a  member  of  Gov.  Thom- 
as J.  Meskill's  cabinet. 

Lloyd  holds  a  master's  in  public  health  from  the 
University  of  North  Carolina  and  earned  his  M.D. 
at  Duke  in  1971.  He  received  an  A.B.  in  chemistry 
at  Duke  in  1961.  He  was  a  pediatrics  intern  and 
a  clinical  scholar  here  before  entering  the  Family 
Practice  Program.  He  completed  six  months  as  chief 
resident  in  June. 

*  *  * 

Claudius  P.  Jones,  microbiologist  and  research  as- 
sociate in  the  Department  of  Obstetrics  and  Gyne- 
cology since  1935,  has  become  the  first  non-physician 
elected  president  of  the  Bayard  Carter  Society  of 
Obstetrics  and  Gynecology. 

Dr.  Carter  was  head  of  the  department  from  1931 
until  his  retirement  in  1965.  The  society,  made  up  of 
former  residents,  fellows  and  former  and  present 
members  of  the  Ob-Gyn  faculty,  met  at  Duke  for  its 
23rd  annual  meeting  in  the  fall. 


Duke's  vice  president  for  health  affairs  is  the  new 
president-elect  of  the  Association  for  Academic 
Health  Centers  (AAHC). 

Dr.  William  G.  Anlyan  will  become  the  fourth 
president  of  the  organization  next  fall.  Its  member- 
ship is  made  up  of  persons  at  the  vice  president  or 


Duke  plans  to  create  a  Center  for  the  Study  of 
Health  Policy  to  probe  the  workings  of  the  nation's 
much-criticized  health  care  delivery  system  and  to 
train  policymakers  to  help  improve  it. 

The  Commonwealth  Fund  of  New  York  City  has 
awarded  Duke  a  three-year  $300,000  grant  to  pay 
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basic  faculty  salaries  and  benefits  for  the  center, 
which  will  be  part  of  the  Institute  of  Policy  Sciences 
and  Public  Affairs. 

The  center  will  be  designed  specifically  to  conduct 
political,  economic  and  legal  analyses  of  health  care 
delivery,  said  Dr.  Joel  Fleishman,  director  of  the 
Policy  Sciences  Institute. 

Obtaining  adequate  health  care  has  become  a  seri- 
ous problem  for  many  Americans  as  costs  continue 
to  rise  sharply,  physicians  concentrate  their  practices 
in  urban  and  surburban  areas,  and  the  medical  pro- 
fession's quality-control  policies  limit  the  number  of 
doctors  that  can  be  licensed  and  trained,  Fleishman 
said. 

The  Center  for  the  Study  of  Health  Policy  will 
be  the  first  such  program  at  a  single  institution  to 
offer  both  research   and   teaching  in   the   study  of 

health  policy,  he  said. 

*  *  * 

Neutron  therapy,  a  promising  form  of  treatment 
for  some  cancerous  tumors,  has  become  available  for 
use  by  physicians  at  North  Carolina  medical  institu- 
tions. 

The  treatments  are  the  first  available  in  the  east- 
ern United  States,  and  is  only  the  second  of  its  kind 
in  the  country. 

Administered  at  the  Naval  Research  Laboratory 
cyclotron  in  Washington,  D.  C,  the  treatments  will 
be  coordinated  in  this  state  through  Duke,  the  Uni- 
versity of  North  Carolina  at  Chapel  Hill  and  North 
Carolina  Baptist  Hospital  in  Winston-Salem. 

Dr.  Patrick  Cavanaugh,  chief  of  therapeutic  radiol- 
ogy at  Duke,  was  among  those  primarily  responsible 
for  getting  the  program  started. 

*  *  * 

The  Elbert  L.  Persons  Reading  Room  was  dedi- 
cated at  ceremonies  here  in  October.  Dr.  Persons, 
who  died  on  Nov.  24,  1970,  at  the  age  of  66,  was 
Duke's  first  resident  in  medicine,  coming  here  when 
the  medical  center  opened  in  1930.  He  served  as  a 
resident  until  1932,  then  joined  the  staff.  He  attained 
the  rank  of  professor  of  medicine  in  1958.  Dr.  Per- 
sons also  served  as  director  of  the  Student  Health 
Service  from  1946  to  1966  and  as  chief  of  the 
Rheumatism  Clinic  from  1955  to  1965.  The  reading 
room  serves  as  a  library-conference  room  for  medi- 
cal students,  interns  and  residents.  A  portrait  of  Dr. 
Persons  hangs  in  the  reading  room. 


News  Notes  from  the— 

UNIVERSITY  OF  NORTH  CAROLINA 

DIVISION  OF  HEALTH  AFFAIRS 

The  first  full  membership  convocation  of  the  In- 
stitute of  Nutrition  was  held  November  1  in  Chapel 
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Hill.  Dr.  Cecil  Sheps,  UNC  vice  chancellor  for  health 
sciences,  presided. 

*  *  * 

Dr.  Thomas  E.  Curtis  has  been  named  chairman 
of  the  Department  of  Psychiatry  at  the  School  of 
Medicine.  He  has  been  a  member  of  the  faculty  since 
1954. 

*  #  * 

Dr.  T.  Kenney  Gray,  assistant  professor  of  medi- 
cine and  pharmacology,  is  the  recipient  of  the  1973 
Jefferson  Pilot  Fellowship  in  Academic  Medicine. 
The  fellowship  provides  $2,000  a  year  for  four  years 
to  support  scholarly  and  investigative  activities. 

*  *  * 

Within  the  School  of  Public  Health,  a  new  Division 
of  Community  Health  Service  has  been  established. 
Dr.  Charles  L.  Harper  has  been  named  the  first  di- 
rector of  the  new  division  and  will  work  with  North 
Carolina  communities  to  improve  the  quality  of 
health  services. 

*  !fc  % 

The  annual  School  of  Medicine  Symposium,  "Al- 
cohol and  Drug  Abuse"  was  held  November  15-16. 
Among  the  speakers  were  Dr.  John  Ewing,  Director 
of  the  UNC  Center  for  Alcohol  Studies;  and  Dr. 
Seymour  Halleck  of  the  UNC  Department  of  Psy- 
chiatry. 

*  *  * 

Dr.  Donal  Dunphy  has  been  named  Professor  of 
Pediatrics  in  the  medical  school.  He  was  formerly 
professor  and  chairman  of  the  department  of  pediat- 
rics at  the  University  of  Iowa. 


News  Notes  from  the — 

BOWMAN  GRAY  SCHOOL 
OF  MEDICINE 

WAKE  FOREST  UNIVERSITY 


Dr.  Thomas  H.  Irving,  professor  and  chairman 
of  the  Department  of  Anesthesia  at  the  Bowman 
Gray  School  of  Medicine,  has  been  named  chief  of 
professional  services  at  North  Carolina  Baptist  Hos- 
pital. 

Dr.  Irving  succeeds  Dr.  Eben  Alexander  Jr.,  who 
recently  completed  20  years  as  the  hospital's  chief 
of  professional  services.  Dr.  Alexander  is  giving  up 
the  post  in  order  to  concentrate  on  other  leadership 
roles  within  the  medical  center  and  at  the  national 
level.  He  also  will  continue  to  serve  as  professor  and 
director  of  the  Section  on  Neurosurgery  at  the  medi- 
cal center. 

Dr.  Irving  was  named  an  associate  chief  of  pro- 
fessional services  at  the  hospital  earlier  this  year. 
Dr.  Richard  G.  Weaver,  professor  of  ophthalmology 
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at  Bowman  Gray,  replaces  Dr.  Irving  as  an  associate 

chief. 

*  *  * 

Dr.  James  R.  Philp,  associate  professor  of  medi- 
cine, heads  a  list  of  15  newly  appointed  faculty  mem- 
bers at  the  Bowman  Gray  School  of  Medicine. 

Dr.  Philp,  whose  specialty  is  bacteriology  and  in- 
fectious disease,  is  a  native  of  Scotland.  He  comes  to 
Bowman  Gray  from  Saint  Mary's  Hospital  in  London 
where  he  was  a  senior  lecturer. 

Also  receiving  appointments  were  Dr.  Sheng  H. 
Chang,  assistant  professor  of  pathology;  Dr. 
Grover  R.  Mims  III,  assistant  professor  of  anesthesia; 
Dr.  Hasan  I.  Zeya,  research  assistant  professor  of 
medicine;  Dr.  Ann  M.  Dixon,  instructor  in  pathology; 
Dr.  Benito  Galindo,  research  instructor  in  physiology; 
Dr.  Fabian  B.  Jackson,  instructor  in  physiology;  and 
Dr.  Julian  Martin,  instructor  in  physiology. 

Also,  Dr.  Thomas  M.  Nosek,  instructor  in  physi- 
ology; Dr.  W.  Anthony  Smithson,  instructor  in  pe- 
diatrics; David  K.  Booth,  instructor  in  allied  health; 
Dr.  James  E.  Holl,  instructor  in  allied  health;  Chaun- 
cey  M.  Lane,  instructor  in  allied  health;  and  John  A. 
Roberts,   assistant  instructor  in  prostheticsorthotics. 

*  %  % 

Dr.  Ernest  H.  Stines,  a  Canton  physician,  has  been 
elected  president-elect  of  the  Bowman  Gray  Medical 
Alumni  Association. 

The  election  took  place  during  the  medical  school's 


annual  Alumni  Weekend.  Dr.  Jean  Bailey  Brooks  of 
Greensboro  was  installed  as  president,  succeeding 
Dr.  John  W.  Nance  of  Clinton. 

Elected  to  seats  on  the  association's  Alumni  Coun- 
cil were  Dr.  Arthur  S.  Chesson  Jr.  of  Goldsboro, 
Dr.  Thomas  R.  Bryan  Jr.  of  North  Wilkesboro,  Dr. 
Livingston  Johnson  of  Shelby,  Dr.  Kenneth  M.  Cheek 
of  High  Point,  and  Dr.  Robert  L.  Vann  of  Bristol, 
Tenn. 

During  the  weekend  certificates  were  presented  to 
three  distinguished  alumni  lecturers.  They  went  to 
Dr.  James  C.  Hunt,  chairman  of  the  Division  of 
Nephrology  and  Internal  Medicine  at  Mayo  Clinic 
and  associate  director  of  Mayo  Foundation's  Clinical 
education  program;  Dr.  William  B.  Hunt  Jr.,  profes- 
sor of  medicine  and  assistant  dean  at  the  University 
of  Virginia  School  of  Medicine;  and  Dr.  Edwin  H. 
Martinat,  clinical  associate  professor  of  orthopedic 
surgery  at  Bowman  Gray  and  director  of  rehabilita- 
tion at  Forsyth  Memorial  Hospital. 

*  *  * 

Bill  Glance,  director  of  public  information  and 
publications,  has  been  elected  chairman-elect  of  the 
Group  on  Public  Relations  of  the  Association  of 
American  Medical  Colleges. 

The  election  took  place  during  the  84th  annual 
meeting  of  the  association  in  Washington,  D.  C.  Joe 
Sigler,  director  of  public  relations  at  Duke  Univer- 
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A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 
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sity  Medical  Center,  was  installed  as  chairman  of 

the  Group  on  Public  Relations. 

*  *  * 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
has  begun  a  new  international  organization,  The  As- 
sociation of  Couples  for  Marriage  Enrichment. 

The  association  has  its  headquarters  at  the  school's 
Behavioral  Sciences  Center.  Dr.  Mace  and  his  wife, 
Vera,  are  acting  presidents  of  the  association  until 
elections  are  held. 

The  purpose  of  the  association  is  to  sell  the  idea  of 
marriage  enrichment  to  cultivate  the  growth  potential 
of  marriages. 

Membership  is  open  to  all  couples  willing  to  pro- 
mote the  organization's  goals  of  working  to  enrich 
marriages,  of  joining  with  others  in  mutual-activities 
of  enrichment;  of  support  for  community  services 
to  help  marriages;  and  of  helping  to  restore  the  public 
image  of  marriage. 

Dr.  Ralph  W.  Barnes,  research  assistant  professor 
in  neurology,  has  been  elected  to  the  executive  board 
of  the  American  Institute  of  Ultrasound  in  Medicine. 

Dr.  David  L.  Kelly  Jr.,  associate  professor  of  neu- 
rosurgery, has  been  appointed  scientific  program 
chairman  for  the  1974  annual  meeting  of  the  Con- 
gress of  Neurological  Surgeons  in  Vancouver,  British 
Columbia. 


NORTH  CAROLINA  SOCIETY  OF  INTERNAL 
MEDICINE 

At  a  recent  meeting  of  the  Society  in  Blowing 
Rock,  Dr.  Walter  Spaeth  of  Elizabeth  City  was 
elected  President,  succeeding  Dr.  T.  Reginald  Harris 
of  Shelby.  Other  officers  include:  Dr.  John  L.  Mc- 
Cain of  Wilson,  President-Elect;  Dr.  Thomas  N. 
Massey,  Jr.,  Charlotte,  Vice-President;  Dr.  A.  T. 
Pagter,  Jr.  of  Tryon,  Vice-President-Elect;  and  Dr. 
John  B.  Hobson,  Charlotte,  Secretary-Treasurer. 


Dr.  James  M.  Alexander  was  honored  by  the  So- 
ciety in  the  presentation  of  Distinguished  Internists 
Award  for  1973.  Dr.  Alexander,  formerly  associate 
professor  of  medicine  at  the  University  of  North 
Carolina  School  of  Medicine,  has  served  as  presi- 
dent of  staff  at  Charlotte  Memorial  Hospital  and  as 
Chief  of  Medicine.  He  is  a  life  member  of  the  Ameri- 
can College  of  Physicians. 


AMERICAN  COLLEGE  OF  SURGEONS 

At  the  annual  Clinical  Congress  of  the  American 
College  of  Surgeons,  Dr.  David  C.  Sabiston,  Jr.,  of 
Durham  was  elected  vice-chairman  of  the  Board  of 
Governors.  Other  North  Carolina  physicians  serving 
on  the  194-member  Board  arc  Dr.  Beverly  W.  Arm- 
strong, Charlotte;  Dr.  William  H.  Boyce,  Winston- 
Salem;  Drs.  John  A.  Brabson  and  Chalmers  R.  Carr 
of  Charlotte. 


FILM  ON  EARLY  ABORTION  RELEASED 

Ramsgate  Films  announces  the  release  of  a  new 
patient  information  film.  Early  Abortion.  This  8 
minute  color  film  is  designed  to  help  doctors,  clinics, 
hospitals,  and  medical  centers  provide  a  simple  and 
accurate  description  of  an  atraumatic  abortion  pro- 
cedure to  the  woman  who  is  about  to  terminate  an 
early  pregnancy. 

With  increasing  requests  for  early  abortion,  more 
and  more  medical  and  counselling  personnel  are 
faced  with  the  need  to  provide  factual  information 
for  the  patient.  Lack  of  information  and  misunder- 
standing can  cause  excessive  fear  and  unnecessary 
tension,  yet  lengthy  individual  patient  preparation 
sessions  are  becoming  increasingly  impractical.  Early 
Abortion  is  the  first  comprehensive  quality  film 
which  fills  this  need. 

Early  Abortion  is  available  in  16mm  color  and 
Super-8  cassette.  Write  to  Ramsgate  Films,  704  Santa 
Monica  Blvd.,  Santa  Monica/ CA  90401. 


Month  in 
Washington 


The  debate  concerning  the  right  of  large  states  to 
establish  statewide  Professional  Standards  Review 
Organizations  (PSRO's)  has  apparently  come  to  an 
abrupt  halt  with  the  government  saying  "no"'  in  a  loud 
and  clear  voice. 

The  Department  of  Health,  Education  and  Welfare 
announcement  came  only   10  days  after  it  had  re- 
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leased  a  statement  that  said  under  certain  circum- 
stances it  would  consider  naming  a  statewide  PSRO 
in  big  states  where  there  is  support  for  it  among 
the  interested  medical  and  health  groups. 

Though  an  about  face  was  denied  by  Henry  Sim- 
mons, M.D.,  Deputy  HEW  Assistant  Secretary  for 
Health  and  acting  head  of  PSRO,  there  was  an  ap- 
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parent  conflict  between  the  statement  given  earlier 
to  the  PSRO  Advisory  Council  and  the  final  decision. 

The  designated  PSRO  areas  which  will  be  an- 
nounced soon  will  include  no  area  having  many  more 
than  3,000  physicians  within  it.  Dr.  Simmons  told  a 
news  conference.  He  conceded  there  is  no  such  limita- 
tion in  the  PSRO  law,  but  the  2,500-physician  level 
suggested  in  the  report  by  the  Senate  Finance  Com- 
mittee was  "reasonable"  but  not  "rigid." 

The  area  selections  will  be  in  the  form  of  proposals 
printed  in  the  Federal  Register  giving  interested  par- 
ties 30  days  in  which  to  comment. 

In  the  earlier  statement  given  the  Advisory  Coun- 
cil, Dr.  Simmons  said:  "There  are  a  few  states  with 
a  larger  number  of  physicians  that  have  requested 
that  they  also  be  designated  as  single  state  PSRO's 
and  have  obtained  backing  of  their  medical,  osteo- 
pathic, and  hospital  associations  and,  in  some  in- 
stances, government.  In  such  instances,  we  will  indi- 
vidually consider  designation  of  a  statewide  PSRO  if 
the  statewide  PSRO  has  support  of  physicians 
throughout  the  state  and  agrees  to  further  subdivide 
itself  .  .  .  and  if  control  of  the  review  process  re- 
mains at  the  local  levels.  .  .  . 


"Thus,  in  states  with  a  large  number  of  physicians 
which  nevertheless  opt  for  a  statewide  PSRO,  it  is 
clear  that  the  review  of  care  would  be  controlled  and 
performed  locally.  .  .  ." 

Members  of  the  Council  interpreted  this  as  indi- 
cating that  HEW  in  some  cases  might  okay  a  state- 
wide PSRO  in  large  states. 

Dr.  Simmons  also  told  the  news  conference  that 
guidelines  will  be  issued  in  February  on  how  organi- 
zations can  apply  to  become  PSRO's  within  the  des- 
ignated areas.  By  next  June,  he  said,  the  hope  is  to 
have  50  PSRO's  chosen.  A  PSRO  bulletin  will  be 
sent  to  all  physicians  in  the  nation  outlining  the  status 
of  the  program  and  informing  them  of  PSRO  de- 
velopments. 

He  predicted  from  20  to  30  small  states  will  be 
single-state  PSRO  areas. 

Prior  to  the  HEW  decision  against  statewide 
PSRO's  in  large  states,  the  Senate  Finance  Committee 
had  tentatively  approved  a  provision  that  would  ban 
HEW  from  using  a  limitation  on  the  number  of  phy- 
sicians that  may  belong  to  a  PSRO. 

If  enacted,  the  provision  could  make  it  easier  for 
statewide  PSRO's  to  win  HEW  approval. 
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FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 

•  Safe  Comfortable  Withdrawal  •  No  Alcohol  Employed  •  Private  Non-Profit  Tax-Exempt 
•  A  Controlled  and  Pleasant  Psychological  Atmosphere  •  Psychiatric  Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Individual  counseling 

Group  Therapy 

Nature  Trail 

Indoor  Outdoor  Recreation 


FOR  ADMITTANCE  CALL 

JAMIE  CARRAWAY 

EXECUTIVE  DIRECTOR 

919-621-3381 


Recognized  by: 

Blue  Cross  &  Blue  Shield  •   Life  Assurance  Co.  of  Carolina 

•  Pilot  Life   Ins.  Co.  •  Aetna  Life  &  Casualty 

•  John  Hancock  Mutual  Life   Ins.  Co.   •   Kemper  Ins. 

»   Metropolitan  Life  Ins.  Co.  •   United  Benefit  Life  Ins.  Co. 

•   Security  Lite  &  Trust  Co. 

FELLOWSHIP  HALL  mc. 

P.  0.  BOX  6928  •  GREENSBORO,  N.  C.  27405 


Member  of: 
•  N.  C.  Hospital  Association 

•  The  Alcoholic  &  Drug  Problems 

Assn.  of  North  America 

•  American  Hospital  Association 


FOR  MEDICAL   INFORMATION  CALL 

J.  W.  WELB0RN,  JR.,  M.D. 

MEDICAL   DIRECTOR 

919-275-6328 


Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 
6V2  miles  north  of  downtown  Greensboro,  N.  C. 


Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 
and  the  Greensboro  Regional  Airport. 

FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION., 
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At  present,  the  Department  is  employing  a  general 
top  limit  of  2,500  physicians  per  review  organization, 
a  maximum  guide  that  obviously  would  foreclose 
larger  states  from  having  a  single  organization  to  re- 
view institutional  care  for  Medicare  and  Medicaid  pa- 
tients. 

The  amendment  was  sponsored  by  Sen.  Lloyd 
Bentsen  (D. -Texas)  and  agreed  to  by  Sen.  Wallace 
Bennett  (R.-Utah),  originator  of  the  PSRO  concept 
and  a  staunch  proponent  of  smaller  PSRO  units. 

The  language  of  the  proposed  Bentsen  amendment 
reads:  "In  carrying  out  the  provisions  of  this  section, 
the  Secretary  may  designate,  as  an  appropriate  area 
with  respect  to  which  a  Professional  Standards  Re- 
view Organization  may  be  designated,  an  area  encom- 
passing a  whole  State;  and  the  Secretary  shall  not 
refuse  to  designate  any  qualified  organization  as  the 
Professional  Standards  Review  Organization  with  re- 
spect to  such  area  solely  because  of  the  number  of 
physicians  participating  in  such  Organization." 

*  *  * 

The  present  Congress  won't  act  on  a  full-scale  na- 
tional health  insurance  program,  predicts  Sen.  Wal- 
lace Bennett  (R.-Utah). 

Bennett,  top  Republican  on  the  Senate  Finance 
Committee  which  has  jurisdiction  over  NHI,  said 
such  a  national  program  would  require  new  taxes  to 
finance  it. 

"Congress  is  keenly  aware  of  a  strong  and  growing 
resistance  to  any  increase  in  taxes  for  any  purpose," 
he  said.  "To  complicate  the  situation  further,  there  is 
a  real  rivalry  between  the  Administration  and  the 
Congress  as  to  which  can  demonstrate  the  greatest 
fiscal  responsibility. 

"I  don't  believe  the  people  really  realize  just  how 
great  the  added  tax  burden  must  be  to  provide  the 
billions  needed  to  support  some  of  the  large-scale 
programs  which  have  been  proposed,"  Bennett  said, 
adding  that  a  health  care  bill  sponsored  by  Sen.  Ed- 
ward Kennedy  (D.-Mass.),  would  cost  "an  estimated 
$70  billion." 

Bennett  said  it  was  possible  that  Congress  might 
act  on  "some  limited  type  of  catastrophic  health  in- 
surance coverage  and  improvements  in  Medicaid." 

The  Senator  was  referring  apparently  to  the  bill  in- 
troduced by  Finance  Committee  Chairman  Russell 
Long  (D.-La.)  and  Sen.  Abraham  Ribicoff  (D.- 
Conn.),  recently  for  a  Social  Security-financed  cata- 
strophic plan  and  federalization  of  Medicaid. 

*  *  * 

A  growing  public  and  professional  awareness  of 
the  perils  and  prevalence  of  alcoholism  and  indica- 
tions society  finally  is  gearing  to  grapple  with  the 
problem  meaningfully  were  reported  at  the  Con- 
ference on  Medical  Complications  of  Alcohol  Abuse 
presented  by  the  American  Medical  Association  in 
Washington,  D.  C. 

The  meeting  came  at  a  time  Congress  is  voting 
millions  of  additional  dollars  for  federal  alcoholism 


programs  and  the  Administration  is  upgrading  the  ef- 
fort within  the  HEW  Department. 

Morris  Chafetz,  M.D.,  Director  of  the  National  In- 
stitute on  Alcohol  Abuse  and  Alcoholism  (NIAA), 
said,  "it  is  time  we  stopped  blaming  sick  people  for 
their  own  illness  and  our  inability  to  provide  appro- 
priate treatment." 

The  medical  profession  itself  loses  400  physicians, 
the  entire  enrollment  of  a  medical  school,  to  alco- 
holism every  year,  the  psychiatrist  said. 

Another  speaker,  Maj.  Gen.  Frank  Clay,  Deputy 
Assistant  Secretary  of  Defense  (Drug  and  Alcohol 
Abuse),  cited  "noticeable  progress"  in  the  military's 
six-month-old  attack  on  the  tradition  of  the  GI  as 
not  only  a  hard  fighter  but  a  hard  drinker.  "Treat- 
ment will  be  available  for  every  individual  who  wants 
treatment  for  alcoholism,"  Gen.  Clay  said. 

Harry  McKnight,  Jr.,  of  the  Veterans  Administra- 
tion, said  the  VA  operates  the  nation's  largest  unified 
system  of  alcoholism  rehabilitation  with  61  special 
units  that  handled  131,000  alcohol  abusers  in  the  fis- 
cal year  1973. 

Marvin  Block,  M.D.,  Buffalo,  N.  Y.,  said  "it  is  the 
obligation  of  the  physician  and  hospital  medical  staffs 
as  well  as  other  personnel  to  see  that  the  alcoholic 
patient  receives  the  treatment  indicated  in  the  same 
way  as  any  other  sick  person  —  with  care  and  con- 
sideration. When  this  attitude  becomes  more  preva- 
lent, the  stigma  of  the  disease  will  be  removed  and 
people  will  present  themselves  for  help  before  the  dis- 
ease is  far  advanced. 

Herbert  Raskin,  M.D.,  Chairman  of  the  AMA's 
Committee  on  Alcoholism  and  Drug  Dependence; 
and  William  Lukash,  M.D.,  White  House  physician 
and  program  coordinator,  told  the  meeting  that  such 
conferences  help  pave  the  way  toward  new  attitudes 
by  members  of  the  medical  profession  and  instill  the 
knowledge  necessary  to  cope  with  the  problem  of  ad- 
diction to  alcohol. 

*  *  * 

The  total  cost  of  educating  a  medical  student  in 
1972  ranged  from  $16,000  to  $26,000  a  year  in  12 
selected  medical  schools,  the  Association  of  Ameri- 
can Medical  Colleges  reported.  Direct  instructional 
expenses  accounted  for  about  40  percent  of  the  total 
educational  costs  for  an  undergraduate  medical  stu- 
dent. Research,  clinical  activity,  and  administrative 
and  professional  activities  accounted  for  the  remain- 
der. #  $  # 

The  American  Medical  Association  has  proposed 
a  regional  center  national  blood  program  to  resolve 
the  differences  among  major  blood-collecting  organi- 
zations and  meet  the  threat  of  a  Federally-mandated 
program. 

At  a  meeting  of  interested  groups,  including  labor 
and  consumers,  at  the  HEW  Department,  there  was 
praise  for  the  AMA  plan  from  some  participants. 
But  a  concensus  has  not  developed  immediately.  At 
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the  AMA's  suggestion,  a  third  meeting  was  called  to 
be  held  by  the  AMA  in  Chicago  in  a  further  attempt 
to  respond  to  the  directive  of  HEW  Secretary  Casper 
Weinberger  that  a  national  voluntary  blood  donor 
system  be  set  up  by  existing  agencies  or  he  will  im- 
pose a  solution  through  legislation  or  fiat. 
*  *  * 

The  American  Medical  Association  has  told  the 
Congress  that  legislation  is  now  appropriate  to  assure 
the  safety  and  effectiveness  of  medical  devices. 

However,  William  R.  Barclay,  M.D.,  AMA's  As- 
sistant Executive  Vice  President,  told  the  House 
health  subcommittee  that  controls  should  be  kept  to 
a  minimal  level  to  assure  that  regulations  will  not  re- 
strict the  flow  of  useful  devices  to  the  marketplace. 

$  ;■:  % 

The  HEW  Department  has  sent  the  White  House 
a  proposed  national  health  insurance  program 
weighted  toward  catastrophic  coverage. 

Though  HEW  aides  insisted  the  plan  was  more 
of  a  "series  of  concepts"  than  a  final  program, 
the  broad  outlines  of  the  HEW  scheme  are  likely  to 
be  retained  in  the  final  bill  sent  to  Congress  next 
year  by  President  Nixon. 

The  old  mandated  employer  idea  is  retained  in  the 
new  plan.  Through  private  health  insurance  com- 


panies, companies  must  offer  employees  minimum 
benefit  insurance  protection  and  pay  75  percent  of  the 
premium  tax.  Enrollment  in  a  Health  Maintenance 
Organization  (HMO)  must  be  allowed  workers  as  an 
option  if  available.  The  label  given  this  plan  is  Stan- 
dard Employer  Plan  (SEP). 

For  poor  people,  a  Government  Assurance  Pro- 
gram (GAP)  would  replace  Medicaid.  This  would  of- 
fer sliding-scale  Federal  subsidization  for  health  in- 
surance that  would  have  the  same  minimum  benefits 
as  the  SEP  plan.  The  very  poor  would  pay  nothing 
for  the  premium;  those  making  more  would  pay  up 
to  $300  a  year. 

Higher  income  people  not  covered  by  SEP  could 
enroll  in  GAP. 

In  no  case,  under  the  HEW  draft,  would  any  family 
have  to  pay  out-of-pocket  more  than  $1,600  a  year 
in  health  bills. 

The  proposal  would  provide  coverage  of  hospitali- 
zation, most  physicians'  services,  some  mental  health 
care,  limited  dental  care,  and  out-patient  drugs  on  a 
deductible  basis.  Estimated  total  costs  of  the  SEP 
premium  is  $600  annually. 

The  plan  calls  for  a  medical  credit  card  for  all 
enrollees.  Insurors  would  pay  providers  and  bill  pa- 
tients for  services  not  covered. 


Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 
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Macrophages  and  Cellular  Immunity.  By  A.  I.  Laskin 
and  H.  Lechevalier  (eds).  124  pages.  Price,  $16.00. 
Cleveland,  Ohio:  CRC  Press,  The  Chemical  Rubber 
Co.,  1972. 

This  monograph  is  part  of  the  CRC  Monotopics 
Series  published  by  the  Chemical  Rubber  Co.  The 
editors  selected  seven  authors  to  prepare  authoritative 
articles  on  macrophages  and  cellular  immunity.  Dr. 
Marvin  Fishman  introduces  this  monograph  by  re- 
viewing some  key  developments  in  this  area.  The  first 
paper  by  Hans  H.  Gadebusch  is  concerned  with 
"Mechanisms  of  native  and  acquired  resistance  to  in- 
fection with  Cryptococcus  neoformans."  The  author 
concludes  that  the  ultimate  mediators  in  defense 
against  C.  neoformans  must  be  the  phagocytes,  par- 
ticularly the  macrophages.  He  further  emphasizes 
that  basic  proteins  isolated  from  both  PMN  and 
mononuclear  phagocytes  can  kill  the  fungus,  both  in 
vitro  and  apparently  also  in  in  vivo.  Presumably 
humoral  antibody  promoted  phagocytosis  of  the  en- 
capsulated yeast  cells  but  cellular  mechanisms  are  the 
mainstay  of  acquired  immunity. 

A.  A.  Gottlieb  and  S.  R.  Waldman  describe  the 
multiple  functions  of  macrophages  in  immunity.  At 
the  head  of  the  list  is  that  macrophages  degrade 
antigen  which  may  prevent  immunological  paralysis. 
Macrophages  also  appear  to  concentrate  antigens  on 
their  surfaces  although  the  authors  feel  that  surface- 
bound  antigen  does  not  appear  to  account  for  all  of 
the  properties  of  macrophages  in  the  immune  re- 
sponse. Macrophages  also  concentrate  antigen  in  de- 
fined internal  compartments  and  slowly  release  anti- 
gen which  may  "condition"  lymphocytes.  They  sug- 
gest the  antigenic  fragments  linked  to  a  unique  ribo- 
nucleoprotein  (RNP)  moiety  may  be  an  important 
mechanism  by  which  antigen  is  presented  to  lym- 


phocytes. Furthermore,  they  discuss  that  free  anti- 
genic fragments  or  fragments  linked  to  RNP  may  be 
important  in  inducing  delayed  sensitivity.  Lastly,  it  is 
expressed  that  macrophages  appear  to  exert  an  im- 
portant control  on  the  rate  of  DNA  synthesis  and 
cell  proliferation  of  lymphoid  cells. 

D.  S.  Nelson  describes  macrophages  as  effectors  of 
cell-mediated  immunity  with  reference  to  bacterial 
and  viral  infections.  Further  considerations  include 
transplantation  immunity  and  anti-tumor  immunity. 
Cell  interactions  are  discussed  and  the  paucity  in  our 
information  of  mechanisms  is  emphasized. 

The  last  paper  entitled,  "Host-parasite  interactions 
with  macrophages  in  culture"  was  prepared 
by  M.  Solotorovsky  and  L.  S.  F.  Soderberg.  The  au- 
thors review  a  large  number  of  experimental  systems 
and  correctly  point  out  that  the  use  of  macrophages 
in  such  studies  is  at  a  point  of  critical  assessment 
for  validity.  In  particular  they  emphasize  the  poten- 
tial hazard  of  using  streptomycin  in  culture  systems 
and  the  problem  that  "immune"  macrophages  may  be 
more  "permeable"  than  normal  macrophages.  They 
also  review  the  effect  of  lymphocytes  and  extracts 
of  lymphocytes  from  immunized  animals  on  normal 
macrophages.  Comments  are  also  made  about  reports 
that  macrophages  can  produce  antibody  and  that 
RNA  can  transfer  immunity  to  normal  macrophages. 

This  monograph  is  obviously  limited  in  scope  and 
coverage.  However,  the  papers  are  reasonably  well 
docomented  and  if  a  reader  wishes  a  brief  summary 
in  these  limited  areas  the  book  should  be  of  value. 
In  general,  this  monograph  is  too  restricted  to  be  of 
much  value  to  the  scientist  actively  working  in  these 
areas. 

Quentin  N.  Myrvik,  Ph.D. 


The  cases  wherein  (resuscitative  efforts)  are  most  likely  to  be  attended  with  success,  are  all 
those  called  sudden  deaths  from  an  invisible  cause,  as  apoplexies,  hysterics,  faintings,  and  many 
other  disorders,  wherein  persons,  in  a  moment,  sink  down  and  expire.  The  various  casualties 
in  which  they  may  be  tried,  are  suffocations,  from  the  sulphureous  damps  of  mines,  coal-pits, 
etc.;  the  unwholesome  air  of  long  unopened  wells  or  caverns;  the  noxious  vapours  arising  from 
fermenting  liquors;  the  steams  of  burning  charcoal;  sulphureous  mineral  acids;  arsenical  efflu- 
via, etc. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Richard  Folwell,  1799,  p.  425. 
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North  Carolina  Medical  Society 
Major  Hospital  and  Nurse  Expense  Insurance 


$25,000  Major  Hospital  and  Nurses  Expense  Policy- 
75  percent  —  25  percent  Co-Insurance 


PLAN  A 

$100  DEDUCTIBLE 

Member's  Age 

Member 

Member  and  Spouse 

Member,  Spouse  & 
All  Children 

Under  40 
40-49 
50-59 
60-64* 

$  82.50 
125.00 
182.50 
286.50 

$206.00 
302.50 
417.00 
640.00 

$288.00 
384.50 
499.00 
722.00 

PLAN  B 

$300  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 

$  50.00 

76.00 

118.50 

180.00 

$114.00 
176.00 
254.00 
402.00 

$150.00 
212.00 
290.00 
438.00 

PLAN  C 

$500  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  31.50 

51.50 

82.50 

138.50 

58.00 

$  69.00 
118.50 
182.50 
308.00 
170.00 

$  91.50 
141.00 
205.00 
330.50 
192.50 

PLAN  D 

$1,000  DEDUCTIBLE 

Under  40 
40-49 
50-59 
60-64* 
65-69** 

$  23.50 

38.50 

62.00 

104.00 

43.00 

$  51.50 

89.00 

137.00 

231.00 

127.00 

$  68.50 
106.00 
154.00 
248.00 
144.00 

*  Shown  for  renewal  only.  Enrollment  limited  to  members  under  age  60. 

"Integrates  with  Medicare  at  age  65. 

Premiums  apply  at  current  age  on  entry  and  attained  age  on  renewal.  Semi-annual  premiums  are  one-half  the  annual  plus  SO  cents. 


Term  Life  Insurance  Program 


Member's 

Spouse's 

Age 

$10,000 

$20,000 

$30,000 

$40,000 

$50,000 

Age 

$5,000 

Under  30 

$  27 

$  54 

$  81 

$    108 

$   135 

Under  30 

$  11 

30-34 

29 

58 

87 

116 

145 

30-34 

12 

35-39 

38 

76 

114 

152 

190 

35-39 

15 

40-44 

56 

112 

168 

224 

280 

40-44 

22 

45-49 

84 

168 

252 

336 

420 

45-49 

34 

50-54 

131 

262 

393 

524 

655 

50-54 

52 

55-59 

203 

406 

609 

812 

1,015 

55-59 

81 

60-64 

306 

512 

918 

1,224 

1,530 

60-64 

122 

65-69 

242 

484 

726 

968 

1,210 

65-69 

97 

All  Children— $12  annually.  $2,500  after  age  6  months 

The  above  plans  quality  for  use  in  the  Professional  Association. 


For  Full   Information — Write  or  Call 

Golden-Brabham  Insurance  Agency,  Inc. 

Ralph  J.  Golden  Van  Brabham  III 

108   E.   Northwood   St.,   Phone:   BRoadway  5-3400,   Box  6395,  Greensboro,   N.  C.  27405 
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Joseph  Henry  Cutchin,  M.  D. 

Joseph  Henry  Cutchin  died  June  30.  1973.  He  was 
born  April  1,  1890  in  Nash  County,  North  Carolina, 
the  son  of  Josiah  Spencer  and  Nancy  Sarah  Cutchin. 
He  was  educated  in  the  public  schools  of  Nash 
County  and  attended  Guilford  College  and  the  Uni- 
versity of  North  Carolina,  and  following  his  gradua- 
tion from  UNC  he  entered  the  Medical  College  of 
Virginia  graduating  in  1911  with  an  M.D.  degree.  He 
took  his  postgraduate  training  in  Sarah  Lee  Hospital 
in  Norfolk,  Virginia.  Dr.  Cutchin  enlisted  in  World 
War  I  in  1917  and  was  discharged  with  a  rank  of 
Major.  Following  the  war  he  set  up  his  practice  in 
Whitakers  where  he  continued  to  practice  until  his 
death.  Dr.  Cutchin  has  been  a  life  long  active  member 
of  the  Edgecombe-Nash  Medical  Society  and  has 
held  with  honor  many  offices  in  this  Society.  For 
over  40  years  he  had  been  a  member  of  the  Nash 
County  Board  of  Health.  Dr.  Cutchin  was  an  active 
member  of  the  Methodist  Church,  having  served  on 
the  Board  of  Stewards,  and  as  a  Trustee  of  the 
Methodist  Retirement  Home  in  High  Point.  Dr.  Cut- 
chin was  an  able  and  beloved  physician  who  will  be 
sorely  missed  by  all  of  those  who  knew  him. 

Resolved,  that  this  paltry  account  of  Doctor  Cut- 
chin be  accompanied  by  an  expression  of  deep  appre- 
ciation for  his  life  among  us  and  that  furthermore  this 
resolution  be  made  a  part  of  the  minutes  of  the  Edge- 
combe-Nash Medical  Society,  a  copy  sent  to  the 
family,  and  a  copy  sent  to  the  North  Carolina  Medical 
Society  for  publication  in  the  North  Carolina 
Medical  Journal. 

Edgecombe-Nash  Medical  Society 

Thomas  Richard  Williams,  Jr. 

Born  December  22,  1917,  to  Dick  (T.R.,  Sr. )  and 
Margie  Williams,  Thomas  R.  Williams  had  one 
brother  Henry  H.  Except  for  a  few  early  years  spent 
in  Middlesboro,  Ky.,  most  of  his  life  was  spent  in 
Hickory,  N.  C.  attending  schools  through  high  school 
and  living  in  Hotel  Hickory  which  his  father  man- 
aged until  his  retirement.  He  was  graduated  from 
Duke  University  in  1940. 

He  was  married  to  Rachel  Elizabeth  Maness  on 
June  28,  1941. 

He  was  in  the  accelerated  program  at  the  Univer- 
sity of  Maryland  Medical  School  in  Baltimore,  Mary- 
land, graduating  from  there  in  1943.  He  spent  an  18 
months'  residency  at  the  City  Memorial  Hospital  in 
Winston-Salem,  N.  C. 
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In  1945  he  entered  service  in  the  armed  forces  at 
Carlisle  Barracks,  Carlisle,  Penn.  He  was  then  as- 
signed as  a  First  Lieutenant  to  Ft.  McPherson  in  At- 
lanta, Georgia.  He  served  14  months  in  active  duty  in 
Hawaii  and  Guadalcanal  as  Battalion  Surgeon.  Then 
he  became  the  commanding  officer  of  the  26th  station 
hospital  in  New  Caledonia  and  was  promoted  to  the 
rank  of  Captain  in  September,  1946.  Nine  months 
later  he  was  separated  from  the  service  and  returned 
to  Hickory  and  began  an  active  practice  in  1947. 

There  was  a  purpose  for  his  life  and  he  found  it — 
a  Christian  man  serving  his  community  as  a  doctor 
in  general  practice. 

For  more  than  25  years  Richard  went  about  help- 
ing all  the  lives  who  came  his  way.  His  schedule  was 
heavy,  his  collections  poor,  and  his  hours  too  long. 
No  one  ever  heard  him  find  fault  nor  complain.  He 
had  a  bit  of  tease  to  put  you  at  ease  and  a  smile  not 
easily  forgotten.  But  the  greatest  talent  he  possessed 
was  serious  deliberations  concerning  each  patient 
under  his  care  and  his  judgements  were  seldom,  if 
ever,  wrong.  Any  doctor  could  ask  his  assistance  and 
he  found  the  time  to  help  him.  He  could  not  have  had 
an  enemy  because  his  gentle  manner  was  never  short- 
tempered  nor  cross. 

He  served  for  20  years  helping  with  the  infirmary 
at  Lenoir  Rhyne  College,  and  serving  on  the  staff  at 
the  Richard  Baker  Hospital  and  the  Catawba  Memo- 
rial Hospital.  Not  at  any  place — college,  office  or 
either  hospital — was  he  too  busy  to  stay  on  if  some- 
one came  by  who  needed  him. 

Perhaps  some  of  his  dedication  comes  from  won- 
derful parents  and  Rachel,  his  wife,  who  learned 
years  ago  to  give  him  up  to  his  work — then  they 
shared  the  rest  of  the  hours  with  family,  friends,  at- 
tending the  First  Baptist  Church,  and  community 
affairs  of  interest.  They  reared  a  son,  Thomas 
Richard  III,  who  is  a  teacher  of  math  in  the  Danville 
Community  College,  Danville,  Virginia;  a  daughter, 
Gaye  Elizabeth  who  teaches  third  grade  in  Jonesville, 
N.  C,  and  Sarah  Rachel  who  is  a  senior  at  Hickory 
High  School. 

No,  the  role  of  a  doctor  in  general  practice  is  not 
an  easy  one  to  live  with.  Often  Richard  was  heard 
saying,  "If  I  had  money  of  my  own  to  live  on,  I  would 
practice  medicine  without  charging  anyone,  I  love  it 
so."  A  man  who  lived  a  simple,  plain,  dedicated  life 
to  the  medical  profession  in  North  Carolina  we  can 
truthfully  say:  "Richard,  your  life  was  short,  but  well 
lived  and  your  job  well  done." 

Catawba  County  Medical  Society 
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Classified  Ads 


EMERGENCY  ROOM  PHYSICIANS:  Active  265-bcd  gen- 
eral hospital  with  new  E.  R.  facility.  Need  full  time  phy- 
sicians to  staff,  one  to  assume  position  of  director;  $40,- 
000  annual  minimum  guarantee.  Located  85  miles  from 
coast  with  good  surrounding  hunting  and  fishing  oppor- 
tunities. Contact  Dr.  Thad  B.  Wester,  103  West  27th  St. 
(919  739-3318)  or  James  M.  DeYane,  Southeastern  Gen- 
eral Hospital,  Lumberton,  N.  C.  28358  (919  738-6441). 

EMERGENCY  DEPARTMENT  —  Established  four  man 
group  seeking  fifth  man.  375  bed  hospital  with  complete 
backup  coverage.  Eight  hour  shifts,  ample  time  off,  fee 
for  service  with  guarantee,  paid  vacation  and  sick  leave. 
Contact  Hugh  Fitzpatrick,  M.D.,  High  Point  Memorial 
Hospital,  High  Point,  N.  C.  27261. 


GP's  WANTED — One  or  two  to  follow  a  retired  GP  who 
practiced  here  for  sixty  years.  His  records  available.  Small 
town,  good  public  and  private  schools.  Financial  assistance 
available.  Call  or  write  D.  G.  King,  Box  147,  Red  Springs, 
N.  C.  28377.  Telephone  919-843-4431. 

COASTAL  COMMUNITY  experiencing  resort  and  indus- 
trial growth  needs  family  practitioner,  internist,  obstetri- 
cian, and  pediatrician.  Contact  Gene  Wallin,  M.D.,  South- 
port,  N.  C.  28461  (919)  457-6214. 
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CONSTITUTIONAL  SECRETARY 

In  a  time  when  some  state  societies  have  reported  a 
.ecline  in  membership,  the  North  Carolina  Medical  So- 
iety  continues  to  experience  a  healthy  growth.  We  have 
xperienced  a  net  growth  of  150  members  in  the  past 
ear.  Again  the  highest  percentage  of  growth  was  in  the 
tudent  member  category. 

The  membership  figures  are  as  follows: 

December  31.  1971  December  31,  1972 
Total   Members.. ..3,972  4.121 

Life   Members 285  257 

Student  Members       29  57 

Intern-Resident 

Members    13  20 

This  year  has  seen  serious  discussion  of  some  very 
undamental  issues,  which  will  be  difficult  to  resolve  to 
he  satisfaction  of  all.  An  effective  system  of  peer  review 
)f  the  quality  of  care  and  an  etlective  system  of  post- 
graduate education  seem  to  be  the  most  pressing  needs 
irising  from  these  discussions. 

The  impact  of  these  activities  on  the  membership 
nd  the  enthusiasm  of  the  individual  members  will  be 
nteresting  to  observe.  My  prediction  is  that  the  effect 
vill  be  a  positive  one  in  both  areas. 

E.   Harvey   Estes,   M.D.,   Constitutional   Secretary 


REPORT  OF  THE  EXECUTIVE  DIRECTOR 

The  1972-1973  Medical  Society  year  marked  a  steady 
growth  in  almost  every  phase  of  activity  including 
membership  and  staff  responsibility.  A  membership 
milestone  was  passed  in  1972  when,  for  the  first  time 
in  history  of  the  Society,  the  membership  exceeded  the 
four  thousand  mark. 

On  December  31,  1972,  the  total  membership  in  the 
State  Society  stood  at  4,122  as  compared  with  3,972 
pa  that  same  date  for  1971.  This  total  breaks  down  as 
follows:  3,747  active  dues  paying  members,  257  Life 
members.  15  Honorary,  20  Intern/  Resident,  57  Student. 
and  26  military  and  disability  exempt  members. 

As  of  April  1.  1973,  there  were  3,912  members  of  the 
State  Society  after  taking  into  account  deceased  mem- 
bers during  the  past  year  and  members  who  have 
moved  out  of  state.  There  are,  admittedly,  a  few  slow 
paying  members  who  we  do  hope  to  collect  dues  from 
within  the  next  few  weeks  so  that  a  small  continuing 
net  gain  in  membership  is  anticipated  before  the  end  of 
1973.  On  April  1.  1972.  there  were  3,827  members  of 
the  State  Society. 

Your  President,  Dr.  John  Glasson,  has  graciously 
igiven  valuable  guidance  to  the  efforts  of  the  Executive 
Directior  and  the  staff  in  the  overall  direction  of  activi- 
ties so  that  staff  efforts  might  properly  be  coordinated 
with  the  major  objectives  of  the  Society.  Wholehearted 
appreciation  is  here  expressed  for  his  valuable  assistance 
and  he  should  rightfully  be  credited  with  whatever 
success  has  been  achieved.  He  has  certainly  exemplified 
outstanding  leadership  and  firmness  of  direction  in  be- 
half of  the  best  interests  of  the  Society. 

The  efforts  of  the  Executive  Director,  as  well  as  all 
members   of   the    Headquarters    Staff,    have    been   ex- 


pended in  behalf  of  what  would  be  most  beneficial  to 
the  best  interest  of  the  North  Carolina  Medical  Society 
and  the  physicians  of  North  Carolina.  Once  a  policy 
or  course  of  action  has  been  outlined  by  officers  or  the 
Council,  then  that  has  been  most  assuredly  the  goal 
toward  which  we  have  directed  our  efforts. 

A  copy  of  the  Auditor's  Report  is  contained  in  this 
compilation  of  Annual  Reports  reflecting  that  all  funds 
and  assets  of  the  Society  have  been  properly  accounted 
for  on  the  books  of  the  Society  in  conformity  with  gen- 
erally accepted  accounting  principles  for  non-profit  or- 
ganizations. The  Audit  Report  as  submitted  by  A.  T. 
Allen  &  Company,  dated  January  17,  1973,  stands  as  a 
self-explanatory  report  of  the  Treasurer  for  the  calendar 
year   1972  and  is  recommended  to  you  for  approval. 

The  Audit  Report  also  reflects  the  1971  management 
of  the  North  Carolina  Medical  Journal,  and  we  trust  that 
this  portion  of  the  Audit  Report  will  suffice  as  a  report 
on  the  business  affairs  of  the  Journal  by  the  Business 
Manager.  A  small  increase  in  advertising  revenue  was 
experienced  during  1972,  approximately  $3,800.  even 
though  all  Journal  income  was  consumed  in  the  pro- 
duction cost  of  the  publication  as  has  been  the  case  for  a 
number  of  years. 

Publication  of  the  two  volume  history  of  Medicine 
in  North  Carolina  was  completed  in  the  fall  of  1972. 
Pre-publication  orders  were  slightly  above  the  antici- 
pated number  and  the  Headquarters  Office  continues 
to  receive  occasional  requests  for  the  books.  The  State 
Society  will  continue  to  publicize  the  availability  of 
Medicine  in  North  Carolina  at  the  price  of  $25  for  the 
two  volumes,  selecting  the  most  promising  areas  to  pro- 
mote further  sales  of  the  volumes. 

The  sale  of  the  North  Carolina  Medical  Society 
property  on  Highway  70  was  closed  on  December  20, 
1972.  and  a  more  detailed  report  of  this  transaction 
is  included  in  the  report  of  the  Chairman  of  the  Com- 
mittee on  Finance. 

The  year  1973  being  the  fifth  year  of  the  $50  a 
year  increase  in  dues,  the  1973  budget  estimates  will  be 
adjusted  in  most  part  back  to  the  regular  $95  annual 
dues  for  those  members  who  have  paid  the  increase  for 
the  five  year  period.  New  members  and  others  who  have 
not  completed  the  five  year  payment  of  increased  dues 
will  continue  being  billed  at  the  increased  amount  until 
the  five  year  payment  is  completed. 

Operations  and  maintenance  of  the  Medical  Society 
building  are  now  well  under  way  with  the  total  rental 
income  nearly  equal  actual  operating  costs. 

All  County  Medical  Societies  are  offered  the  service 
of  having  the  Headquarters  Office  collect  their  county 
dues  and  remittance  of  these  funds  to  the  respective 
counties  are  made  at  prompt  and  regular  intervals.  At 
the  present,  the  State  Society  Office  collects  dues  for 
about  51  percent  of  the  total  Component  County  Socie- 
ties. 

Arranging  and  staging  of  the  Annual  Meeting  of  the 
Society  continues  to  be  a  major  staff  task  and  respon- 
sibility, including  two  meetings  of  the  House  of  Dele- 
gates, General  Sessions  on  three  days,  thirteen  Scientific 
Specialty  Section  Meetings,  Reference  Committee  Hear- 
ings, and  display  areas  for  the  Scientific  and  Technical 
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exhibits,  in  addition  to  the  Annual  President's  Dinner 
and  all  other  related  functions  of  the  meeting. 

Most  other  annual  projects  and  activities  of  the  So- 
ciety have  continued  in  a  manner  similar  to  previous 
years.  Among  the  more  important  of  the  continuing 
projects  is  the  Annual  Conference  of  County  Medical 
Society  Officers  and  Committeemen  as  a  Conference 
on  Medical  Leadership;  the  Annual  Committee  Con- 
clave held  at  Mid  Pines  Club  in  Southern  Pines;  publi- 
cation of  the  Public  Relations  Bulletin  on  a  nine  issues 
per  year  schedule;  an  educational  exhibit  at  the  North 
Carolina  State  Fair  in  October;  the  presentation  of  First 
Aid  competition  trophies  to  the  North  Carolina  Associa- 
tion of  Rescue  Squads;  a  County  Medical  Society 
"Secretary's  Check  List";  and  a  two-day  Speech  Training 
Session  for  Society  Leaders  in  November. 

This  year's  report  of  the  Executive  Director  will  serve 
as  the  report  for  the  entire  Medical  Society  Head- 
quarters Staff,  in  lieu  of  several  reports  by  staff  mem- 
bers as  has  been  the  practice  in  prior  years.  Each  Staff 
Assistant  has  submitted  a  fairly  detailed  report  of  his  or 
her  activities  to  the  Executive  Director  and  a  copy  is 
on  file  in  the  office  for  any  who  may  wish  to  review 
them.  Only  a  few  of  their  individual  activities  will  be 
mentioned  here,  and  it  should  be  emphasized  that  all 
staff  members  have  worked  diligently  on  many  So- 
ciety projects,  too  numerous  to  mention  in  an  annual 
report. 

Your  Executive  Director,  as  the  principal  administra- 
tive officer  for  the  Society,  is  blessed  with  a  capable 
and  energetic  staff  all  of  whom  have  participated  fully 
and  willingly  in  the  various  projects  assigned  to  them. 
In  most  cases  they  have  taken  total  responsibility  for 
the  various  projects  and  where  more  than  a  single  staff 
person  was  involved  they  demonstrated  a  high  degree 
of  teamwork. 

As  Assistant  Executive  Director,  Mr.  Dan  Mainer 
handled  the  administrative  details  in  preparing  the  pro- 
gram and  serving  as  staff  support  for  the  "Conference 
on  Access  to  Health  Care,"  in  September  1972;  handled 
administrative  details  of  the  "Speakers  and  Leadership 
Training  Seminar"  in  November  1972;  and  handled  the 
program  planning  and  administrative  details  for  the 
"Conference  for  Medical  Leadership"  in  January  of 
this  year.  In  addition  he  has  had  primary  staff  re- 
sponsibility for  15  committees  for  a  portion  of  the 
year  and  9  committees  for  the  remaining  portion,  includ- 
ing those  which  deal  with  Claims  Review,  as  well  as 
provided  the  necessary  staff  work  for  the  recently 
organized  North  Carolina  Medical  Peer  Foundation, 
Inc. 

The  Controller,  Mr.  Garland  Pace,  administers  most 
financial  affairs  of  the  Society,  preparation  of  Annual 
Budget  estimates,  preparation  of  Technical  Exhibit 
Prospectus  for  the  Annual  Meeting  as  well  as  assignment 
of  Exhibitor  Space  allocation  and  management  of  the 
Exhibit  area  during  the  Annual  Meeting.  He  supervises 
the  operation  and  maintenance  of  the  Headquarters 
Building,  leasing  and  purchase  of  office  equipment,  and 


liaison  responsibility  with  the  building  janitorial  servici 
and  tenants.  Among  his  other  duties  he  is  also  responsi 
ble  for  staff  support  for  six  committees. 

Assistant  to  the  Executive  Director,  Mrs.  LaRue 
King,  handles  the  major  responsibility  for  preparation 
of  the  Annual  Meeting  Program  and  supporting  ma- 
terials for  the  House  of  Delegates,  the  Compilation  of 
Annual  Reports,  projection  requirements  for  annual 
meeting  speakers,  and  meetings  of  the  Executive  Coun- 
cil. She  handles  correspondence  relative  to  the  Scientific 
Exhibits  for  the  annual  meeting,  along  with  meeting 
room  assignments  and  special  luncheons  or  affairs. 
Staff  support  for  10  committees  is  provided  by  Mrs, 
King,  along  with  her  other  duties,  and  she  prepares 
the  schedule  of  meetings  for  the  Annual  Committee 
Conclave. 

Field  Representative,  Mr.  Gene  Lane  Sauls,  who 
joined  the  staff  in  October  of  1972,  has  undergone  an 
intensive  training  period  to  equip  him  for  the  many 
and  varied  administrative  services  provided  by  the  Head- 
quarters Staff  and  the  Field  Service  effort  of  the  State 
Society.  He  also  is  responsible  for  the  staff  effort  in 
support  of  1 1  Society  Committees,  has  provided  ad- 
ministrative services  for  the  Fourth  District  Medical 
Society's  Annual  Meeting,  made  a  number  of  field 
trips  as  liaison  efforts  with  County  Medical  Society 
officers  and  District  Councilors,  and  beginning  with  the 
March  issue  was  assigned  editorial  responsibility  for 
the  "Public  Relations  Bulletin." 

Field  Representative,  Mr.  Stephen  C.  Morrisette 
works  primarily  in  the  field  of  Legislative  activities.  In 
this  capacity  he  has  established  physician  contacts  for 
members  of  the  General  Assembly,  reviews  all  bills 
introduced  in  the  General  Assembly  which  have  any  im- 
portance to  the  medical  profession,  was  responsible 
for  arrangements  for  the  Society  reception  honoring 
members  of  the  General  Assembly  in  February  of  this 
year.  From  June  of  1972  through  February  of  1973 
he  edited  the  "Public  Relations  Bulletin."  His  committee 
staffing  responsibilities  include  13  society  committees, 
as  well  as  providing  staff  support  for  the  services  ren- 
dered to  the  North  Carolina  Society  of  Internal  Medi- 
cine under  the  "Project  Unity"  concept  of  cooperation 
with  speciality  society  organizations. 

The  Administrative  Staff  meets  regularly  once  a  week 
to  discuss  projects  and  activities  that  each  staff  member 
will  be  involved  with  or  assigned  to  in  order  to  assist 
with  production  and  finalization  of  the  various  functions 
scheduled.  These  meetings  enable  the  staff  assistants 
to  be  familiar  with  each  other's  work  schedule  plus  offer- 
ing assistance  to  each  other  and  further  the  teamwork 
concept  within  the  office. 

Finally,  I  would  want  the  membership  to  be  aware 
of  my  gratitude  to  all  the  secretarial  staff  for  loyal  and 
efficient  efforts  on  behalf  of  the  Society.  They  and  the 
staff  assistants  serve  the  Society  well  and  deserve  your 
support  and  appreciation. 

William  N.  Hilliard,  Executive  Director 


forth  Ci 
aleigh,  1 

kaileniei 


recoi 
bleigh. ! 
j  1,191 
raiift 


pre 
|i  have 

"  Oi  ll 


:-e: 
lleenes 


:>  ::t 

|.'mn! 

B  been 

ilainii 

I'l-ei 
25,00 
ij  act 

;..: 

kpusit 

■aid 

■",'.. 

'it 

Acco 

;~'; 
fci 

■  \'; 
ten 


COMPILATION  OF  ANNUAL  REPORTS 


« 


■-::o 
I  ml 

■  :; 
"::; 

.,; 
"I 

': 


AUDITORS  REPORT 
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Chairman  and  Members  of  the  Finance  Committee 
North  Carolina  Medical  Society 
Raleigh,  North  Carolina 

Gentlemen: 

Pursuant  to  engagement,  we  have  audited  the  books 
iand  records  of  the  North   Carolina   Medical   Society, 
Raleigh.  North  Carolina,  for  the  period  beginning  Janu- 
ary 1,  1972,  and  ending  December  31,  1972,  and  present 
herewith  our  report. 

EXHIBITS  AND  SCHEDULES 

In  presenting  our  findings,  as  the  result  of  the  audit, 

we  have  prepared  four  Exhibits  and  four  Schedules,  as 

outlined  in  the  Index,  which  are  attached  hereto  as  a 

as  [  part  of  this  report. 

'71 

I  Balance  Sheet— Exhibit  "Ar 

The  first  statement  is  a  list  of  the  Assets,  Liabilities, 
I  Reserves,  and  Fund  Balances,  which  we  designate  as 
Balance  Sheet,  December  31,  1972,  Exhibit  "A."  This 
statement  has  been  divided  into  two  sections.  One  con- 
tains the  Current  Operating  Fund,  which  represents  the 
Current  Assets,  Liabilities,  and  Reserves.  The  other 
has  been  designated  as  a  Capital  or  Non-Operating  Fund 
containing  the  office  equipment,  real  estate  and  capital 
stock  owned  and  used  by  the  Medical  Society. 

The  Cash  on  Hand  and  in  Bank  is  made  up  of 
$325.00  Petty  Cash  Funds  and  $263,231.64  in  a  check- 
ing account  at  First-Citizens  Bank  &  Trust  Company. 
Raleigh.  North  Carolina.  There  was  $522.41  on  savings 
deposit  with  the  same  bank.  The  Cash  in  Bank  was 
verified  through  a  reconciliation  of  the  balances  as 
shown  by  the  records  of  the  Medical  Society  with  a 
certificate  obtained  independently  from  the  bank.  See 
Schedule — 1  of  this  report  for  details. 

Accounts  Receivable  —  Regular  in  the  amount  of 
$5,675.92  are  shown  on  the  Balance  Sheet.  The  balance 
represents  the  total  of  several  uncollected  balances  due 
for  local  advertising  in  the  State  Medical  Journal,  and 
other  miscellaneous  receivables. 

Accounts  Receivable — National  Advertising  in  the 
amount  of  $4,685.47  represent  November  and  Decem- 
ber 1972,  National  Advertising  in  the  State  Medical 
Journal. 


Air  Travel  Deposit  of  $425.00  is  cash  deposited  with 
Eastern  Airlines  for  air  travel  credit  cards. 

The  Medical  Society  has  a  Notes  Receivable  and 
Deed  of  Trust  in  the  amount  of  $205,000.00  due  from 
International  Developers,  Inc.,  dated  December  20. 
1972.  due  each  ninety  (90)  days  for  ten  (10)  years,  at 
7Vi%  interest,  payments  at  $7,330.62  including  inter- 
est, beginning  March  20,  1973.  This  is  a  result  of  the 
sale  of  land  on  Raleigh-Durham  Highway  as  follows 


entitled 
Highway 


Sales   Price 

LESS:  Down  Payment 

$250,000.00 
45.000.00 

NOTE  RECEIVABLE 

$205,000.00 

ided  under  Exhibit  "C" 

"Gain    on    Sale    of 
iv,"  detailed  as  follows 

is  an  Income  Account 
Land — Raleigh-Durham 

Sales    Price 

LESS:  Cost  of  Land 
Realtors  Fees 
Recording  Fees 
Legal  Fees 

$250,000.00 

(26,604.55) 

(13.500.00) 

(250.00) 

(600.00) 

GAIN  FROM  SALE 

$209,045.45 

The  real  estate,  capital  stock  and  office  equipment 
and  furniture  shown  on  the  Balance  Sheet  in  the  amount 
of  $1,340,611.18,  is  listed  in  detail  in  Schedule— 2.  The 
items  shown  represent  cost  value  of  the  equipment  to 
the  Medical  Society  as  no  depreciation  has  been  re- 
corded. 

Under  the  "Liabilities"  section,  we  have  listed  those 
accounts,  expenses,  etc..  incurred  prior  to  December  31, 
1972,  for  which  statements  or  accounts  were  rendered 
or  payment  was  due. 

The  Accounts  Payable — Trade,  in  the  amount  of 
$23,441.20,  represents  unpaid  accounts  at  December 
31.  1972.  Most  of  these  items  were  paid  during  the 
course  of  the  audit. 

The  $1,684.00,  Dues  to  be  Refunded,  represents  State 
dues  collected  which  are  refundable  to  the  members.  The 
$82,395.00,  "Due  American  Medical  Association,"  is 
1973  A.  M.  A.  dues  collected  in  1972.  The  $490.00 
"American  Medical  Association  Dues  in  Escrow,"  rep- 
resents dues  paid  to  the  State  Society  but  which  cannot 
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be  remitted  to  the  National  Society  at  the  time  due  to  di- 
verse disqualifying  reasons.  At  December  31,  1972,  the 
Society  had  collected  from  members  $5,030.00  for 
MEDPAC  contributions  and  $32,215.00  for  county 
dues.  These  items  will  be  remitted  to  the  respective  or- 
ganization in  regular  course.  The  payroll  taxes  $3,- 
853.30,  were  paid  during  the  course  of  the  audit.  There 
is  a  mortgage  payable  on  Person  Street  property,  in 
Raleigh,  to  G.  M.  Greenfield  for  $5,200.00,  due  $2,- 
600.00  each  August  28  for  two  (2)  years.  The  loans 
payable  of  $100,000.00  are  funds  borrowed  on  the 
final  construction  in  progress  of  the  New  Headquarters 
Facility  Building  from  First-Citizens  Bank  &  Trust  Com- 
pany, Raleigh,  North  Carolina. 

The  deferred  credits  of  $130,030.00  are  for  payments 
of  $4,560.00  received  on  technical  exhibits  space  for 
the  1973  Convention,  and  $125,470.00  on  1973  mem- 
bership dues.  These  remittances  were  received  in  1972, 
and  will  be  transferred  to  the  income  accounts  in  1973. 

The  Reserve  accounts  set  forth  on  Exhibit  "A"  are 
for  specific  purposes  or  specific  projects,  which  normally 
last  for  periods  longer  than  one  year;  therefore,  special 
provisions  are  made  to  set  aside  funds  for  these  speci- 
fied  Reserves. 

The  Fund  Balance  section  of  the  Balance  Sheet  is 
comprised  of  two  figures.  $88,116.47  being  the  surplus 
of  the  Current  Operating  Fund  at  the  year-end,  and 
$1,340,611.18  representing  the  balance  of  Capital  Fund, 
it  should  be  observed  that  all  available  Current  Operat- 
ing Funds  were  transferred  to  the  Capital  Funds  be- 
cause of  the  construction  of  the  New  Headquarters 
Facility,  including  proceeds  from  the  sale  of  land  on 
Raleigh-Durham  Highway. 

Statement  of  Fund  Balances — Exhibit  "B": 

The  second  statement  is  an  analysis  of  the  changes  in 
Fund  Balances  during  the  year  and  is  detailed  on 
Exhibit  "B." 

Statement  of  Income  and  Expenses — Exhibit  "C": 

A  statement  showing  a  budget  comparison  of  the 
income  and  expenses  for  the  twelve-months  period  is 
given  in  Exhibit  "C."  This  statement  is,  in  effect,  a 
statement  of  operations  for  the  year,  and  by  examination 
it  may  be  observed  that  the  Income  of  $862,973.57  ex- 
ceeds' the  Expenses  of  $426,307.60  by  $436,665.97. 
There  was  included  in  the  expenses  $1,975.48  in  Capital 
Expenditures.  Eliminating  these,  we  show  a  margin 
from  operations  of  $438,641.45. 

Comparing  with  the  Budget,  we  see  that  actual  in- 
come was  more  than  anticipated.  The  main  items  ac- 
counting for  this  were  the  sale  of  the  land  on  Raleigh- 
Durham  Highway,  and  the  large  increase  in  annual 
dues. 

Further  comparisons  reveal  that  the  total  actual  ex- 


penses   were    $195,119.40    less    than    the    budget    pro- 
vision. 

Cash  Receipts  and  Disbursements — Exhibit  "D": 

A  statement  showing  in  detail  the  cash  receipts  and 
disbursements  of  the  Society  during  the  year  under 
review  is  shown  on  Exhibit  "D." 

We  made  a  careful  analysis  of  the  cash  transactions  I 
and,    where    practicable,    traced    the    receipts    to    theirj 
original  source.  Disbursements  for  expenses  were  sup-P^ 
ported  by  cancelled  checks  and  invoices  issued  in  the]  Cash  or 
regular  course  of  business.  We  believe  the  funds  have I  Account 
all  been  accounted  for.  I  Account 

Air  Tra 
GENERAL  COMMENTS 


A  surety  bond  covering  faithful  performance  of  Mr 
William  N.  Hilliard,  Executive  Director,  in  the  amount 
of  $50,000.00,  is  in  force,  held  by  the  Medical  Society 
and  was  examined  by  us.  We  also  examined  and  found 
in  force  a  Primary  Commercial  Blanket  Honesty  Bond 
in  the  amount  of  $50,000.00;  a  fire  insurance  policy 
covering  fire  loss  on  new  building  of  $1,000,000.00;  all 
office  contents  incidental  to  the  use  of  the  Society,  in 
the  amount  of  $70,000.00;  glass  coverage  is  included 
under  separate  coverage;  a  Non-Automobile  Schedule 
Policy;  a  standard  Workmen's  Compensation  and  Em- 
ployer's Liability  Policy;  a  Comprehensive  General 
Liability  Policy,  and  an  Accident  Policy  on  Officers, 
Delegates  and  Staff. 

We  were  extended  every  courtesy  and  cooperation 
during  the  course  of  the  audit  and  we  experienced  no 
trouble  in  obtaining  the  necessary  information  for  this 
report. 

SCOPE  OF  EXAMINATION  AND  OPINION 

We  have  examined  the  balance  sheet  of  the  North 
Carolina  Medical  Society  as  of  December  31,  1972,  and 
the  related  statements  of  income  and  expense  and  fund 
balances  for  the  year  then  ended.  Our  examination  was 
made  in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of  the 
accounting  records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  balance  sheet  and 
statements  of  income  and  expense  and  fund  balances 
present  fairly  the  financial  position  of  the  North  Caro- 
lina Medical  Society  at  December  31,  1972,  and  the 
result  of  its  operations  for  the  year  then  ended,  in  con- 
formity with  generally  accepted  accounting  principles 
for  non-profit  organizations  applied  on  a  basis  consistent 
with  that  of  the  preceding  year. 

Respectfully  submitted, 

A.  T.  ALLEN  &  COMPANY 

CERTIFIED    PUBLIC   ACCOUNTANTS 
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COMPILATION  OF  ANNUAL  REPORTS 

NORTH  CAROLINA  MEDICAL  SOCIETY 

Raleigh,  North  Carolina 

EXHIBIT  "A" 
BALANCE  SHEET 

December  31,  1972 

ASSETS: 

:URRENT  OPERATING  FUND: 

Cash  on  Hand  and  in   Banks— (Schedule— 1) $  264,079.05 

Accounts  Receivable — Regular 5.675.92 

Accounts  Receivable — National  Advertising 4.685.47 

Air  Travel   Deposit 425.00 

Notes  Receivable — International  Developers,  Inc 205,000.00 


TOTAL  CURRENT  OPERATING  FUND $    479,865.44 

3APITALOR  NON-OPERATING  FUND— (SCHEDULE— 2): 

Real  Estate — Land — Lane  and  Person  Streets.  Raleigh,  N.  C $    227,733.90 

Headquarters  Building— Raleigh.  N.  C 1,041,778.25 

Office  Furniture  and  Fixtures 70.899.03 

Capital  Stock — Common — State  Medical  Journal  Advertising  Bureau 200.00 


TOTAL  CAPITAL  OR  NON-OPERATING  FUND 1,340,611.18 


erJ  TOTAL  ASSETS  $1,820,476.62 

oi 

LIABILITIES,  RESERVES  AND  NET  WORTH: 
LIABILITIES: 

Accounts    Payable — Trade    $  23,441.20 

Dues  to  be  Refunded 1.684.00 

Due  American   Medical   Association 82,395.00 

Due  American  Medical  Association — Dues   in   Escrow  490.00 

Due  County  Medical  Associations 32,215.00 

Due  MEDPAC  5,030.00 

Federal  and  State  Income  Tax  Withheld 3.086.70 

Payroll  Taxes  Payable  766.60 

Loans  Payable— First-Citizens  Bank  &  Trust  Company 100,000.00 

Mortgage  Payable— 222  North  Person  Street— G.  M.  Greenfield 5.200.00 


TOTAL  LIABILITIES   $    254,308.50 

DEFERRED  CREDITS: 

Advance  Payments  on  Technical  Exhibit  Space  at  1973  Convention $        4,560.00 

Advance  Payment  on   1973  State  Membership  Dues 125,470.00 

TOTAL  DEFERRED  CREDITS 


RESERVES: 

Reserve  for  Traffic   Liability  Safety  Program 

Reserve  for  Section  on  O  &  O 

Reserve  for  Mental  Health  State  Conference  Programs. 
Reserve  for  Mental   Health  Contactorama  Programs 


TOTAL  RESERVES 


130,030.00 

$ 

135.28 

432.40 

3,302.87 

3.539.92 

7,410.47 

FUND  BALANCES: 

Current  Operating  Fund— (Exhibit  "B") $      88,116.47 

Capital  Fund— (Exhibit  "B") 1,340,611.18 


TOTAL  FUND  BALANCES 1,428.727.65 


TOTAL  LIABILITIES,  RESERVES,  AND  NET  WORTH $1,820,476.62 
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EXHIBIT  "B" 

STATEMENT  OF  FUND  BALANCES 

December  31,   1972 

CURRENT  OPERATING  FUND: 

Balance — January     1,     1972 

ADD:  Net   Profit   From   Operations $438,641.45 

To  Close  Reserve  for  N.  C.  Hospitality  Suite 460.01 

To  Transfer  Cost  of  Land  From  Capital  Fund 26,604.55 

LESS:  To    Correct    Error    Distribution — Advance    Payment    of    1972    State 

Society    Dues    $  29,706.00 

Transfers  to  Capital   Fund: 

Furniture   and   Fixtures 1,975.48 

Borrowed  Funds  Repaid 250,000.00 

Construction    In    Progress — 1972 41,502.31 

Balance  Due  on  Greenfield  Mortgage 5,200.00 

Balance  Due  on  Bank  Loan 100.000.00 

TOTAL  CURRENT  OPERATING  FUND— TO  EXHIBIT  "A" 

CAPITAL  FUND: 

Balance — January    1,    1972 

ADD:  Transfers  of  Equity  From  Current  Fund 

Adjustment   for  Greenfield   Mortgage 

TOTAL    

LESS:  Items  Traded  on  New  Assets $        688.90 

To  Transfer  Cost  of  Land  to  Current  Operating  Fund 26,604.55 

TOTAL   CAPITAL   FUND— TO   EXHIBIT   "A" 

TOTAL  FUND  BALANCES— DECEMBER  31,  1972 


EXHIBIT  "C" 

STATEMENT  OF  INCOME  AND  EXPENSES 

12  Months   Ended   December  31,   1972 

Budget 

INCOME:  Provisions 

Membership   Dues — Current   and   Prior   Years $512,000.00 

Sales  of  Journals,  Rosters  and  Value  Scales 3,500.00 

Author  Contributions  to  Cuts 125.00 

Revenue   Unexpected    1 .000.00 

Sales  of  Technical   Exhibit  Space 10.000.00 

Journal  Advertising — Local  10,000.00 

Journal  Advertising — National   32,000.00 

Commission  (1%)  from  AMA  for  Dues  Collected 3,400.00 

Commission  (1%)  from  MEDPAC  for  Dues  Collected 220.00 

Rental  Income  49,182.00 

Interest  Income  from  Savings  Account — 0 — 

Medicine   in   North   Carolina — 0 — 

Gain  on  Sale  of  Land  (Raleigh-Durham  Hwy.) — 0 — 

TOTAL   INCOME   $621,427.00 

EXPENSES: 

Executive  Budget: 

A-l     Expense— President    $     6,000.00 

A-2     President's    Secretarial    Assistance 5.000.00 

A-3     Travel—Secretary     1,000.00 

A-4     Salary — Executive  Director — Treasurer  21,500.00 

A-5     Travel — Executive    Director — Treasurer 6.000.00 

A-6     Executive  Office,  Secretarial  and  Clerical  Assistance 45.000.00 

A-7     Executive    Office    Equipment — Replacements 2,000.00 

A-8     Expenses— Executive    Office    18.000.00 

A-9     Bonding   915.00 

A-10  Auditing     1 ,800.00 

A-l!   Taxes   (Salary  Tax) 4.925.00 

A-12  Insurance  2.128.00 


$  50,794.25 
465,706.01 


428.383.79 


$966,626.84 

398,677.79 

2,600.00 


,116.4: 


1,367,904.63 

27.293.45 

1,340,611. IS 

$l,428,727.6i 

Differenci 

Over 

Actual 

or  (Under 

$525,924.00 

$     13,924.00 

4,719.26 

1,219.26' 

— 0— 

(125.00) 

4,406.23 

3,406.23 

10,270.00 

270.00 

9,957.51 

(42.49) 

34,885.74 

2,885.74 

3,519.25 

119.25 

221.70 

1.70 

49,182.53 

.53 

22.95 

22.95 

10,818.95 

10,818.95' 

209,045.45 

209.045.45 

$862,973.57 

$  241,546.57 

3,444.11 

4,029.82 

3.04 

21,366.60 
5,370.63 

34,627.67 
1,975.48 

18.551.33 

915.00 

2,165.54 

4,911.73 

2,055.00 


(2,555.89) 

(970.18) 

(996.96) 

(133.40) 

(629.37) 

(10,372.33 

(24.52) 

551.33 

— 0— 

365.54 

(13.27) 

(73.00) 
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Budget 
Provisions 

A-13  Membership  Record  System  and   Machine  Rental $     8,600.00 

A-14  Publications,   Reports  and  Executive   Aids 300.00 

A-17  Salary—Office  Manager  11,900.00 

A-20  Salary — Administrative  Assistant  10,500.00 

A-21   Travel — Administrative    Assistant    2,000.00 

A-22  Salary— Controller    14,400.00 

A-23  Salary— Field   Representative  No.    1 16,000.00 

A-24  Salary— Field  Representative  No.  2 10,000.00 

A-25  Travel— Field  Representative  No.  1  and  2. 5,000.00 

Total  Executive  Budget $  192,968.00 

Journal  Budget: 

B-l     Publication    of    Journal $  54,800.00 

B-2     Cuts  for  Journal 300.00 

B-3     Salary— Editor  2,500.00 

B-4     Salary— Assistant    Editor   6,850.00 

B-5     Expenses— Editorial  Office  850.00 

B-6     Expenses — Business   Manager's   Office 1,000.00 

B-7     Equipment — Business  Manager's  Office 100.00 

B-8     Travel   for  Journal 200.00 

B-9     Payroll   Taxes   918.00 

B-10  Sales  Tax  on  Journal  and  Roster  Sales 1,870.00 

B-l 3  Salary — Advertising  Secretary  6.500.00 

Total    Journal    Budget $  75,888.00 

Intra-Funetional  Activity  Budget: 

C-l     Expenses — Executive  Council  $     4.000.00 

C-2     Expenses — Publication  Council   Minutes 6,500.00 

C-3     Expenses — Legislative  Committees  2,500.00 

C-4     Expenses — Maternal   Health   Committee 3,600.00 

C-5     Expenses — Drug  Abuse  Committee 500.00 

C-7     Expenses — Scientific   Exhibits   Committee 900.00 

C-8     Expenses — Mental  Health  Committee 400.00 

C-9     Expenses — Mediation  Committee  400.00 

C-10  Expenses — Chronic   Illness   Committee 400.00 

C-ll   Expenses — Committees    in    General 4,500.00 

C-12  Expenses — Nominations  Committee  100.00 

C-l 3  Expenses — Occupational  Health  Committee 100.00 

C-l 5  Expenses — Relative    Value    Committee 550.00 

C-17  Expenses— Student   AMA   Committee 1,700.00 

C-20  Expenses — Constitution   and   By-laws   Committee 300.00 

C-24  Expenses — Anesthesia  Study  Committee 400.00 

C-30  Expenses — Insurance  Industry   Committee 600.00 

C-31   Expenses — Community  Health  Committee 500.00 

C-36  Expenses — Family   Marriage    Counseling   Committee 100.00 

C-37  Expenses — Medicine  and  Religion  Committee 250.00 

C-48  Expenses — Medicare    Committee    200.00 

C-49  Expenses — Medical   Education   Committee 1.000.00 

C-50  Expenses — Comprehensive  Health  Service  Planning  Committee 250.00 

C-51   Expenses — Medical  Aspects  of  Sports  Committee 1.600.00 

C-53  Expenses — Physicians  Nursing  Committee 200.00 

C-56  Expenses — President's   Communication   Program 400.00 

C-58  Expenses — Peer    Review    Committee.- 200.00 

C-59  Expenses — Health  Care  Delivery  Committee 1.000.00 

Total    Intra-Functional    Activity    Budget $   33,150.00 

Extra-Functional   Activity   Budget: 

D-l     Expenses— Delegates  to  AMA $     8,875.00 

D-2     Expenses — Conference    Dues    200.00 

D-3     Expenses — Woman's  Auxiliary  4.000.00 

D-4     Expenses — Medical    History    Allocation. __ 16.000.00 

Total   Extra-Functional   Activity   Budget $  29.075.00 


Actual 

8,024.46 

269.70 

11,801.60 

7,317.21 

1,040.99 

14,347.48 

15,941.64 

6,517.94 

3,928.62 


$   10,521.99 
217.50 

4.474.88 
18,847.20 


Difference 

Over 
or  (Under) 

(575.54) 

(30.30) 

(98.40) 

(3,182.79) 

(959.01) 

(52.52) 

(58.36) 

(3,482.06) 

(1,071.38) 


$168,605.59       $   (24,362.41) 
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— 0— 
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— 0— 

(200.00) 

921.83 

3.83 

1,951.64 

81.64 

6,662.50 

162.50 

$  78,484.81        $       2.596.81 


3,195.16 

$    (804.84) 
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(1,470.60) 

1,241.60 

(1,258.40) 

3,374.67 

(225.33) 

392.63 

(107.37) 

457.89 

(442.11) 

436.11 

36.11 

455.17 

55.17 

— 0— 

(400.00) 

4,187.47 

(312.53) 

27.00 

(73.00) 

— 0— 

(100.00) 

140.35 

(409.65) 

1,132.63 

(567.37) 

4.00 

(296.00) 

333.20 

(66.80) 

797.94 

197.94 

445.52 

(54.48) 

152.60 

52.60 

328.58 

78.58 

— 0— 

(200.00) 

218.74 

(781.26) 

— 0— 

(250.00) 

822.31 

(777.69) 

122.42 

(77.58) 

1,327.99 

927.99 

355.80 

155.80 

400.80 

(599.20) 

$  25,379.98       $     (7,770.02) 


1.646.99 

17.50 

474.88 

2,847.20 


$   34,061.57       $       4.986.57 
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Public  Relations  Budget: 

E-3     Committee  Chairman — Out  of  State  Travel 

E-10  Educational    Distributions — Materials    

E-ll   News  and  Press  Releases 

E-12  Public    Relations    Bulletin 

E-13  State  High  School  Science  Fair  Program 

E-14  Exhibits   and   Displays 

E-15  Annual   Officers   Conference 

E-17  "Today's   Health" — Magazine   Subscriptions 

E-18  Collateral   Public  Relations 

E-19  N.  C.  Rescue  Squad  First  Aid  Trophies 

Total    Public    Relations    Budget $     7.900.00 

Annual  Sessions  (118th)  Convention   Budget: 

F-l      Program   Production  $     2.000.00 

F-2     Hotel    and    Auditorium    Expense 4.400.00 

F-3     Expenses — Publicity    Promotion    600.00 

F-4     Entertainment    1,200.00 

F-5     Orchestra   and   Floor   Entertainment 2.500.00 

F-6     Guest  Speakers  900.00 

F-8     Electric    Amplification    125.00 

F-9     Booth  Installation   and   Supplies 5,000.00 

F-10  Projection  Expense  1,300.00 

F-ll   Badges    100.00 

F-12  Transactions    Reporting    Service 2.500.00 

F-l 3   Rental — Extra  Facilities  250.00 

F-14  Exhibitors  Entertainment  750.00 

F-15   Banquet  Expense  250.00 

F-16  Police   Security    350.00 

Total  Annual  Sessions  (118th)  Convention  Budget $  22,225.00 

Miscellaneous   Budget: 

G-l      Legal    Counsel    Retainer $   10,500.00 

G-2     Reporting  (Executive  Council,  Etc.) 2.000.00 

G-3     Fifty  Year  Club   (Pins.   Etc.) 150.00 

G-4     Contingency   and   Emergency 4.821.00 

G-5     Employees  Retirement  System 19,300.00 

G-6     Advalorem  Taxes  960.00 

G-7     Association  of  Professions  Loan 200.00 

G-9     Association  of  American  Medical  Colleges 250.00 

G-10  Expense  of  Commissioners 1,500.00 

G-ll   Expenses   of   Executive   Committee 300.00 

G-12  Expenses  of  Officers  to  National   Meetings 3,000.00 

G-l 3  Travel  and  Maintenance,  Expense  of  Essential  Staff — 

Out  of  State  Sessions 1,000.00 

G-14  Sales  Tax  on  Medicine  in  N.  C — 0 — 

Total    Miscellaneous   Budget $  43,981.00 


Budget 

Provisions 

Actual 

$        500.00 

$         173.50 

500.00 

222.83 

200.00 

292.64 

3,500.00 

3,765.59 

350.00 

162.60 

300.00 

660.14 

1,000.00 

1,615.73 

850.00 

800.00 

500.00 

161.15 

200.00 

174.46 

Difference 

Over 
or  (Under) 

(326.50) 

(277.17) 

92.64 

265.59 

(187.40) 
360.14 
615.73 
(50.00) 

(338.85) 
(25.54) 


Ml! 

M-12 
M-13 

Total 

DIAL  E 


$     8,028.64       $ 


128.64 


Headquarters   Facility  Budget: 
Capital  Investments: 

M-l      Application  to  Construction  and/or  Mortgage   Payments 

M-3  Mortgage  Payable  on  Greenfield  Property  @  1/5  of  $13,000.  plus 
7%  Interest  on  Unpaid  Balance  of  $7',800.00  ($2,600  plus  $546 
Interest)    

M-4     Estimated  Interest  Cost  on  Mortgage  or  Construction  Funds 

Operating   Costs: 

M-5  Utilities    

M-6  Insurance    

M-7  Taxes  

M-8  Water    

M-9  Janitorial   Services   

M-10  Grounds  Maintenance  


13,000.00 

1,400.00 

15.680.00 

700.00 
11.000.00 

800.00 


1.964.20 

4,980.76 

548.61 

697.00 

865.00 

512.26 

— 0— 

4,191.12 

1.030.95 

100.47 

2.677.41 

175.92 

785.50 

155.48 

360.00 


(35.80) 

580.76 

(51.39) 

(503.00) 

(1,635.00) 

(387.74) 

(125.00) 

(808.88) 

(269.05) 

.47 

177.41 

(74.08) 

35.50 

(94.52) 

10.00 


$   19.044.68       $     (3,180.32) 


$    10,256.45 

2,059.51 

155.19 

6.750.96 

15.227.45 

962.29 

200.00 

— 0— 

1.088.35 

59.60 

1,611.54 

1.577.55 
370.15 

$  40.319.04 


(243.55) 
59.51 
5.19 
1.929.96 
(4,072.55) 
2.29 
— 0— 
(250.00) 
(411.65) 
(240.40) 
(1,388.46) 

577.55 
370.15 


(3.661.96) 


$134,374.00       $ 


3,146.00 
32,480.00 


3.146.00 
2,326.56 


13.333.70 

1.842.00 

16.704.56 

278.16 

9.940.06 

636.63 


$(134,374.00) 


$  — 0— 

(30,153.44) 


333.70 

442.00 

1,024.56 

(421.84) 

(1,059.94) 

(163.37) 
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hXCESS  OF  INCOME  OVER  EXPENSES 

ADD:  Capital  Expenditures  From  Current  Funds.. 

JET  MARGIN  FROM  OPERATIONS 


M-ll   Building  Repairs  and  Maintenance 

M-12  Heating,   A/C   Repairs   and   Maintenance 

M-13   Miscellaneous    Expenses — New    Headquarters    Facility.. 


Budget 
Provisions 

$      1,200.00 

2,460.00 

— 0— 


Actual 

$  544.86 
1,674.26 
1,956.50 


Difference 

Over 
or  (Under) 

(655.14) 

(785.74) 
1,956.50 


Total    Headquarters    Facility    Budget $216,240.00       $  52,383.29       $(163,856.71) 


OTAL  EXPENSES  $621,427.00       $426,307.60       $(195,119.40) 


SUMMARY: 


OTAL   INCOME   

ESS:  EXPENSES: 

Executive    Budget    

Journal   Budget   

Intra-Functional   Activity    Budget 

Extra-Functional    Activity    Budget 

Public  Relations  Budget  

Annual   Sessions  (118th)  Convention   Budget.. 

Miscellaneous    Budget    

Headquarters   Facility   Budget   


$168,605.59 
78,484.81 
25,379.98 
34,061.57 
8,028.64 
19,044.68 
40,319.04 
52,383.29 


EXHIBIT  "D" 

CASH   RECEIPTS   AND   DISBURSEMENTS 

12  Months  Ended  December  31,  1972 

:ASH  ON  HAND  AND  IN  BANKS— JANUARY  1,  1972 

LDD:  CASH  RECEIPTS: 

Income   From   Operations — (Exhibit   "C") 

Decrease  in  Accounts  Receivable — National 

AM  A  Dues  Collected  

County  Dues  Collected  

MEDPAC  Dues  Collected  

Increase  in  Payroll  Taxes  Unremitted 

Loan  Proceeds  Received  From  First-Citizens  Bank  &  Trust  Company — Additional   1972. 

Advance  Payments — State  Society  Dues — 1973 

Advance   Payments — Technical    Exhibits — 1973 

Accounts    Payable — Trade — 12-31-72    Unremitted. 

Hospital  Savings   Payroll   Withholding   Unremitted 

(LESS):    Notes    Receivable — International    Developers,    Inc 

ADD:  Non-Cash  Deduction  From  Sale  of  Land 


$862,973.57 

481.01 

323,390.00 

119,902.00 

19,410.00 

654.40 

100.000.00 

125,470.00 

4,560.00 

23,163.95 

277.25 

(205,000.00) 

26,604.55 


TOTAL    CASH    RECEIPTS 


TOTAL  FUNDS  TO  ACCOUNT  FOR 


CASH  DISBURSEMENTS: 

Expenditures     From     Operations — (Exhibit     "C") 

Increase    in    Accounts    Receivable — Regular 

Disbursements — Construction    In    Progress — 1972 

Accounts   Payable — Trade — 12-31-71 — Paid    in    1972 

Accrued  Interest  Payable — 12-31-71 — Paid  in  1972.. 

Decrease  in  AMA  Escrow  Funds 

Decrease  in  Refunds  Payable 

AMA  Dues   Remittances 

County  Dues  Remittances  

MEDPAC  Dues  Remittances   

Loan  Proceeds  Disbursed  to  First-Citizens  Bank  &  Trust  Company — 1972 

Advance   Payments — State   Society   Dues — 1972    Transferred    to    Income    (Including 

Adjustment)    

Advance   Payments — Technical    Exhibits — 1972 Transferred    to    Income 


$426,307.60 

3,348.33 

41.502.31 

3,656.11 

2,336.81 

70.00 

628.00 

351,235.00 

125,776.00 

22,170.00 

350.000.00 

162,605.00 
1.140.00 


TOTAL   CASH   DISBURSEMENTS 

CASH  ON  HAND  AND  IN  BANKS— DECEMBER  31,  1972 

TOTAL  FUNDS  ACCOUNTED  FOR 


$    862,973.57 


426.307.69 

$    436,665.97 
1,975.48 

$    438,641.45 


$    352.967.48 


1,401.886.73 
$1,754,854.21 


$1,490,775.16 
264.079.05 

$1,754,854.21 
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SUPPLEMENT  TO  THE  N.  C.   MEDICAL  JOURNAL 


SCHEDULE— 1 

CASH  ON  HAND  AND  IN  BANKS  (INCLUDING  SAVINGS) 

December  31,   1972 

FIRST-CITIZENS  BANK  &  TRUST  COMPANY— RALEIGH,  N.  C: 

Checking    Account — Number    12-03-643 $  ->63 

Savings  Account — Number  0861010544  

Petty  Cash  Fund — Office 

Travel   Advance  Fund — Field   Representative 

TOTAL  CASH   $  264 


231.64 

522.41 

75.00 

250.00 


079.05 


SCHEDULE— 2 

SCHEDULE  OF  CAPITAL  ASSETS 

December  31,   1972 


Quantity                   Item                           Date  Cost 
OFFICE   FURNITURE  AND   FIXTURES: 

1  Steel  Filing  Cabinet $  71.75 

2  Gray  Steel  Filing  Cabinet 103.00 

Four  Drawer  Steel  Filing  Cabinet 78.03 

Remington  Rand  Electric  Adding  Machine  215.01 

Metal  Storage  Cabinet 78.28 

Metal  Filing  Cabinet 92.76 

Metal  File  and  Sections 68.55 

Typewriters — Large  Type  (Bulletin) 321.23 

Metal  File  and  Frames 93.07 

Portable  Lectern 29.93 

Metal  File  114.33 

Five-Drawer  Letter  File  122.78 

Five-Drawer  Files   245.56 

A.  B.  Dick  Offset  Duplicator 3,204.53 

Four-Drawer  Durable  Files 61.70 

Postage  Mailing  Machine 855.70 

Book  Case  Section  No.  813  Walnut 29.26 

letter  Size  Files  103.72 

TU-24  Star  Tube  Roll  File 40.00 

122  H  Steel  Cart  W/3  Shelves 35.76 

Four-Drawer  Letter  Size  Files 199.31 

Electric  Projection  Pointer  77.15 

Toledo   Postage   Scale   (Used) 154.50 

Three  Section  Book  Case 137.61 

Divisumma  24  Calculator 627.79 

Walnut  Dictionary  Stand 67.07 

Side    Chairs    73.05 

Premier  Ream  Cutter  259.47 

No.  1900  Addressograph 500.00 

Carrying  Case  for  Adding  Machine 18.49 

Four-Drawer  Letter  File 173.66 

Four-Drawer  No.  24-A  File  Cabinet 41.95 

Remington  Typewriter  No.  3064244 388.90 

Hand  Truck  13.59 

Section  Steel  Shelving  123.60 

Scriptor    13"   Elite   Electric  Typewriter 

No.  9709767  311.85 

No.  8  B  51  Five  Drawer  Files 401.78 

Electric  Pencil  Sharpener  34.98 

Feeder  Unit  for  Addressograph 936.53 

Scriptor  Electric  Typewriter  No.   1089421  366.17 

Five-Drawer  Files — Gray  200.98 

Storage  Cabinet  83.17 

I.  B.  M.  Equipment: 

17       Control  Panels    374.27 

Sorter  Rack  49.70 

Sets  Manual  Wire  Complements 177.31 

Twenty-Drawer  Card  File 284.96 

Control  Panel  Cabinet 71.54 

Mosler    Fire-Proof    File — Four-Drawer...  319.30 

Cory  Five-Drawer  Letter  Files 290.95 


Quantity 


Item 


Date 


Cosco  Secretarial  Chair 

Combo  Binding  Machine 

Model  L-H  Letter  Opener 

18"   Pendaflexer — Two-Drawer   

Four-Drawer  Files  

Underwood  Electric  Typewriter — 700 

TW  No.  9694676  

Projection   Pointer  

Shelving  Units   

Eight  Station  Collator — Paper  Gatherer 

3  M  Portable  Compact  Copier 

TU-DROR  Pendaflexor  File 

Electrosumma  20  Adding  Machine 

No.  6638949  

Dual  Purpose  Hand  Truck 

F  &  E  Checkwriting  Machine 

Desk — Walnut   Finish  

Remington  Electric  Typewriter 

No.  634800  

Remington  Electric  Typewriter 

No.  635838  

Four-Drawer  File  (Dr.  Styron)  

Used  Copying  Machine — A.  B.  Dick 

No.  675  

Supply   Cabinet   

Storage  Cabinet  

Metal  Letter  File  with  Lock 

Storage  Cabinet  

Royal  Typewriter  No.  4132-506 

Four-Drawer  Metal  File 

Two-Drawer  Metal  File 

Supply  Cabinet  

Metal  Storage  Cabinet  

Folder  Machine  and  A.  B.  Dick  Stand.. 

Model  DLS  Screen 

Record   Player   

Microphone  and  Stand  

Slide  Projector — With  Case 

Lectern  Mike  

Camera  &  Flash  

Metal  File  

Four-Drawer  Files  

Underwood  Scriptor  Electric 

Typewriter  No.  21-8721980  

Crestline  Deluxe  Projector  

Carri-Voice  and  Revere  Tape 

Recorder  No.  3001   312  

8  B  51  Gray  File  Cabinets 

8  B  51  Gray  File  Cabinet 

Five-Drawer  Gray  File  Cabinet 

Bell  &  Howell  Projector 

Four-Drawer  File  


Cost 

30.85 
46.95 
58.71 
43.78 
223.51 

334.75 
97.00 
66.95 

346.55 
69.95 
63.86 

184.89 

47.51 

115.88 

118.97 

424.01 

424.00 
88.60 

1.000.00 
37.00 
37.00 
61.60 
37.00 

133.31 
69.49 
18.36 
75.00 
57.29 

397.88 
32.45 

101.25 
19.40 
94.47 
56.85 
88.98 
95.79 

194.47 

337.64 
79.26 

480.00 
236.66 
100.57 
100.48 
175.00 
63.86 
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}uantity  Item  Date 

,   2  Cory  Five-Drawer  Files  $ 

1   Olympia  Electric  Typewriter 

No.  27-494032  

1  Steel  File 

2  Four-Drawer  Files  

1   Portable    Lectern    

1  Eight  Yard  Dempster  Dumpmaster 

Sanco  Corporation 3-19-71 

4  Floor  Ash  Trays — Duk-It — 

ROS    3-24-71-. 

3  Dual    Receptacle    Duk-It 3-24-71.... 

5  Duk-It  Black  Letter  Trays 3-24-71 .... 

42  No.  1605  Ash  Trays 3-24-71.... 

6  Duk-It   Waste   Baskets 3-24-71.... 

9  Duk-It  Calendars  and  Bases 3-24-71 .... 

8  No.  1607  Ash  Trays— Duk-It 3-24-71.... 

3  Duk-It  Ice  Water  Pitcher  & 

Tray   3-24-71.... 

6  No.  6023  Chairs — Serapi  Blue — 

Navaho  Fabric 3-24-71.... 

2  No.  6023  Chairs— Soot  Black— 

Navaho  Fabric 3-24-71.... 

10  No.  6055  UA  Chairs— Ebony— 

Navaho  Fabric  3-24-71.... 

22  No.  1086  Howe  Folding  Tables.. 3-24-71.... 

4  2530  Bench— DG  3-24-71. ... 

3  19-12  Pot  Cover  3-24-71.... 

1  67  BC  Sofa 3-24-71... 

2  65  BC  Chairs  3-24-71.... 

1   252  Coffee  Table 3-24-71.... 

3  19-12  Pot  Cover 3-24-71.... 

1   8623  Ash  Tray 3-24-71... 

;i50   1601-G  Stacking  Chair  3-24-71 .... 

1600-1   Dolly  3-24-71... 

309  F-2  Table  3-24-71... 


16   1601  Stacking  Chair  3-24-71. 

2  72  UBC  Chairs  3-24-71. 

4  72  US-BS  Chairs  3-24-71. 

6   1514  WRC  Desks  3-24-71. 

1    1519  WRC  Table  Desk  3-24-71. 

1    1546  WRC  Secretarial  Desk 3-24-71. 

6  541  WRC  Credenzas  3-24-71. 

1   541  WRC  Credenza  3-24-71. 

1   541  Credenza  3-24-71. 

8  72  UBC  Chairs  3-24-71. 


72  UBC  Chairs  3-24-71.... 

72  UBC  Chairs  3-24-71.... 

10N-10  Waste  Baskets  3-24-71.... 

2  W  Letter  Trays 3-24-71.... 

72  US-BS  Chairs  3-24-71.... 

1503  WRC  Desk  3-24-71 .... 

72  UBC  Chairs  3-24-71... 

1590  Table  3-24-71... 

68S-BS  Chairs  3-24-71.... 

1   8623  Ash  Tray 3-24-71.... 

1    10  N-10  M  Waste  Basket  3-24-71.... 

1   2-W  Letter  Tray  3-24-71.... 

1    19-9  Pot  Cover  3-24-71... . 

1    1503  WRC  Desk  3-24-71... 

1  541  WRC  Credenza  3-24-71.... 

2  72  UBC  Chairs  3-24-71... 

1   704  BC  Sofa  Bed  3-24-71.... 

1   65  ABC  Chair  3-24-71... 

1   2511  Table  3-24-71... 

1    10  N-10  M  Waste  Basket 3-24-71.... 

1  2-W  Letter  Tray  3-24-71... 

19   1258  DS  Chairs  3-24-71.... 

12   1255  Chairs  3-24-71  ... 

2  544  WR  Wall  Cabinets  3-24-71.... 

1    19-12  Pot  Cover  3-24-71... 


Cost 

228.66 

431.05 

88.27 
63.86 
29.67 

528.37 

96.00 
117.00 
37.50 
126.00 
66.60 
21.60 
31.20 

126.00 

497.88 

165.96 

1,940.40 

2.640.00 

940.36 

49.59 

613.87 

487.13 

242.46 

49.59 

12.67 

2,295.75 

132.25 

262.30 

238.05 

138.32 

349.37 

1,384.28 

215.47 

367.55 

1,776.66 

333.38 

409.43 

585.25 

457.09 

179.64 

193.97 

163.11 

188.74 

312.45 

141.63 

234.19 

662.40 

12.67 

24.25 

20.39 

8.82 

312.45 

285.44 

138.31 

472.52 

262.58 

159.80 

24.25 

20.39 

2,946.30 

1,509.92 

548.85 

16.53 


Quantity 


Item 


Date 


2  65  BC  Chairs  3-24-71... 

1   2562  WRBC  Table  3-24-71  . 

4  72  USBS  Chairs  3-24-71... 

1   Frigidaire   Refrigerator — Tuttle..4-15-71... 

1  Frigidaire  Range  4-15-71... 

2  Royal  Metal  30  x  75 4-30-71... 

Conference  Table   4-30-71... 

Alma  Book  Cases  4-30-71.. 

Wall  Poles  4-30-71... 

File  Units  4-30-71... 

Sliding  Door  Cabinet  4-30-71... 

Alma  Shelves  4-30-71... 

Cory  Library  Table  4-30-71... 

All  Steel  Black  Desks — 

A.  Williams  4-30-71... 

1   All  Steel  Black  Table  36  x  36.. 4-30-71... 

1  Lectern  4-30-71.. 

1  Chalkboard 4-30-71... 

1   Conference  Table — Oil 

Walnut  Finish  4-30-71... 

1  Lectern — Oil  Walnut  Finish  4-30-71... 

2  Tables— White— 163  F 4-30-71... 

2  1258  DS  Chairs— Red  Fabric. ...4-30-71... 

3  Clocks— HM  Black  Case 

Storr  Sales  4-30-71... 

Draperies — Weaver  Textile   5-28-71... 

7  Art  Metal  Bookcase  Sections — 

Storr  Sales  6-25-71... 

1   Vogel   Peterson  Costumer,   Wall 

Shelf  &  Coat  Hangers  6-25-71... 

1  Chair  and  Table— ROS  6-25-71... 

1  Toro  Lawn  Mower — Flythe  7-09-71... 

2  1-W  Letter  Trays— D.  G 7-09-71... 

72  USBS  Chairs  7-09-71... 

10-N  Waste  Basket  7-09-71. 

2562  WR/BC  TABC  7-09-71... 

Bookcase  Sections  and  one  End 

Panel  No.  2118— Storr  Sales.. 9-07-71... 
6  No.  800  Walnut  Oil  Shelves— 

E  &  B  10-21-71.  . 

4  Lockers — Gray  Finish  12-23-71... 

1  560  R  Pedestal  Desk  and  Chair 

— Storr  Sales  11-23-71... 

1  Twenty-Drawer  Card  File — 

Clyde  Rudd  2-11-71.. 

1   Drain  Board  for  Printing  Room 

— Montgomery-Green  5-12-71... 

1  Control  Panel  Cabinet — Tab 

Products  5-12-71... 

1   Edison-Voicewriter — T.  A. 

Edison  Ind 7-19-71.. 

1   File  Cabinet— W.  B.  Bunn 11-23-71... 

1  Bates  Electric  Stapler— No.  56. .3-08-72... 

2  IBM  Selectric  II  Typewriters.... 5-15-72... 
1   IBM  Selectric  II  Typewriter 12-08-72... 

TOTAL  OFFICE  FURNITURE  AND 
FIXTURES 


REAL  ESTATE 

Land — Lane  and  Person  Streets 
Raleigh,  N.   C— (Schedule— 3) 

New  Headquarters  Facility  Building 
Raleigh,  N.   C. — (Schedule — 4) 


OTHER  ASSETS: 

Capital  Stock — State  Medical  Journal 
Advertising   Bureau,    Inc 


Cost 

436.43 

67.77 

349.35 

349.68 

246.17 

228.50 

104.22 

495.72 

31.44 

175.22 

53.35 

47.17 

195.77 

1,602.54 
66.31 
68.22 
67.06 

3,982.50 
239.99 
100.29 

1,863.78 

139.21 
6,620.21 

551.06 

80.42 
152.98 

124.58 
20.59 

201.32 
17.73 
78.06 

342.31 

63.65 

186.70 

395.30 

210.73 

72.10 

87.86 

1,548.46 

150.00 

72.28 

1.268.80 
634.40 


$      70.899.03 


227,733.90 
1,041,778.25 

200.00 


TOTAL  CAPITAL  ASSETS— TO 
EXHIBIT  "A"  


.$1,340,611.18 
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SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


SCHEDULE— 3 
SCHEDULE  OF  BUILDING  SITE  COSTS- 
PERSON  AND  LANE  STREETS,  RALEIGH 
December  31,    1972 

Land  Purchase — Person  and  Lane  Streets — 

Raleigh,  N.  C $  175,000.00 

Legal  Services  825.00 

Survey  and  Map  of  Property -0- 

Architect  Service  954.00 

Appraisal  Fees  200.00 

Photos  69.01 

Cleaning   Lot 75.00 

Lot — 217  North  Bloodworth  Street — 

Raleigh.  N.  C 14,252.50 

Lot — 222  North  Person  Street — 

Raleigh,  N.  C 36,358.39 

TOTAL  TO  SCHEDULE— 2 $      227,733.90 


SCHEDULE— 4 
NEW  HEADQUARTERS  FACILITY  BUILDING 

December  31,   1972 

Worthy  and  Company — Consulting  Services. ...$      23,234.45 
J.  A.  Edwards — Engineering 699.78 


Geotechnical  Engineering  Company — Soil 

Borings    $         1.143.5 

Miscellaneous — Maps.   Printing,   Lot 

Cleaning,  Etc 377.9 

Grading  Services,  Inc. — Demolition  of 

Buildings  5,000.0 

G.    Milton    Small — Architects 59,857.5 

Carl   A.   Mims — General   Contractor 728.678.2 

Stahl-Rider,  Inc. — Heating  and  Air 

Conditioning  12 1,225.1 

Bryant-Durham  Electrical  Contractors — 

Electrical    86,3 17.0 

Mechanical    Associates — Plumbing    21.366.8 

Froehling  &  Robertson,  Inc. — Structural 

Testing    2,763.2 

Tenant   Reimbursements   (8,885.55 

TOTAL  TO  SCHEDULE— 2 $1,041,778.2 


COMPILATION  OF  ANNUAL  REPORTS 
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REPORT  FROM  THE  WOMAN'S  AUXILIARY 
TO  THE  NORTH  CAROLINA  MEDICAL  SOCIETY 

"Participate  and   Play  Your  Part  with  Pride" 

1972-1973  has  been  a  special  year  indeed  for  several 
reasons.  The  relationship  between  the  Medical  Society 
(whose  loyal  servants  we  strive  to  be)  and  the  Auxiliary 
has  been  excellent.  The  help  we  have  receive  J  from  Head- 
quarters has  been  outstanding.  This  close  working  and 
cooperating  relationship  has  been  just  great  from  the 
beginning  with  our  "Fall  Production  Workshop"  held 
at  Headquarters  in  Raleigh  this  past  September,  and 
also  later  that  same  month  when  we  met  for  the  Com- 
mittee Conclave  at  Mid  Pines.  I  gave  an  Auxiliary  Re- 
port at  this  time  to  a  committee  headed  by  Dr.  Roscoe 
McMillan,  Chairman  of  the  Advisory  from  the  Medical 
Society  to  our  Woman's  Auxiliary  and  the  Co-chair- 
man. Dr.  Gloria  Graham.  I  was  also  grateful  to  be  in- 
vited by  the  President  of  the  N.  C.  Medical  Society,  Dr. 
John  Glasson  to  a  "Leadership  Training  Seminar,"  also 
held  at  the  Headquarters  in  Raleigh.  It  was  a  great  edu- 
cational experience.  Our  Medical  Auxiliary  also  had  its 
'Mid-Winter  Production  Conference"  at  the  same  time 
the  Medical  Society  held  their  "Conference  for  Medical 
Leadership"  in  Pinehurst  this  past  January,  1973. 

Our  main  objective  is  to  interpret  the  aims  of  the 
medical  profession  to  other  organizations  interested  in 
the  promotion  of  health  education.  We  strongly  believe 
in  preventive  medicine  through  the  education  of  health 
care  in  every  community  in  the  State  of  North  Carolina. 
We  feel  that  trying  to  do  this  is  of  great  importance  to 
our  physician  husbands  in  order  for  them  to  give  ade- 
quate and  more  time  per  patient  to  diagnose  an  illness 
and  treat  it  accordingly.  We  also  try  to  promote  friend- 
liness among  the  families  of  the  medical  profession,  and 
try  to  do  such  work  as  may  be  approved  from  time  to 
time  by  our  Advisory  Council. 

Our  theme  for  this  year  is  "Participate  And  Play  Your 
Part  With  Pride."  This  year  is  our  big  Production  year, 
because  it  is  our  50th  Golden  Anniversary.  We  hope 
and  think  we  have  involved  many  Auxiliary  members 
and  recruited  many  new  ones  to  put  this  production  on 
as  a  very  special  one  (once  in  our  lifetime).  We  would 
like  to  honor  all  those  hard  working  Auxiliary  members 
who  worked  so  diligently  before  us  and  pay  a  special 
tribute  to  Mrs.  Paul  P.  McCain,  our  beloved  Sadie  from 
Wilson,  N.  C,  who  started  us  all  going  way  back  in 
April  of  1923,  and  also  the  State  Past  Presidents  who 
followed.  We  hope  this  50th  year  will  be  the  best  per- 
formance ever  to  make  our  wonderful  State  of  North 
Carolina  stand  out  in  this  great  nation  of  ours! 

We  are  trying  to  put  a  special  stress  on  public  rela- 
tions and  communications  this  year  to  tell  our  public 
the  story  "like  it  is."  The  news  media  seems  to  want  to 
stress  the  purely  social  gatherings  of  doctors'  wives 
on  their  Woman's  Page,  even  though  at  the  same  time 
our  committees  are  working  on  safety,  blood  donor 
programs,  health  education,  mental  and  physical  health, 
and  child  care  centers  in  order  that  mothers  with 
training  in  any  health  related  field  will  be  able  to  go 
back  to  work  for  certain  hours  and  help  the  tremendous 
shortage  existing  in  health  manpower.  We  go  into 
schools  to  teach  both  guidance  counselors  and  teachers 
of  young  children  and  high  school  age  all  the  possible 
openings  for  training  in  any  phase  of  health  care.  We 
are  able  to  furnish  films  and  speakers  for  Health  Ca- 


reers Clubs  throughout  our  State.  The  young,  enthusi- 
astic President  of  N.  C.  Health  Careers  Clubs.  John 
Fraley,  Jr.,  from  Cherryville,  spoke  to  our  Auxiliary  at 
our  "Mid-winter  Production  Workshop."  It  was  indeed 
an  eyeball  to  eyeball  confrontation  to  all  the  80  Aux- 
ilians  gathered  there  to  the  obvious  factor  of  helping 
and  guiding  these  young  people  of  today  and  the  future 
of  tomorrow. 

Dr.  John  Glasson  and  the  entire  Staff  at  Headquarters 
in  Raleigh,  headed  by  the  Executive  Director,  Mr. 
William  Hilliard.  have  been  most  cooperative  and  help- 
ful in  any  way  possible.  Harmony  and  understanding 
are  obvious  between  our  husbands  and  wives  organiza- 
tions. 

Our  publication  "The  Tar  Heel  Tandem"  is  being 
published  now  for  the  second  year  from  Headquarters, 
and  wherever  I  go  I  hear  nothing  but  praise  about  this 
publication,  which  certainly  is  a  tremendous  credit  to 
the  time  and  planning  of  it,  and  to  our  editor!  We  also 
mailed  our  first  Auxiliary  Newsletter,  as  we  felt  it  would 
not  only  benefit  our  Advisory  Committee  regarding  our 
accomplishments  at  the  end  of  last  year,  but  also  the 
members  of  the  Medical  Society,  the  Auxiliary  and 
several  officers  from  other  states  as  well.  It  was  indeed 
very  well  received. 

1.  We  are  again  stressing  Membership,  trying  to  close 
the  gap  between  our  two  organizations.  We  have 
as  of  February  3.  a  membership  of  2.700.  We  feel 
we  will  have  a  growth  in  membership  both  in  the 
Auxiliary  and  AMPAC— MEDPAC  (voluntarily) 
due  to  our  central  billing.  We  are  also  in  the  process 
of  having  our  entire  membership  list  on  IBM  cards. 

2.  AMA-ERF  has  continued  to  be  our  only  philanthropic 
endeavor  sponsored  by  the  Woman's  Auxiliary  to 
the  American  Medical  Association.  The  most  often 
used  method  of  raising  money  has  been  the  sale 
of  Christmas  cards,  note  paper,  jewelry,  and  me- 
morials. The  amount  collected  as  of  February  2. 
1973.  (with  several  months  still  "to  go")  is  above 
$9,000.00.  We  are  hoping  for  an  average  of  $10.00 
per  member  donation  as  we  did  last  year.  We  are 
continuing  our  support  for  our  medical  schools  and 
State  Student  Loan  Program.  Individual  contribu- 
tions by  different  Medical  Auxiliaries  amount,  at 
this  time,  to  $1,256.50.  To  date  we  have  completed 
5  loans  to  medical  students  in  the  amount  of  $500 
each,  and  have  available  the  sum  of  $8,000.00.  which 
will  enable  us  to  process  other  loans  before  June. 
1973.  according  to  our  treasurer. 

3.  Community  Health  has  been  stressed  according  to 
the  needs  of  the  individual  communities  rather  than 
one  or  two  state-wide  projects.  Programs  continue 
on  Drug  Abuse.  Venereal  Disease,  Health  Manpower 
(Health  Careers).  Mental  Health.  Regular  Cancer 
Checkups.  Anti-smoking.  Blood  donor.  Nutrition,  the 
aging.  homebounJ,  etc.  We  have  marvelous  access 
to  Special  Package  Programs  through  the  AM  A 
office  in  Chicago,  which  other  interested  organiza- 
tions providing  health  education  in  our  communities 
are  allowed  to  use. 

4.  The  Mental  Health  Research  Endowment  Fund 
reached  it's  goal  of  $20,000.00  last  year  with  $700.00 
excess.  The  interest  from  this  fund  goes  to  the  De- 
partment of  Psychiatry  at  the  University  of  North 
Carolina  at  Chapel  Hill  as  an  unrestricted  Fund.  The 
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amount  sent  this  year  from  our  Auxiliary  Treasurer  is 
$1,953.58. 

5.  Legislation  with  enthusiasm  from  the  grassroot 
level  to  the  State  and  National  levels  was  hot  this 
past  year.  Since  then  unfortunately,  it  has  been  rather 
quiet,  and  a  2-Day  "Our  Day  in  the  Legislature"  due 
to  already  planned  commitments  by  those  specially  in- 
vited, has  recently  been  cancelled.  We  are,  however, 
pleased  to  have  many  of  our  members  invited  to  the 
reception  our  Medical  Society  is  having  at  the  Head- 
quarters on  February  22  for  the  Legislators.  It  will 
indeed  be  an  important  opportunity  for  all  of  us 
which  might  help  the  future  of  medicine  in  our  state 
and  nation. 

6.  This  report  has  to  be  handed  in  too  early  to  have 
the  final  year's  account  regarding  our  Auxiliary's 
various  totals.  As  of  September,  1972,  we  had  49 
Component  Auxiliaries  which  includes  68  counties 
divided  into  10  districts.  We  are  hoping  for  a  larger 
number  of  members-at-large  where  the  counties  are 
still  unorganized. 

7.  As  of  June  30,  1972,  our  4  Sanatoria  Bed  Endow- 
ment Fund  was  $42,000.00,  our  Mental  Health  Re- 
search Endowment  Fund  was  $20,700,  and  our  Stu- 
dent Loan  Fund  was  $2,648.67.  Notes  receivable 
from  our  Student  Loan  Fund  totals  $20,156.13  repre- 
senting 36  outstanding  loans. 

8.  The  Evaluation  Committee  has  met  and  laid  plans 
for  streamlining  our  Auxiliary  and  reported  progress 
at  the  Mid-winter  Meeting  in  Pinehurst.  These  are 
the  following  areas  being  evaluated. 

A.  Structure  Review — Constitution  and  Bylaws 

B.  Finance  and  Long-Range  Planning 

C.  Review  of  Headquarters  Office  Set-up 

D.  Review  of  Policy 

E.  Careful  Review  of  Convention 

F.  Look  Into  Possible  Leadership  Training 

9.  We  have  added  something  new  this  year — a  Speakers 
Bureau — consisting  of  the  Chairman  of  these  6 
committees:  AMA-ERF.  Legislation.  International 
Health,  Health  Education  (Nutrition),  Health  Activi- 
ties (Safety),  Health  Manpower.  In  addition  to  giving 
programs  to  Auxiliaries,  they  will  also  be  available 
for  TV  and  radio  spots  set  up  by  our  State  TV  and 
Radio  Chairman. 

We  are  very  proud  to  have  2  of  our  members  serving 
on  our  National  level.  Mrs.  Amos  Johnson  is  Constitu- 
tional Secretary  and  serving  on  the  Executive  Commit- 
tee. Serving  as  Director  of  the  Board  for  2  years,  Mrs. 
John  L.  McCain  received  the  highest  vote  at  the  Na- 
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tional  Convention  in  San  Francisco  on  the  Nominating 
Committee  last  year,  and  also  is  Southern  Regional 
Health  Education  Chairman,  in  charge  of  Mental 
Health.  We  feel  it's  indeed  an  honor  to  have  these 
former  N.  C.  State  Presidents  represent  us  so  ably! 

At  our  Fall  Production  Workshop  held  at  Headquar- 
ters in  Raleigh  on  September  19,  1972,  114  Auxiliary 
members  attended  and  49  Auxiliaries  were  represented. 
We  had  8  out  of  the  possible  10  District  Councilors 
present  (9th.  10th  had  plane  schedule  problems).  The; 
President  of  the  N.  C.  Medical  Society,  Dr.  John  Glas 
son,  spoke  to  us  at  a  buffet  luncheon — also  held  at  the 
Medical  Society  Headquarters — reminding  us  of 
of  our  purposes,  "to  work  hard  with  and  complement 
the  Medical  Society.  We  really  must  concentrate  and 
put  in  an  extra  effort  to  better  the  image  of  the  medical 
profession  and  their  families,  and  support  its  programs 
wholeheartedly."  This  has  been  seriously  stressed  by 
the  50th  Medical  Auxiliary  President.  She  has  travelled 
— playing  her  part  in  this  years'  Production — into  sev- 
eral other  states  where  invited  and  has  combined  this 
with  singing  and  TV  appearances  in  Raleigh  on 
"The  Betty  Elliot  Show,"  "The  Mildred  Alexander 
TV  Show"  twice  (taking  in  the  Eastern  Part  of  North 
Carolina  and  also  Charlotte).  The  many  worthwhile 
hours  spent  by  Auxiliary  members  in  community  efTorts 
to  promote  better  health  in  North  Carolina  have  been 
continually  emphasized.  At  the  end  of  our  Auxiliary 
year — May  23.  1973 — all  the  10  Districts  will  have 
been  visited  at  least  once  or  twice — often  combined 
with  the  County  Me Jical  Society  for  a  District  Meeting. 

This  has  been  a  fun  year  as  well  as  a  hectic,  working 
one.  Everyone  seems  to  participate  with  enthusiasm  in 
all  these  different  projects,  as  was  so  evident  at  our  last 
meeting,  the  Mid-winter  Production  Conference,  which 
was  an  "off  the  cuff"  spontaneous  discussion  by  every- 
one. This  should  be  a  healthy  climate  to  increase  and 
improve  better  communications  and  public  relations 
without  the  support  of  government  control!  "It  is  the 
concentration  on  communication  which  will  produce 
something  new  under  the  sun  rather  than  the  ancient  re- 
course to  violence  whether  in  heart,  mind  or  action." 

We,  the  Auxilians,  pledge  anew  our  energy,  coopera- 
tion and  support  to  serve  our  Medical  Society  to  the 
best  of  our  ability,  and  we  will  always  believe  in  freedom 
for  all  mankind. 

Thank  you  for  "Playing  Your  Part"  in  your  day  and 
night  hours.  We  are  proud  of  you!  It  has  indeed  been 
an  honor  and  privilege  to  serve  as  President  this  year. 
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— Mrs.  Torben  Seear  (Turid) 
President   1972-1973 
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FIRST  MEDICAL  DISTRICT 

During  the  past  year,  there  have  been  no  unusual 
events  in  the  First  Medical  District.  I  have  represented 
the  district  in  all  meetings  of  the  Executive  Council. 
Efforts  are  being  made  to  renew  the  First  District  "post- 
graduate" program  previously  sponsored  by  the  Uni- 
versity of  North  Carolina.  Several  new  physicians  have 
begun  practice  in  the  First  District  during  the  past  year 
which  is  encouraging.  Regional  committees  are  survey- 
ing facilities  and  personnel  for  health  delivery  in  this 
area  and  there  is  a  healthy  and  progressive  attitude 
toward  future  health  care  delivery. 

Edward  G.  Bond,  M.D.,  Councilor 


SECOND  MEDICAL  DISTRICT 

The  Second  District  has  been  quiet  during  the  in- 
terval since  the  last  report.  A  satisfactory  growth  in 
membership  has  been  note.1  but  our  problem  locally  is 
shortage  of  physicians,  especially  the  primary  care  type. 

Interest  in,  and  support  of  the  Medical  School  at 
ECU  remains  high  in  this  area. 

There  has  been  increased  interest  in  this  area  of  the 
functions  of  the  State  Medical  Society  and  it  is  hoped 
over  the  next  year  to  increase  membership  interest  and 
activity  in  the  State  Medical  Society  functions. 

No  problems  have  developed  in  the  Second  District 
which  require  the  attention  of  the  Executive  Council 
or  the  House  of  Delegates. 

J.   B.  Warren,   M.D..  Councilor 


THIRD  MEDICAL  DISTRICT 

There  has  been  a  great  influx  of  new  physicians  into 
the  Third  District  during  the  past  one  year  primarily 
due  to  the  development  and  progression  of  new  and  old 
medical  canters. 

Members  have  been  kept  informed  of  new  socio-eco- 
nomic developments  by  the  fine  communications  issued 
from  the  North  Carolina  Medical  Society  headquarters 
in  Raleigh.  At  the  present  time  plans  have  been  made 
to  present  programs  on  peer  review  mechanisms  regard- 
ing purpose,  plans,  and  operations  to  all  the  Third  Dis- 
trict County  Medical  Societies. 

The  Third  District  Councilor  has  attended  all  Execu- 
tive Council  meetings  and  also  has  participated  in  the 
North  Carolina  Medical  Society  and  Regional  Medical 
Program-sponsored  symposium  on  "Access  to  Medical 
Care." 

No  Third  District  meetings  as  such  have  been  held 
this  year  since  it  has  been  the  wishes  of  the  members 
to  meet  only  with  local  county  groups. 

E.  Thomas  Marshburn,  Jr.,  M.D.,  Councilor 


FOURTH   MEDICAL  DISTRICT 

The  Fourth  District  had  a  relatively  quiet  year.  One 
or  two  minor  internal  complaints  were  rapidly  handled 
without  undue  difficulties.  Nothing  of  any  significance 


or  worthy  of  comment  occurred.  I  attended  all  council 
meetings. 

Harry  H.  Weathers,  M.D.,  Councilor 


FIFTH  MEDICAL  DISTRICT 

The  Fifth  District  Medical  Society  held  its  annual 
meeting  on  October  11,  1972  at  the  Country  Club  of 
North  Carolina,  Pinehurst,  with  Dr.  Riley  Jordan,  Rae- 
ford,  presiding. 

An  informative  and  well  received  scientific  program 
was  presented  by  Dr.  Norman  Rothermich,  Columbus. 
Ohio;  Dr.  Hassan  Najafi,  Chicago,  Illinois;  and  Dr.  J. 
Paul  Ferguson,  Chapel  Hill,  N.  C. 

Dr.  Elizabeth  Dotterer,  Sanford,  was  elected  Presi- 
dent; Dr.  Michael  Pishko.  Pinehurst,  President  Elect; 
and  Dr.  E.  Wilson  Staub,  Pinehurst,  Secretary-Trea- 
surer. 

Other  than  constant  reminders  of  the  chronic  short- 
age of  physicians  in  the  District,  no  special  problems 
have  been  called  to  my  attention;  which  happy  circum- 
stance reflects  the  excellent  leadership  we  enjoy  on  the 
County  Society  level,  and  for  which  we  are  most  grate- 
ful. 

All  the  Executive  Council  and  Medical  Society  meet- 
ings have  been  attended.  The  efficiency  of  the  Head- 
quarters Staff  and  the  expertise  of  the  Society  Officers 
is  to  be  complimented. 

Albert  Stewart.  Jr.,  M.D.,  Councilor 


SIXTH  MEDICAL  DISTRICT 

There  were  no  unusual  problems  brought  to  the  atten- 
tion of  this  Councilor  and  all  meetings  of  the  Executive 
Council  were  attended  by  this  Councilor. 

John  W.  Watson,  M.D.,  Councilor 


SEVENTH  MEDICAL  DISTRICT 

The  Seventh  Medical  District  of  the  North  Carolina 
Medical  Society  encompasses  approximately  700  physi- 
cians in  North  Carolina  and  is  the  second  largest  district 
in  the  State  in  the  number  of  physicians.  The  only  dis- 
trict having  more  is  the  Sixth  District  which  contains 
two  medical  schools. 

The  Councilor  has  attended  the  fall  and  midwinter 
sessions  of  the  Executive  Council  and  presented  to  the 
Council  the  views  of  several  members  of  the  District 
on  certain  matters. 

Also,  the  Councilor  has  received  information  con- 
cerning some  irregularities  in  performance  of  several 
members  of  the  Society  practicing  in  the  District  and  has 
contacted  the  presidents  of  several  county  medical  so- 
cieties regarding  the  management  of  these  matters.  Your 
Councilor  invites  officers  of  the  county  societies  to  con- 
tact him  on  any  matters  in  which  he  can  be  of  help 
either  in  an  advisory  capacity  or  carrying  matters  to  the 
Council  for  consideration. 

No  district  medical  society  meeting  was  held  during 
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the  past  year,  as  has  been  the  custom  over  the  past  few 
years  when  attendance  dropped  to  a  level  to  make  a  dis- 
trict medical  society  unfeasible. 

As  soon  as  the  new  officers  of  the  counties  in  the 
Seventh  Medical  District  have  been  received  by  the 
Councilor  they  will  be  contacted  and  the  Councilor 
hopes  to  attend  many  of  the  county  meetings  during 
the  year  to  represent  the  North  Carolina  Medical  Society 
and  to  communicate  personally  with  the  memberships 
of  the  county  societies. 

Jesse  Caldwell,  M.D.,  Councilor 


The  Councilor  has  attended  all  meetings  of  the  Execu- 
tive Council. 

J.  H.  Cutchin,  Jr.,  M.D.,  Councilor 
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EIGHTH  MEDICAL  DISTRICT 

All  meetings  of  the  Executive  Council  have  been 
attended  by  the  Councilor  with  the  exception  of  the 
January  meeting  1973.  which  the  Vice  Councilor 
attended. 

Activities  in  the  Eighth  District  were  routine  and  no 
unusual  happenings  were  brought  to  the  attention  of 
the  Councilor. 

Thornton  R.  Cleek.  M.D.,  Councilor 


NINTH  MEDICAL  DISTRICT 

There    have    been    no    unusual    happenings    reported 
to  the  Councilor  in  the  Ninth  District  this  year. 


TENTH  MEDICAL  DISTRICT 

The  year  1972-73  has  been  free  of  crisis  events, 
and  for  this  Councilor  a  routine  responsibility  of  attend- 
ing executive  council  meetings  in  May  '72.  Sept.  '72  and 
Jan.  '73.  The  second  annual  social  get-together  of  10th 
District  doctors  and  wives  was  held  in  West  Asheville. 
Those  present  enjoyed  an  informal  discussion  with  Dr. 
Harvey  Estes  and  Dr.  Pat  Kenan  about  the  Foundation 
concept  of  medical  care.  The  1973  meeting  will  be  held 
in  Hendersonville  on  April  4th. 

The  untimely  death  of  Dr.  Bob  Crouch  was  not 
only  a  severe  loss  to  his  family  and  friends,  but  to  the 
medical  and  business  community  of  Asheville.  His  work 
as  Chairman  of  the  Asheville  City  Commissioners  will 
long  be  remembered.  He  was  a  superb  human  being. 

Tenth  District  Medical  Society  presidents  should  con- 
tact either  Dr.  George  Gilbert,  or  the  undersigned, 
if  you  wish  current  information  about  PSRO  legisla- 
tion and  its  implementation  in  North  Carolina. 

Kenneth  E.  Cosgrove,  M.D.,  Councilor 


REPORT  OF  COMMISSIONS 


ADMINISTRATION  COMMISSION 

The  Committee  on  Finance  has  prepared  the  budget 
for  1973  and  reports  that  by  the  end  of  collection  of  the 
five  years  extra  dues  in  1973  the  Society's  new  home 
will  be  paid  for  and  free  of  indebtedness.  The  Com- 
mittee on  Personnel  and  Headquarters  Operations  is  in 
close  and  frequent  contact  with  the  Headquarters  Staff 
and  will  take  over  the  supervision  of  staff  salaries,  a 
duty  heretofore  handled  by  the  Committee  on  Finance. 
The  Committee  on  Professional  Insurance  has  held  its 
regular  quarterly  conference  with  the  St.  Pauls  Com- 
panies and  has  recommended  concurrence  in  a  rate 
increase  requested  by  the  company,  the  need  for  which 
was  statistically  well  supported  by  the  data  studied.  The 
Retirement  Saving  Plan  Committee  reports  a  gain  of 
15.89  per  cent  on  its  investment  for  the  year  1972. 


have  participated  in  the  activities  of  this  Commission 
during  the  past  year. 

Roy  S.  Bigham.  Jr..  M.D..  Chairman 
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ADVISORY  AND  STUDY  COMMISSION 

The  several  committees  under  the  Advisory  and  Study 
Commission  have  met  during  the  year  and  have  con- 
tinued the   activities  noted  in  their  individual   reports. 

Especially  noteworthy  in  the  culmination  of  many 
years  of  work  with  the  publication  of  the  History  of 
Medicine  in  Nortli  Carolina.  Much  credit  must  go  to 
Dr.  Roscoe  McMillan  and  his  colleagues  and  to  the 
Committee  on  Archives  of  History. 

Dr.  Oscar  Sapp  fuis  been  very  active  with  the  Com- 
mittee Advisory  to  Student  AMA  Chapters  in  'North 
Carolina  and  the  great  increase  in  student  membership 
in  the  Society  is  a  monument  to  his  work. 

I  would  like  to  express  my  appreciation  to  the  indi- 
vidual chairman  and  to  the  committee  members  who 


ANNUAL  CONVENTION  COMMISSION 

In  response  to  a  recommendation  of  the  Council  on 
Review  and  Development,  and  the  consequent  mandate 
of  the  Executive  Council,  to  hold  a  joint  meeting  of  the 
committees  under  the  ANNUAL  CONVENTION 
COMMISSION  (COMMISSION  III),  I,  as  Chairman  of 
the  Annual  Convention  Commission  have  taken  the  fol- 
lowing actions: 

1.  Questionnaire  letter  on  October  6.  1972,  concern- 
ing the  format  of  the  Annual  Meeting  to: 

a.  Officials  of  the  North  Carolina  Medical  Society 

b.  Members  of  each  committee  under  the  Annual 
Convention  Commission 

c.  Past  Presidents  of  the  North  Carolina  Medical 
Society 

d.  Executive  Staff  of  the  North  Carolina  Medical 
Society 

2.  A  second  questionnaire  letter  to  the  same  people  on 
November  9,  1972. 

3.  Tabulated  results  of  all  answers  for  consideration 
at  the  "Joint  Meeting." 

4.  Called  the  Joint  Meeting  of  all  people  named  in 
1  (a)  at  the  Headquarters  Office  on  January  7, 
1973. 

Of  the  approximately  seventy  people  concerned, 
thirty-three  (33)  attended  the  Joint  Meeting  on  Janu- 
ary 7  —  a  cold,  snowy  Sunday.  For  five  hours,  this 
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;roup  participated  in  a  lively  discussion  of  the  following 
liuestions: 

1.  Continuing  Education 

2.  The  financing  of  such  a  program 

3.  Increased  attendance  at  Annual  Meetings 

4.  Increased  attendance  and  interest  in  the  General 
Sessions 

5.  The  Memorial  Service 

6.  The  Conjoint  Session 

7.  Dates  of  the  Annual  Meeting 

8.  Site  of  the  Annual  Meeting 

'    A  summary  of  the  observations  and  recommendations 
s  as  follows: 

V.  Continuing  Education: 

There  is  a  need  for  a  program  of  continuing  educa- 
tion with  incorporation  in  the  program  of  the  Gen- 
eral Sessions  for  the  following  reasons: 

1.  The  updating  of  the  "grass  roots  physician" 

2.  PSRO  requirements  for  re-certification 

3.  The  responsibility  of  the  North  Carolina  Medical 
Society  to  provide  the  necessary  postgraduate  con- 
tinuing education  pre-requisite  for  re-certification 

Recommendation: 

The  Annual  Convention  Commission  recommends 
that  Continuing  Education  be  compulsory.  We  fur- 
ther recommend  that  the  matter  be  referred  to  the 
Committee  on  Medical  Education,  for  incorporation 
in  the  program  of  the  General  Session  of  the  Annual 
Meeting  and  that  the  Committee  on  Medical  Edu- 
cation define  the  details,  requirements  and  manner 
in  which  it  can  be  obtained  as  well  as  alternative 
solutions  for  members  who  find  it  impossible  to  at- 
tend the  Annual  Meeting. 

Method  Considered: 

The  Continuing  Education  Program  would  be 
planned  by  the  cooperative  efforts  of  the  three  4- 
year  medical  school  faculties  in  North  Carolina,  in 
cooperation  with  the  Regional  Medical  Program. 

Financing: 

The  Continuing  Education  Program  would  be  sup- 
ported by  a  registration  fee  for  the  ANNUAL 
MEETING. 

Conjoint  Session: 

It  is  desirable  to  continue  a  Conjoint  Session  of  the 
State  Board  of  Health  with  a  General  Session  of 
the  North  Carolina  Medical  Society  for  the  following 
reasons: 

1.  It  is  required  by  the  General  Statutes  of  the  State 
of  North  Carolina. 

2.  The  Conjoint  Meeting  allows  the  North  Carolina 
Medical  Society  to  have  a  strong  voice  in  the  ap- 
pointment of  the  members  of  the  State  Board  of 
Health. 

3.  The  State  Board  of  Health  and  the  North  Caro- 
lina Medical  Society  have  enjoyed  an  unusual 
state  of  cooperation. 

Recommendation: 

1.  The  Annual  Convention  Commission  recom- 
mends that  we  discourage  any  legislation  which 
would  delete  the  Conjoint  Session. 


2.  It  further  recommends  that  the  Conjoint  Session 
be  held  in  a  different  time  slot  during  a  General 
Session. 

C.  Memorial  Service: 

Recommendation: 

The  Annual  Convention  Commission  recommends 
that  the  Memorial  Service  be  held  at  the  beginning 
of  the  FIRST  GENERAL  SESSION  and  that  it  be 
extraordinarily  brief.  It  should  consist  of  a  printed 
list  of  the  deceased  members,  a  reading  of  their 
names,  and  a  moment  of  silence. 

D.  General  Sessions: 
Recommendations: 

1.  A  program  of  continuing  Education  shall  be  the 
major  portion  of  the  General  Session. 

2.  A  portion  of  the  General  Session  shall  be  devoted 
to  socio-economic  aspects  of  the  practice  of  medi- 
cine. 

3.  The  last  10  minutes  of  the  First  and  Second  Gen- 
eral Session  shall  consist  of  the  awarding  of  one- 
fourth  (  1/4)  of  the  door  prizes  (at  each  of  the 
two  sessions).  These  prizes  will  be  contingent 
ONLY  on  attendance  at  each  General  Session  and 
tickets  shall  be  given  ONLY  to  members  who  at- 
tend each  Session. 

4.  One-half  of  the  door  prizes  shall  be  awarded  at 
the  THIRD  GENERAL  SESSION  —  including 
the  Grand  prize.  These  prizes  shall  be  contingent 
on  attendance  at  the  THIRD  GENERAL  SES- 
SION and  the  PUNCHED  TICKETS,  showing 
each  member's  attendance  in  the  Technical  Ex- 
hibit Area,  as  practiced  in  the  past  years. 

E.  House  of  Delegates: 

Recognizing  the  fact  that  the  House  of  Delegates  is 
an  autonomous  body,  the  Annual  Convention  Com- 
mission offers  no  recommendations.  Considerable 
discussion  was  had  at  the  Joint  Meeting  and  the 
modus  operandi  of  the  HOUSE  OF  DELEGATES 
was  left  in  the  capable  hands  of  our  Speaker  of  the 
House  and  Vice-Speaker  of  the  House — both  of 
whom  attended  and  participated  in  the  Joint  Meet- 
ing. 

F.  Site  of  the  Annual  Meeting: 
Recommendation: 

The  Annual  Convention  Commission   recommends 
that  an  annual  investigation  and  report  be  made  by 
the  Executive  Headquarters  Staff  as  to  a  site  more 
appropriate  (than  Pinehurst)  for  the  Annual  Meet- 
ing. 
In  conclusion.  I  would  like  to  state  that  this  report 
is  the  culmination   of  three  months'  work  and  that  it 
also  constitutes  the  annual  report  of  the  Chairman  of  the 
Annual  Convention  Commission. 

Josephine  E.  Newell.  M.D..  Chairman 
ANNUAL  CONVENTION  COMMISSION 


PROFESSIONAL  SERVICE  COMMISSION 

Most  of  the  committees  of  the  Professional  Service 
Commission  met  at  the  Mid  Pines  Conclave  in  Septem- 
ber 1972.  and  the  individual  detailed  reports  are  re- 
corded in  the  Compilation  of  Annual  Reports.  The  In- 
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surance  Industry  Committee  formulated  guidelines  for 
adjudication  of  Pacemaker  claims,  approved  a  statement 
of  understanding  between  patient  and  physician,  and 
considered  a  statement  from  the  Blue  Shield  Medicare 
B  carrier  of  Florida,  regarding  additional  information  on 
E.O.B.  forms,  stating  that  such  payments  did  not  neces- 
sarily cover  the  physician's  entire  fee.  The  Insurance 
Industry  Committee  has  continued  its  periodic  meetings 
for  adjudication  of  claims,  in  an  excellent  fashion.  The 
Advisory  Committee  to  the  Crippled  Children's  Program 
met  and  the  matter  of  orthopaedic  clinics  was  discussed, 
relative  to  the  times  of  meeting,  the  frequency  of  visits 
and  the  eligibility  of  patients  to  be  seen,  and  the  question 
will  be  referred  to  the  N.  C.  Orthopaedic  Association 
for  an  opinion  on  the  matter.  The  Committee  to  work 
with  the  N.  C.  Industrial  Commission  adopted  a  resolu- 
tion adopting  the  UCR  concept  in  arriving  at  payments 
for  claims.  The  Committee  on  Hospital  and  Public  Re- 
lations approved  in  principle  the  request  of  the  N.  C. 
Society  of  Internal  Medicine  to  study  methods  of  im- 
proving medical  records,  and  recommended  that  the 
N.  C.  Medical  Society  and  the  N.  C.  Hospital  Associa- 
tion should,  in  consultation,  form  a  committee  to  study 
and  demonstrate  solutions  to  this  problem.  The  Blue 
Shield  Committee  met  and  decided  to  continue  its  six 
member  Claims  Review  Subcommittee,  accepted  a  letter 
from  N.  C.  Blue  Cross  and  Blue  Shield  stating  that  the 
Corporation  would  not  use  such  phrases  as  "hold  harm- 
less" or  "paid  in  full,"  approved  a  recommendation 
from  the  N.  C.  Anesthesiology  Society  to  base  anesthesia 
allowances  on  the  American  Society  of  Anesthesia  Rela- 
tive Value  Guide,  and  adopted  a  unit  value  for  profes- 
sional supervision  of  routine  hemodialysis.  The  Blue 
Shield  Committee  and  its  Claim  Review  Subcommittee 
have  continued  their  excellent  work  in  bimonthly  meet- 
ings. The  Committee  on  Physical  and  Vocational  Re- 
habilitation nominated  Dr.  Stanley  S.  Atkins,  of  Ashe- 
ville,  to  be  recommended  to  the  Governor's  Committee 
on  Employment  of  the  Handicapped  as  Physician  of  the 
year.  The  Chainpus  Committee  and  the  committee  on 
Third  Party  Payors  did  not  meet.  The  excellent  coopera- 
tion of  all  committees  has  been  greatly  appreciated. 
W.  Howard  Wilson,  M.D.,  Chairman 


PUBLIC  RELATIONS  COMMISSION 

All  the  committees  of  the  PUBLIC  RELATIONS 
COMMISSION  met  in  Southern  Pines  during  the  Com- 
mittee Conclave  in  September.  1972.  Several  of  the  com- 
mittees have  met  since  then.  With  few  exceptions  each 
of  the  committee  meetings  were  well  attended  and  pro- 
ductive, as  indicated  by  the  reports  of  the  committee 
chairman  listed  separately.  Some  of  the  reports  from  the 
committees  presented  to  the  Executive  Council  are  out- 
lined below: 


Medical-Legal    Committee: 

Chairman 


Julius    A.    Howell.    M.D. 


Copies  of  the  Medical-Legal  Code  of  North  Caro- 
lina were  distributed  to  the  membership. 
A  combined  meeting  of  the  Medical-Legal  Com- 
mittee with  representatives  of  the  North  Carolina 
Bar  Association  is  planned  for  April  28,  1973.  in 
Pinehurst  to  consider  mutual  concerns  and  make 
recommendations. 


Eye  Care  and  Eye  Bank  Committee:  Paul  McB.  Aber- 
nethy.  M.D..  Chairman 

1.  Endosed  a  statement  and  guidelines  by  the  ad  hoc 
committee  on  Eye  and  Learning  Disability. 

2.  Recommended  comparison  equivalency  charges  for 
professional  services  for  eye  examinations  being 
provided  by  non-medical  eye  examiners. 

Committee   Liaison   to  North  Carolina   Pharmaceutical 
Association:  Charles  W.  Byrd.  M.D.,  Chairman 

1.  Recommended  that  pharmacists  install  and  utilize 
patient  profile  medication  record  cards. 

2.  Recommended  that  separate  prescriptions  be  writ- 
ten for  each  medication  prescribed 

3.  Opposed  plan  by  the  Board  of  Narcotic  and  Dan- 
gerous Drugs  to  limit  sale  of  currently  exempt 
preparations  containing  morphine,  codeine,  dehy- 
drocodeine,  and  ethylmorphine  for  cough  syrups. 

4.  Recommended  further  review  of  the  proposal  by 
the  North  Carolina  Legislative  Research  Commis- 
sion for  dispensing  of  medication  by  the  nurse 
practitioner. 

5.  Assisted  in  coordinating  the  new  Medicaid  drug 
utilization  program  in  North  Carolina  with  the 
members  of  the  Medical  Society. 

Committee  on  Public  Relations:  John  L.  McCain.  M.D., 
Chairman 

1 .  Conducted  a  Conference  on  Access  to  Health  Care 
and  prepared  descriptive  brochure  with  recommen- 
dations to  meet  the  problems  of  access. 

2.  Conducted  an  AMA  Medical  Leadership  Seminar 
(Ed  Bond.  M.D.,  Program  Coordinator). 

3.  Sponsored  a  Conference  for  Medical  Leadership 
on  the  topic  of  Access  to  Health  Care. 

4.  Initiated  a  proposed  policy  statement  on  anatomi- 
cal donations. 

Committee  on  Disaster  and  Community  Medical  Care: 

George  A.  Watson,  M.D.,  Chairman 

1.  Planned,  coordinated  and  recommended  a  com- 
prehensive emergency  program  for  North  Carolina 
including  a  two-way  radio  communication  plan  in 
cooperation  with  the  health  related  agencies  in 
North  Carolina. 

2.  Endorsed  formation  of  an  office  of  disaster  emer- 
gency medical  care  as  a  part  of  the  Department  of 
Human  Resources. 

Committee    on    Legislation:    H.    David    Bruton,    M.D., 
Chairman 

1.  Reviewed  pertinent  state  and  national  legislation 
and  made  recommendations  to  the  Executive 
Council. 

2.  Conducted  a  highly  successful  Reception  for  legis- 
lators in  the  Headquarters  Building  in  February 
1973. 

Committee  on   Association  of  Professions:   George  G. 
Gilbert,  M.D..  Chairman. 

Recommended  increased  physician  membership  in  the 
Association  of  Professions. 
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Jones.  M.D.,  Chairman 


Committee:    J.     Kempton 


)rlo 


.:: 


ireci 


pntn 

1  I:' 


'IMlil 


1.  Recommended    education    programs    on    venereal 


COMPILATION  OF  ANNUAL  REPORTS 


23 


diseases  in  junior  and  senior  high  schools 

2.  Recommended  that  county  medical  societies  assist 
the  educational  efforts  about  the  venereal  disease 
problem. 

3.  Urged  physicians  to  assist  in  expansion  of  VD  pro- 
grams of  the  public  health  department 

4.  Recommended  that  the  medical  schools  provide 
for  increased  community  involvement  by  requiring 
that  all  medical  students  spend  at  least  four  (4) 
weeks  of  their  medical  education  in  a  community 
practice  setting. 

5.  Recommended  that  community  practicing  physi- 
cians be  included  on  the  Admission  Committees 
and  Board  of  the  Medical  schools. 

For  detailed  accounts  of  committee  deliberations, 
please  refer  to  the  respective  committee  reports. 

I  would  like  to  commend  the  committee  chairmen  and 
the  headquarters  staff  for  the  excellent  service  performed 
and  the  leadership  given  and  accomplishments  achieved 
in  the  Public  Relations  Commission. 

John  L.  McCain.  M.D..  Commissioner 


PUBLIC  SERVICE  COMMISSION 

All  the  committees  of  the  PUBLIC  SERVICE  COM- 
MISSION have  been  active  this  year.  At  the  Conclave 
of  Committees  in  September.  1972,  each  committee  met 
except  the  Committee  on  Medical  Aspects  of  Sports 
which  met  in  July  and  again  in  October.  The  meetings 
were  well  attended  and  members  of  the  committees  par- 
ticipated well  in  the  discussions.  Some  of  the  reports 
from  the  committees  are  outlined  below: 

Committee  on  Medicine  and  Religion: 

Jack  Wilkerson.  M.D..  Chairman — The  two-day  Sym- 
posium on  Moral-Ethical-Legal  Issues  in  Modern 
Medicine  at  Chapel  Hill  was  successful. 

Committee  on  Marriage  Counselling  and  Family  Life 
Education: 

Eleanor  B.  Easley.  M.D.,  Chairman — outlined  past 
efforts  of  this  committee.  Throughout  the  meeting 
the  need  for  doctors  to  recognize  sexual  distress,  to 
take  adequate  sexual  history,  and  to  adequately  treat 
or  to  make  proper  referrals  was  stressed. 

Committee  on  Medical  Aspects  of  Sports: 

Frank  C.  Wilson.  Jr.,  M.D.,  Chairman — The  work  of 
this  committee  has  been  rewarded  with  singular  suc- 
cess. The  Sports  Medicine  Symposium  and  the  Gover- 
nor's Conference  on  the  Medical  Aspects  of  Sports 
were  well  attended. 

Committee  on  Occupational  Health: 

John  L.  Brockmann.  M.D.,  Chairman — reported  his 
efforts  to  establish  an  Industrial  Health  Clinic  in  the 
Greensboro-High  Point  area.  Industry  has  been  some- 
what resistant  to  accept  such  plans  until  OSHA  1971 
became  law.  Mr.  Frank  Gurley.  North  Carolina  De- 
partment of  Community  Colleges,  gave  a  report  of  the 
Safety  and  Health  Curriculum  Development  in  the 
Community  Colleges. 

Committee  on  Child  Health: 

David  T.  Tayloe.  M.D..  Chairman — This  committee 
endorses  the  elimination  of  small  pox  vaccination  as 


a  routine  procedure.  The  committee  notes  the  de- 
ficiencies of  family  health  insurance  to  cover  the  new- 
born infant  in  our  state  and  recommends  that  the 
Executive  Council  take  appropriate  action. 

Committee  on  Drug  Abuse 

William  J.  Kenneth  Rockwell,  M.D.,  Chairman — Mr. 
Roy  Epps,  representing  the  North  Carolina  Drug 
Authority,  gave  a  report  on  the  status  of  Community 
Drug  Abuse  Programs.  Dr.  Benjamin  E.  Britt  pre- 
sented the  need  of  a  central  state  back  up  program. 
The  Committee  resolved: 

That  at  least  one  major  drug  abuse  treatment  pro- 
gram be  developed  to  provide  backup  resources  to 
these  community  programs;  that  this  could  include 
short  term  in-patient  services  for  evaluation,  detoxi- 
fication, planning,  and  orientation  for  return  to  the 
community,  and  may  also  include  a  Forensic  Pro- 
gram, a  Toxicology  Laboratory.  Medical-Surgical 
Care  Programs,  A  Therapeutic  community  pro- 
gram. Methadone  maintenance,  and  services  such 
as  consultation  to  and  training  for  drug  abuse  treat- 
ment personnel  in  community  based  treatment  cen- 
ters. 

Committee  on  Mental  Health: 

Philip  G.  Nelson.  M.D..  Chairman — had  two  meetings 
this  year.  A  report  of  the  combined  committees  to  rec- 
ommend guidelines  for  provision  of  psychiatric  ser- 
vices to  Medicaid  eligible  clients  in  North  Carolina 
was  received.  Resolution  was  made  that  the  committee 
recommend  to  the  Executive  Council  the  adoption  of 
the  joint  committee  guidelines  for  Medicaid  and  take 
steps  to  implement  these  guidelines. 

Committee  on  Chronic  Illness: 

Dirk  Verhoeff,  M.D.,  Chairman — Reports  were  heard 
from  representatives  of  North  Carolina  State  Board  of 
Health: 

a.  Multiphasic  Screening  program 

b.  Current  status   of  Nursing  Home   and   Extended 
Care  facilities  in  North  Carolina. 

c.  Kidney  Disease  Control  Program 

The  preventive  use  of  Isoniazid  in  tuberculosis  was 
endorsed  and  specific  indications  and  detection  of  ad- 
verse effects  were  formulated.  Of  note  is  the  recom- 
mendation that  previously  untreated  people  20  years 
of  age  and  younger  who  have  significant  tuberculin 
sensitivity  receive  Isoniazid  treatment. 

Committee  on  Maternal  Health: 

W.  Joseph  May,  M.D..  Chairman — reported  con- 
tinued activity  on  the  Task  Force  on  Maternal  and 
Infant  Care  under  Comprehensive  Health. 
The  committee  and  representatives  of  the  North  Caro- 
lina Department  of  Vital  Statistics  and  the  North 
Carolina  Medical  Records  Association  discussed  mu- 
tual problems  in  abortion  reporting. 
It  was  agreed  that  the  monthly  report  and  map  on 
perinatal  mortality  in  North  Carolina  by  the  State 
Board  of  Health  served  no  useful  purpose  and  rec- 
ommended removal  from  the  North  Carolina  Medi- 
cal Journal. 

The  Committee  on  Maternal  Health  supports  the  po- 
sition taken  in  May  1972  by  the  House  of  Delegates 
concerning  liberalization  of  Abortion  Law  G.S.  14- 
45-1  in  principal  making  abortion  a  matter  of  private 
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concern  between  a  patient  and  her  physician.  We  do 
not  approve  or  support  the  subsequent  revision  of  the 
proposal  which   includes  the  requirement  of  a  hus- 
band's signature  for  a  woman's  abortion. 
I  would  like  to  express  appreciation  to  the  chairmen 
and  committee  members  who  have  worked  in  the  ac- 
tivities of  this  commission  during  the  past  year.  The  full 
cooperation  of  the  headquarters  staff  has  contributed  to 
the  success  of  the  commission. 

Mary  Margaret  McLeod,  M.D.,  Chairman 


DEVELOPING  GOVERNMENT  HEALTH 
PROGRAMS  COMMISSION 

The  Committees  under  this  Commission  have  had  an 
active  year.  Each  met  during  the  September  Conclave 
and  some  of  them  found  it  necessary  to  have  additional 
meetings.  Generally  attendance  was  good  and  the  per- 
sonnel proved  to  be  interested,  knowledgeable  and  con- 
scientious in  their  assignments. 

The  Committees  and  their  Chairmen  currently  under 
this  Commission  are: 

1.  Comprehensive  Health  Service  Planning,  Com.  on 
— John  A.  McLeod,  Jr.,  M.D. 

2.  Medicare,  Com.  on — William  T.  Raby,  M.D. 

3.  Peer  Review,  Com.   on — M.   Frank  Sohmer,  Jr.. 
M.D. 

.4  Regional  Medical  Program,  Advisory  Group 

5.  Social    Service    Programs,    Com.    on    ( Including 
Medicaid) — James  S.  Mitchener.  M.D. 

6.  Health  Care  Delivery,  Com.  on — Patrick  Kenan, 
M.D. 

The  activities  of  each  of  these  committees  is  contained 
in  reports  submitted  by  chairmen  and  is  to  be  found  in 
the  Compilation  of  Reports. 


The  Peer  Review  Committee  merits  special  comment. 
This  committee  had  a  problem  imposed  on  it  by  Federal 
Legislation  which  required  that  each  state  have  a  Pro- 
fessional Standards  Review  Organization  (PSRO).  Our 
House  of  Delegates  and  the  Executive  Council  directed 
that  this  committee  prepare  for  the  establishment  of  a 
non-profit  Peer  Review  Foundation. 

Meeting  frequently  and  working  closely  with  our 
legal  counsel.  Mr.  John  Anderson.  Articles  of  Incorpora- 
tion were  drawn  and  presented  to  the  Executive  Council 
which  they,  in  turn,  approved.  The  purpose  for  which 
the  corporation  is  organized  is  primarily  "to  provide  a 
professional  standards  review  organization  and  a  mecha- 
nism for  reviewing  the  quantity,  quality  and  cost  of 
medical  care,  and  the  utilization  of  medical  and  hospital 
facilities,  furnished  for  and  in  connection  with  the  treat- 
ment and  care  of  persons  in  hospitals,  nursing  homes, 
and  otherwise  in  North  Carolina  which  paid  for  by  pub- 
lic funds,  as  may  be  required  by  the  laws  of  the  United 
States  or  of  North  Carolina  and  regulations  enacted 
persuant  thereto,  or  which  may  be  provided  or  paid  for 
by  other  medical  or  hospital  plans  or  programs  in  North 
Carolina  which  the  corporation  may  agree  to  review." 

The  'North  Carolina  Medical  Society  has  eight  repre- 
sentatives on  the  North  Carolina  Regional  Medical  Pro- 
grams Advisory  Group.  No  further  budgetary  allocations 
have  been  recommended  by  President  Nixon  and  at  this 
time  it  is  uncertain  that  the  program  in  any  of  the  states 
will  receive  funding.  If  not  the  program  will  be  termi- 
nated. Many  members  of  Congress  are  displeased  over 
this  prospect  and  have  indicated  they  will  resist  the  pro- 
posal to  abandon  the  Regional  Medical  Program.  Never- 
theless it  is  recommended  that  the  Medical  Society  con- 
tinue to  have  its  representation  on  the  Program  and 
that  the  Program  itself  be  continued. 

George  W.  Paschal,  Jr..  M.D..  Commissioner 


REPORTS  OF  COMMITTEES 


COMMITTEE  ON  AMA-ERF 

(Report  not  received  Apr.  2.  1973) 


COMMITTEE  ON  ANESTHESIA  STUDY 

The  Anesthesia  Study  Committee  met  at  the  Mid  Pines 
Club  on  Friday  evening.  September  29.  1972. 

Review  of  the  Medical  Examiner  System  recently  es- 
tablished showed  that  additional  operating  room  deaths, 
unreported  by  the  present  system,  were  being  picked  up 
by  this  new  system.  However,  others  were  not  picked 
up.  and  therefore,  until  the  Medical  Examiner  System  is 
fully  established,  it  was  felt  that  the  dual  system  of  in- 
vestigating deaths  should  be  used.  The  committee  ex- 
pressed the  need  to  impress  upon  hospital  administrators 
that  by  law  all  operating  room  deaths  must  be  reported 
to  the  Medical  Examiner.  The  possibility  of  publication 
in  the  "PR  Bulletin"  would  be  investigated. 

The  definition  of  "operating  room"  under  this  new  law 
as  it  concerns  the  outpatient  clinics  and  emergency 
rooms  was  investigated.  According  to  Dr.  Page  Hud- 
son, the  "operating  room"  would  be  construed  to  mean 
any   place    in    the    hospital   where    anesthesia   is    given 


and/or  surgery  is  performed.  This  would  include  an  in- 
vestigation of  any  death  that  appeared  unnatural  and  was 
related  to  a  minor  or  local  infiltration  anesthetic. 

The  anesthesia  study  questionnaires  were  revised,  and 
it  was  reported  at  the  Annual  Meeting  that  the  reply 
rate  was  somewhat  increased.  A  total  of  17  selected  cases 
were  studied  from  over  100  questionnaires  returned  with 
results  as  follows: 

Of  these  17.  4  involved  cardiac  arrests  in  the  operating 
room  with  subsequent  death  but  were  not  anesthetic 
related. 

Three  were  possibly  related  to  anesthesia.  Two  of 
these  three  had  uneventful  operative  courses  but  had 
complications  in  the  recovery  room  and  subsequently 
died.  The  other  was  very  sick  before,  during,  and  after 
anesthesia  and  succumbed  quickly. 
The  other  10  deaths  had  definite  relationship  to 
anesthesia  (1  spinal.  9  general).  Of  these  10.  9  had 
anesthetic  complications  in  the  operating  room  which 
led  to  or  most  likely  led  to  death  shortly  thereafter. 
The  other  death  was  related  to  a  complication  from 
the  anesthetic  which  indirectly  led  to  death  in  the  re- 
covery room. 
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Status 

Of  the  10  anesthetic  related  deaths: 

6   were   relatively   healthy    (PS    1    &   2),   one   an 

emergency 
3  were  in  fair  health  (PS  3 ) ,  one  an  emergency 
1   was  in  very  poor  health  (PS  4) 

Cause 

1  died  of  aspiration  pneumonia 

2  died  of  malignant  hyperpyrexia 

3  died  on  induction  or  very  shortly  thereafter  before 
surgery  could  begin 

2  died  somewhat  later  after  a  stormy  induction 
1   died  in  the  recovery  room  while  recovering  from 
succinylcholine  apnea 

Age 

20  37  43  54  77  81 

22  48  83 
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Albert  A.  Bechtoldt.  Jr..  M.D..  Chairman 


COMMITTEE  ON  ARRANGEMENTS 

The  Committee  on  Arrangements  met  in  Southern 
Pines  on  September  28,  1972,  at  which  time  the  arrange- 
ments for  the  1972  annual  meeting  were  reviewed.  Ar- 
rangements for  1973  are  approximately  the  same  as  the 
previous  year's  arrangements.  The  reduced  exhibit  space 
proved  to  be  less  of  a  problem  in  1972  than  anticipated. 

There  was  continued  discussion  of  a  different  time 
for  the  meeting,  and  a  different  place.  Because  of  the 
necessity  for  long  prior  notice,  up  to  five  years,  any 
changes  will  be  delayed  until  several  years  hence. 

E.  Harvey  Estes,  M.D..  Chairman 


COMMITTEE  ON  ASSOCIATION  OF  THE 
PROFESSIONS 

Major  attention  has  been  given  the  past  year  in  plan- 
ning legislation  action  in  1973  to  eliminate  the  Intangible 
tax  from  professional  practice  firms  and  individuals  on 
accounts  receivable.  For  two  years,  the  Association  has 
supported  efforts  of  the  Miller  Clinic  in  Charlotte  to  get 
some  change  in  this  tax. 

At  the  March  1972  Annual  Meeting,  the  members  of 
NCAP  agreed  to  take  the  initiative,  by  legislative  route, 
rather  than  follow  through  with  a  law  suit  or  attempt 
to  gain  any  Court  Appeal. 

An  attempt  was  made  to  coordinate  efforts  with  the 
Bar  Association,  but  no  definite  agreement  was  reached. 
Instead,  NCAP  leaders  have  made  their  "intent"  known 
to  legislators  across  the  state,  hoping  the  "current"  atti- 
tude of  the  General  Assembly  and  the  Governor  will 
pass  some  tax  relief  during  the  1973  General  Assembly 
— including  the  Intangible  Tax  Structure. 

MEMBERSHIP:  Recommendation  to  the  Bylaws 
Committee  to  provide  means  for  opening  up  membership 
to  other  qualified  groups  to  NCAP  and  to  attract  young- 
er members  to  leadership  positions. 

FINANCIAL  SUPPORT:  Primary  souice  of  income 
from  individual  memberships;  however,  the  continued 
support  of  "parent  organizations"  remains  essential. 
NCAP  is  moving  towards  an  "optional-support  pro- 
gram" by  state  groups  once  the  individual  membership 
dues  can  support  the  association's  activities. 


REGIONAL  AND  LOCAL  CHAPTERS:  This  pat- 
tern of  organization  encouraged  for  North  Carolina, 
following  Virginia  Association  of  Professions. 

SPECIAL  AWARDS:  Past  President  George  G.  Gil- 
bert, M.D.,  of  Asheville  received  a  CERTIFICATE  OF 
APPRECIATION  for  1971  in  recognition  of  his  leader- 
ship and  program  expansion  for  NCAP.  The  award  was 
presented  at  the  Annual  Meeting  of  the  North  Carolina 
Medical  Society  in  May  1972.  Edward  G.  Batte,  a  for- 
mer president  of  NCAP,  was  the  second  recipient  of  a 
CERTIFICATE  OF  APPRECIATION  AWARD  by 
NCAP  for  his  contributions  to  NCAP  as  well  as  assist- 
ing Hawaii  establish  a  similar  organization  in  the  sum- 
mer of  1972.  This  award  was  presented  to  Dr.  Batte  at 
the  Annual  Meeting  of  the  North  Carolina  Veterinary 
Medical  Association  in  June. 

The  Annual  Meeting  for  1972  was  held  in  Greens- 
boro, North  Carolina  March  22-23.  New  Officers  elected 
were: 

President:  John  F.  Wicker,  A. I. A..  Greensboro 

First  Vice-President:    William   B.   Gibbs,   P.E.,   Bur- 
lington 

Second  Vice-President:  A.  W.  Smith,  D.V.M.,  Farm- 
ville 

Secretary:  E.  .  Pearson,  D.D.S.,  Raleigh 

Treasurer:  William  H.  Wilson,  R.Ph..  Raleigh 

The  1973  Annual  Meeting  is  to  be  held  March  13- 
14  in  Raleigh  at  the  Velvet  Cloak  Inn. 

Guest  speakers  for  the  1972  meeting  were:  Edwin  S. 
Lanier.  Commissioner  of  Insurance  who  spoke  on  NO 
FAULT  INSURANCE — a  major  legislative  issue  for 
1973;  and  Dr.  James  S.  Ferguson,  Chancellor,  University 
of  North  Carolina  at  Greensboro.  Dr.  Ferguson  pro- 
jected higher  education  opportunities  the  next  twenty 
years  versus  twenty  years  ago.  He  cited  the  advance 
made  in  technical  training  over  the  worn  concept  of 
four  years  college  training  as  a  base  for  employment. 

1973  will  be  the  10th  year  this  group  has  worked  to- 
gether in  unison  in  the  interest  of  increased  and  im- 
proved professional  services  for  the  people  of  North 
Carolina. 

George  G.  Gilbert.  M.D.,  Chairman 


COMMITTEE  ON  POST-GRADUATE 
AUDIO-VISUAL  INSTRUCTION 

The  Committee  on  Post-Graduate  Audio-Visual  In- 
struction met  on  September  29.  1972,  at  Mid-Pines, 
Southern  Pines,  North  Carolina. 

The  program  for  the  One-Hundred  Nineteenth  An- 
nual Session  of  the  North  Carolina  Medical  Society  in 
Pinehurst.  North  Carolina.  May  19-23.  1973.  was  dis- 
cussed and  planned. 

The  final  program  for  the  1973  meeting  is  recorded 
in  the  program  for  the  Annual  Session  and  was  dis- 
tributed with  The  April  issue  of  the  "Public  Relations 
Bulletin." 

J.  C.  Grier,  Jr..  M.D.,  Chairman 


COMMITTEE  ADVISORY  TO  THE  AUXILIARY 
AND  ARCHIVES  OF  MEDICAL  SOCIETY 
HISTORY 

Advisory  to  Auxiliary 

It  is  indeed  a  great  privilege  and  pleasure  to  have 
watched  the  growth  and  development  of  the  Auxiliary 
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from  its  birth  under  the  organizing  president.  Mrs.  Sadie 
McCain,  up  to  the  50th  Anniversary  (  1973).  under  the 
presidency  of  Mrs.  Torben  Seear.I  know  Dr.  John  Wes- 
ley Long,  the  President  of  the  North  Carolina  Medical 
Society  in  1923  and  who  was  the  guiding  spirit  along 
with  Mrs.  McCain,  would  be  very  proud  of  the  1973 
State  Theme.  "Participate  and  Play  Your  Part  with 
Pride,"  on  its  anniversary  date. 

Mrs.  Seear  and  her  co-workers  have  done  excellent 
work  during  this  year,  attaining  the  same  high  standards 
set  by  their  predecessors,  as  well  as  introducing  fresh, 
new  approaches  to  the  continuing  problems  of  medicine. 
Under  her  leadership,  originality  and  creativity  have 
been  seen  in  many  areas.  The  workshops  held  at  the 
Mid-Winter  Conference  were  inspiring  and  illustrated 
the  main  emphasis  stressed  during  her  administration: 
AMA-ERF,  Legislation,  Health  Education,  and  Health 
Services;  major  progress  has  been  made  in  each. 

There  is  no  way  of  knowing  or  measuring  the  value 
of  the  Auxiliary's  assistance  to  the  North  Carolina  Medi- 
cal Society  these  past  fifty  years,  but  it  has  been  my 
privilege  to  observe  its  operation  from  the  very  begin- 
ning and  I  know  it  to  have  been  considerable.  Con- 
gratulations to  each  one  who  has  "played  her  part  so 
well."  Your  work  will  continue  to  bear  good  fruit 
throughout  the  coming  years. 

Archives  of  Medical  Society  History 

The  year  1972-1973  held  some  of  the  most  memorable 
things  for  many  of  us  in  the  North  Carolina  Medical 
Society.  The  one  thing  I  think  of  most  is  having  lived 
to  see  the  publication  of  Medicine  in  North  Carolina  an 
accomplished  fact.  From  the  beginning  to  the  end  there 
were  approximately  fourteen  years  of  much  endeavor 
on  the  part  of  many  physicians  of  North  Carolina,  who 
helped  to  inspire  the  publishing  of  the  two  volumes. 
Space  does  not  permit  me  to  enumerate  the  tasks  per- 
formed by  the  Editorial  Board  and  the  authors  of  the 
manuscripts,  but  I  can  honestly  say  these  tasks  were 
many  and  sometimes  difficult.  Many  notes  have  been 
received  expressing  appreciation  and  pleasure  from 
those  who  have  had  time  to  read  even  parts  of  the  vol- 
umes. I  feel  it  is  in  order  here  to  express  special  apprecia- 
tion to  Miss  Dorothy  Long  for  her  invaluable  service  in 
editing  the  voluminous  manuscripts. 

Medicine  In  North  Carolina  was  completed  by  the 
end  of  November  1972  and  forwarded  to  the  North 
Carolina  Medical  Society  where  the  pre-publication  or- 
ders were  mailed  on  the  5th  and  6th  of  December.  I 
was  honored  by  being  asked  to  autograph  these  sets  and 
spent  two  pleasant  days  at  the  Medical  Society  building 
getting  this  done. 

Roscoe  D.  McMillan,  M.D..  Chairman 


COMMITTEE  ON  BLUE  SHIELD 

The  Blue  Shield  Committee  held  five  regularly  sched- 
uled meetings  during  1972  and  one  called  meeting.  The 
time  and  place  of  the  scheduled  meetings  was  announced 
to  the  entire  Society  membership  well  in  advance,  and  it 
was  made  clear  that  any  member  could  present  matters 
for  Committee  consideration. 

The  additional  section  of  urology  was  made  effective 
by  action  of  the  House  of  Delegates  at  the  May  1972 
annual  meeting.  This  increased  the  membership  of  the 
Committee  from  26  to  28  members.  Doctor  A.  J.  Cop- 


pridge  and  Doctor  C.  A.  Hoffman  were  duly  appointed 
to  represent  the  section  of  urology.  The  unexpired  term 
of  Doctor  Harry  Van  Velsor  was  filled  by  Doctor  S.  W. 
Barefoot,   and   the   unexpired   term  of   Doctor  David 
Whitaker  was  filled  by  Doctor  W.  B.  Owen. 

During  the  July  meeting  the  Committee  paid  tribute 
to  the  memory  of  Doctor  Robert  P.  Crouch,  who  had 
served  as  a  member  of  the  Blue  Shield  Committee,  chair- 
man of  the  Blue  Shield  Committee,  and  was  serving  as  a 
physician  trustee  of  Blue  Cross  and  Blue  Shield  at  the 
time  of  his  death.  The  Board  was  keenly  aware  and 
appreciative  of  Doctor  Crouch's  energetic  and  enthusias- 
tic devotion  to  the  medical  profession  and  to  the  Medi- 
cal Society  and  its  endeavors. 

During  last  year's  meetings  a  variety  of  subjects  were 
discussed,  actions  taken,  and  reports  given.  Specialty 
members  acted  in  a  liaison  capacity  between  the  Com- 
mittee and  specialty  groups  to  help  resolve  problems  in- 
volving new  or  unusual  services.  Problem  areas  such  as 
establishing  benefits  for  hemodialysis,  laser  photocoagu- 
lation for  diabetic  retinopathy  and  updating  allowances 
for  anesthesia  and  dermatological  procedures  were  thus 
resolved  in  ways  which  were  satisfactory  to  the  Com- 
mittee and  the  Corporation.  Reports  were  given  by  the 
President  of  the  Society  and  Committee  members  on 
important  developments  in  health  care  and  pre-payment 
such  as  the  statutory  requirement  for  PSRO  (Profes- 
sional Standards  Review  Organization)  review  under 
new  Federal  law.  The  meetings  of  the  full  Committee 
were  characterized  by  meaningful  dialogues  between  the 
Committee  and  North  Carolina  Blue  Cross  and  Blue 
Shield  with  questions  relating  directly  to  these  discus- 
sions. 

The  growth  in  membership  of  Blue  Shield  and  of 
benefit  programs  involving  the  functions  of  the  Com- 
mittee has  greatly  expanded  the  work  of  the  Commit- 
tee. It  was  decided  to  appoint  ad  hoc  committees  as 
necessary  to  work  with  special  problems  rather  than  have 
standing  subcommittees. 

The  following  members  were  appointed  to  serve  with 
the  Chairman  on  the  Claims  Review  Subcommittee: 
Doctors  Ashe,  Johnston,  McCutcheon,  Robertson,  and 
Vatz.  Doctors  Clark,  Coppridge.  and  Pierce  have  met 
with  the  Subcommittee  several  times  as  have  other  mem- 
bers and  consultants  to  advise  on  specific  problem  areas. 
During  the  nine  meetings,  approximately  250  cases  were 
formally  adjudicated.  Issues  from  which  important  pre- 
cedents, schedule  modifications,  and  general  guidelines 
relating  to  charges  and  the  customary  medical  prac- 
tices emerged  and  were  referred  to  the  full  Committee 
for  final  approval.  Claims  were  reviewed  at  the  request 
of  the  individual  physician.  Blue  Shield  subscriber, 
or  the  Corporation  when  there  was  a  question  about  the 
type  and  amount  of  benefits  applicable  or  when  a  pro- 
cedure or  service  was  provided  for  which  benefits  had 
not  been  established.  Subcommittee  members  have  fre- 
quently consulted  Committee  consultants  and  specialists 
on  an  advisory  basis  when  specialized  knowledge  was 
needed. 

Doctor  John  Glasson  presented  a  request  to  the  Com- 
mittee to  serve  on  a  temporary  basis  as  the  Medical 
Society's  Peer  Review  Committee  for  Medicaid.  The 
Committee  agreed  to  provide  this  interim  peer  review 
for  the  Medicaid  program  for  a  limited  time  subject  to 
later  reconsideration,  with  the  review  process  modeled 
on    the    administrative    procedure    employed    for    Blue 
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Shield,  and  for  an  interim  period  until  some  other  com- 
mittee or  organization  and  procedure  is  functioning. 

Committee  members  and  consultants  have  given 
freely  of  their  time  serving  as  advisors  in  problems  re- 
lating to  their  specialty.  There  have  been  approximately 
2.000  communications  with  the  Corporation  about  medi- 
cal services  and  Blue  Shield  professional  benefits. 

North  Carolina  Blue  Cross  and  Blue  Shield  has  been 
cooperative  at  all  times  and  the  Committee  is  grateful 
for  the  active  support  of  Committee  functions  by  Mr. 
J.  A.  McMahon.  former  president;  Mr.  R.  C.  Wade, 
acting  president;  Mr.  K.  G.  Beeston.  vice  president  of 
Blue  Shield  Activities,  and  his  entire  staff. 

The  Committee  is  appreciative  of  the  interest  and  par- 
ticipation of  Doctor  John  Glasson.  president;  Doctor 
G.  G.  Gilbert,  president-elect:  Doctor  W.  Howard  Wil- 
son, commissioner;  and  Mr.  William  N.  Hilliard,  execu- 
tive director  of  the  North  Carolina  Medical  Society. 

William  R.  Hudson.  M.D.,  Chairman 


REPORT  OF  PHYSICIAN  TRUSTEES  TO 
NORTH  CAROLINA  MEDICAL  SOCIETY 

We  are  pleased  to  report  that  after  three  consecutive 
years  of  substantial  financial  losses.  NCBCBS  accom- 
plished a  respectable  gain  for  1972  which  improved  the 
reserve  position  of  the  Corporation.  This  trend  reversal 
was  accomplished  by  mid-year  nongroup  rate  adjust- 
ments approved  by  the  Insurance  Commissioner,  plus 
adjustments  for  experience  rated  groups,  improved  ad- 
ministration, and  to  some  degree,  upon  a  little  under- 
stood cycle  that  saw  the  incidence  of  hospital  admissions 
decrease  in  many  parts  of  the  country  during  1972. 

The  Corporation  continues  to  emphasize  upgrading 
of  existing  coverage,  service  to  groups,  and  new  sales. 
North  Carolina  Blue  Cross  and  Blue  Shield  now  covers 
1.638,584  people  and  provides  administrative  service 
to  an  additional  479.670  people  under  government  pro- 
grams. 

Alex  McMahon,  who  became  President  of  the  con- 
solidated Corporations  in  1968,  resigned  in  October  to 
become  President  of  the  American  Hospital  Association. 


Senior  Vice  President  Rogers  Wade. 
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and  able  administrator,  was  named  by  the  Board  as  Act- 
ing President;  thus  giving  the  Executive  Committee  of 
the  Board  the  opportunity  to  conduct  a  thorough  search 
for  a  permanent  successor. 

During  1972  the  Corporation  processed  2,057,681 
claims  and  paid  $256,343,942  in  benefits  under  all  un- 
derwritten and  administrated  programs.  Several  claims 
processing  procedures  have  been  changed  to  improve 
accuracy  and  speed  of  claims  payments.  A  good  work- 
ing relationship  with  physicians  is  essential  to  mutual 
understanding  of  each  others  problems  and  close  co- 
operation will  eliminate  many  irritation  problems.  To 
assist  in  this,  the  Professional  Relations  field  staff  was 
increased  from  five  to  six  men.  Workshops  were  held 
across  the  State,  attended  by  over  1.400  medical  as- 
sistants representing  more  than  4.200  doctors,  to  explain 
coverages  and  claims  filing  procedures  and  to  receive 
suggestions  and  answer  questions. 

Many  employees  of  the  State  have  long  held  BCBS 
coverage.  Effective  July  1,  1972.  benefits  were  standar- 
dized under  high  and  low  options  with  the  State  contri- 
buting a  part  of  the  cost.  Benefits  were  in  accordance 


with  State  specifications,  which  were  not  in  accordance 
with  standard  BCBS  coverage  nor  Corporate  recom- 
mendations, particularly  with  regard  to  non-surgical  in- 
patient professional  allowances.  The  NCBCBS  hopes 
that  this  large  group  of  State  employees  and  their  family 
dependents  will  see  fit  to  upgrade  their  policies  to  a 
more  realistic  coverage  of  health  care  expenses. 

By  decision  of  the  State  Department  of  Administra- 
tion, the  North  Carolina  Department  of  Social  Services 
assumed  responsibility  for  processing  of  Medicaid  claims 
as  of  January  1.  1973.  The  corporation  has  cooperated 
fully  to  try  to  assist  in  the  transfer  of  responsibility. 

The  Corporation  is  in  the  final  stages  of  constructing 
a  new  Blue  Cross  and  Blue  Shield  Service  Center  build- 
ing on  the  Chapel  Hill-Durham  Boulevard.  This  will 
house  staff  now  scattered  in  ten  Durham  and  Chapel 
Hill  locations.  This  long-needed  building,  financed  by 
sale  of  existing  property  and  reserve  funds,  will  contri- 
bute to  greater  efficiency  and  communication  and  im- 
prove overall  operations.  We  hope  many  doctors  will 
visit  this  new  facility  after  it  is  occupied  near  mid- 
summer. 

The  Board  was  saddened  by  the  untimely  death  of  its 
youngest  and  one  of  its  most  able  physician  members. 
Doctor  Robert  P.  Crouch.  Doctor  Crouch  had  been  a 
Trustee  since  1970  and  was  a  former  Chairman  of  the 
Blue  Shield  Committee  of  the  North  Carolina  Medical 
Society. 

The  physician  trustee  representatives  are  pleased  to  re- 
port that  they  have  had  every  opportunity  to  represent 
their  views  and  judgment  and  received  complete  co- 
operation from  other  members  of  the  Board  and  from 
management.  Physician  trustees  have  faithfully  attended 
meetings  and  served  on  Board  Committees. 

The  Board  has  been  pleased  to  have  the  excellent  at- 
tendance and  the  able  participation  of  the  ex  officio 
members.  Doctor  G.  G.  Gilbert,  the  President-Elect; 
Doctor  William  R.  Hudson,  chairman  of  the  Blue  Shield 
Committee;  and  Doctor  J.  A.  Harrell,  President-Elect  of 
the  North  Carolina  Dental  Society. 

There  are  problems  in  accessibility,  quality,  continuity, 
and  cost  of  health  care.  We  are  confident  that  Blue 
Cross  and  Blue  Shield  in  North  Carolina  working  with 
the  Providers.  Doctors  and  Hospitals,  will  continue  to 
serve  the  best  interests  of  the  people  and  the  health 
profession  in  the  days  of  change  that  lie  ahead. 

Frederick  A.  Blount.  M.D..  Roy  S.  Bigham.  M.D. 
James  E.  Davis,  M.D..  H.  Fleming  Fuller.  M.D. 

Alfred  T.  Hamilton,  M.D..  Marvin  N.  Lymberis.  M.D. 
Joseph  B.  Stevens,  M.D..  Kenneth  D.  Weeks.  M.D. 


COMMITTEE  ON  CANCER 

The  Cancer  Committee  met  September  28.  1972  with 
good  attendance  by  committee  members  and  representa- 
tives of  various  cancer  organizations. 

Dr.  Isa  Grant  reported  for  the  State  Board  of  Health 
introducing  Mr.  Jim  McCormick  who  is  the  new  pro- 
gram manager.  Dr.  J.  D.  Buckwalter  reported  for  the 
Cancer  Registry  stressing  the  need  for  complete  cancer 
programs  as  outlined  in  the  Cole  Committee  Report. 
Dr.  Grant  reported  a  continuing  increase  in  death  rate 
from  cancer  in  North  Carolina.  Skin  cancer  was  the  most 
frequently  reported  with  lung  cancer  causing  the  most 
deaths  in  men  and  breast  cancer  in  women.  Breast  and 
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uterine  cancer  deaths  in  women  about  equal  the  lung 
cancer  deaths  in  men.  It  was  reported  that  389,138 
Pap  smears  had  been  done  by  private  pathologists  last 
year  and  96.758  by  the  State  Board  of  Health.  It  is 
estimated  that  1,495.972  women  over  20  years  of  age 
had  not  received  a  Pap  smear  in  1971. 

Dr.  Grant  discussed  the  function  of  Multiphasic 
Screening  Clinics  and  the  specific  requirement  that 
nurses  do  Pap  smears.  Her  report  led  to  a  motion  as 
follows:  The  Committee  approved  and  requested  the 
approval  of  the  Executive  Council  of  the  North  Caro- 
lina Medical  Society  for  nurses  doing  Pap  smears  in 
public  health  clinics,  multiphasic  clinics  and  approve  in- 
struction and  training  of  nurses  to  do  Pap  smears  at  the 
Community  College  level.  This  was  passed. 

The  Valdese  General  Hospital  was  approved  under 
the  Diagnostic  and  Treatment  Program  of  the  State 
Board  of  Health. 

In  response  to  an  inquiry  about  the  provision  of  pal- 
liative therapy  under  the  State  Board  of  Health  Treat- 
ment Program  there  was  extensive  discussion.  Since 
1957  the  Board  of  Health  has  been  instructed  to  use 
these  limited  funds  for  patients  for  whom  there  is  a 
possibility  for  a  cure.  The  money  is  now  running  out 
before  the  end  of  the  fiscal  year.  The  Committee  ap- 
proved standing  by  the  existing  policy  of  treating  only 
curable  cancer  patients  under  the  State  Board  of  Health 
Cancer  Fund  for  patients  unable  to  finance  their  own 
treatments. 

Requests  were  heard  for  State  Board  of  Health  Funds 
for  the  treatment  of  multiple  myeloma.  Since  this  comes 
under  the  heading  of  palliation  the  Committee  stood 
firm  on  its  policy  to  not  approve  the  use  of  SBH  Funds 
for  the  treatment  of  multiple  myelomas  since  there  is  no 
known  cure. 

There  was  a  discussion  of  the  Cancer  Remedy  Act 
and  the  implications  in  the  field  of  cancer  therapy  as 
chiropractors  and  others  enter  into  the  field  of  cancer 
diagnosis  and  treatment.  A  motion  was  made  and  passed 
that  the  Committee  urge  the  North  Carolina  Medical 
Society  to  approve  the  concept  of  an  anti-quackery 
cancer  law  for  the  State  of  North  Carolina  in  conjunc- 
tion with  the  Governor's  Cancer  Commission.  The 
American  Cancer  Society  and  the  State  Board  of  Health. 

Dr.  Robert  Lindsay  reported  for  the  Regional  Medical 
Program  that  there  are  a  number  of  cancer  projects. 
Three  of  them  have  been  going  on  for  more  than  two 
years.  Each  has  an  outreach  to  community  hospitals. 
These  include  the  chemotherapy  project  at  Bowman- 
Gray,  the  Cancer  Registry  and  the  Telephone  Cancer 
Conference  with  university  centers.  Five  hospitals  were 
given  assistance  in  forming  a  comprehensive  cancer 
program. 

Dr.  D.  E.  Ward  and  Mrs.  Donald  Stone  reported  for 
the  American  Cancer  Society  including  the  appointment 
of  Dr.  Warren  Cole  as  head  of  a  special  committee  on 
special  projects  including  a  spring  symposium  for  tumor 
registry  secretaries  and  their  physician  supervisors.  As 
an  outgrowth  of  the  report  of  the  new  uterine  cancer 
screening  program  the  following  motion  was  made  and 
passed:  "This  Committee  recommends  approval  of  the 
four  year  American  Cancer  Society  Uterine  Cancer  Pro- 
gram to  be  implemented  by  the  North  Carolina  Division 
of  the  American  Cancer  Society  to  reach  all  women  over 
20  years  of  age  for  a  screening  test." 

The  Governor's  Commission  on  Cancer  reported  the 


near  availability  of  a  booklet  listing  cancer  services  in  the 
State.  This  was  prepared  primarily  for  physicians  and 
other  professions  and  will  be  distributed  to  the  Member- 
ship of  the  State  Society. 

Dr.  D.  E.  Ward  reported  the  impetus  of  the  American 
Cancer  Society.  North  Carolina  Division,  to  use  available 
beds  in  the  four  TB  Sanatoria  for  chronic  and  terminal 
cancer  patients.  A  motion  was  made  and  passed  that 
this  Committee  approve  the  empty  beds  in  the  four  TB 
Sanatoria  be  used  for  the  care  of  chronic  and  terminal 
cancer  patients. 

Dr.  Ward  reported  for  the  North  Carolina  Cancer  In- 
stitute in   Lumberton.  showed  full  occupancy  and  ex- 
cellent service  with  the  Institute  remaining  in  good  fi- 
nancial shape  at  this  time.  The  cost  is  $17.52  per  day. 
Lewis  S.  Thorp,  M.D.,  Chairman 
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(OMM1I111   ON  CHILD  HEALTH  AND 
INFECTIOUS  DISEASE 

The  Child  Health  Committee  met  at  Mid-Pines  on  Fri- 
day, September  29.  1972.  and  contracted  a  considerable 
amount  of  business. 

Dr.  John  King  of  the  State  Health  Department  re- 
ported that  his  courses  to  train  physician's  assistants  are 
continuing  and  that  more  people  are  applying  from  the 
private  sector  for  these  courses. 

This  committee  requested  that  a  bill  which  had  been 
prepared  by  The  Institute  of  Government  in  Chapel 
Hill  be  presented  to  the  upcoming  legislature  granting 
the  State  Board  of  Health  the  right  to  set  up  which  im- 
munizations and  what  standards  of  immunization  shall 
be  given  to  children  in  the  State  of  North  Carolina. 

This   committee   reiterated   its   stand   supporting   the 
American  Academy  of  Pediatrics  and  the  U.  S.  Public 
Health  for  a  stand  on  eliminating  routine  smallpox  im-  : 
munization. 

Considerable  time  and  discussion  was  directed  to- 
wards trying  to  find  some  way  to  have  legislation  passed 
to  insure  that  all  family  health  insurance  policies  con- 
tain clauses  which  will  insure  children  from  the  time  of 
birth.  This  is  the  present  policy  of  the  blue  plans  but  is 
only  included  in  a  small  number  of  the  other  policies. 
This  committee  recommended  that  a  bill  be  drawn  by  the 
Institute  of  Government  requesting  that  no  insurance  be 
sold  called  Family  Comprehensive  Health  Insurance  un- 
less it  includes  children  from  birth  on. 

Dr.  George  Brumley  reported  to  the  committee  his 
continued  efforts  to  make  available  intensive  care  nur- 
series to  all  children  in  North  Carolina  who  need  it. 

Dr.  John  Fletcher  of  the  North  Carolina  State  Board 
of  Health  gave  an  interesting  presentation  on  the  need 
to  emphasize  bicycle  safety  in   the  curriculum  of  the  - 
public  schools. 

Dr.  Ted  Scurletis  emphasized  the  need  of  the  State 
Health  Department  and  the  State  Department  of  Public 
Instructions  responsibility  to  improve  the  school  health 
program  in  the  State  of  North  Carolina.  All  efforts  in  the 
coming  year  to  encourage  an  upgrading  of  the  school 
health  program  will  be  made. 

Considerable  concern  has  been  expressed  to  the  mem- 
bers of  the  committee  by  pediatricians  throughout  the 
state  about  the  failure  to  get  the  Insurance  Committee 
of  the  State  Medical  Society  to  request  legislation  to 
include  new  boms  from  birth  in  all  insurance  policies 
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sold  in  this  state.  The  North  Carolina  Pediatric  Society 
is  very  concerned  with  this  problem  and  at  its  annual 
meeting  in  November  recommended  very  strongly  that 
such  legislation  be  enacted. 

David  T.  Tayloe,  M.D.,  Chairman 


COMMITTEE  ON  CHAMPUS 


The  CHAMPUS  program  provides  medical  benefits  to 
the  dependents  of  active  duty  servicemen,  military  re- 
tirees and  their  dependents  under  age  65,  and  the  de- 
pendents of  deceased  military  personnel  who  seek  medi- 
cal care  outside  of  military  facilities.  With  the  shortage 
of  physicians  and  efforts  to  discontinue  the  draft  of  phy- 
sicians for  military  service,  it  appears  likely  that  increas- 
ing reliance  on  medical  care  of  eligible  beneficiaries 
will  be  in  the  civilian  sector.  The  end  of  the  Viet  Nam 
war  may  result  in  some  reduction  in  the  number  of  ac- 
tive duty  personnel,  but  there  will  likely  be  an  increase 
in  the  number  of  military  retirees  and  their  dependents 
who  are  eligible  for  civilian  care. 

During  1972,  the  16th  year  that  North  Carolina  Blue 
Cross  and  Blue  Shield  has  administered  the  CHAMPUS 
program,  total  benefits  were  paid  in  the  amount  of  $9.- 
i'i  675,210  to  North  Carolina  hospitals,  doctors,  benefici- 
aries, and  other  providers  of  care.  Of  this  amount,  $2,- 
756.297  was  paid  directly  to  physicians  in  the  State  for 
20.002  claim  submissions. 

There  were  no  major  changes  in  the  program  during 
1972  with  regard  to  benefits  or  eligibility.  Blue  Cross 
and  Blue  Shield  has  made  administrative  changes  so 
that  the  Corporation  is  now  making  payments  to  physi- 
cians on  a  weekly  basis  and  has  established  family  file 
folders  to  better  coordinate  claims  from  multiple  pro- 
viders and  keep  track  of  the  deductible  requirements  un- 
der the  outpatient  benefit  provisions  of  the  program. 

Professional  allowances  are  provided  on  the  basis  of 
usual,  customary,  and  reasonable  charges,  paying  the 
lesser  of  the  physician's  usual  charge  up  to  the  maxi- 
mum allowance,  which  is  established  at  the  90th  percen- 
tile of  charges  for  similar  services  provided  by  physicians 
in  similar  practice.  This  provides  full  coverage  in  the 
great  majority  of  cases,  and  there  have  been  few  com- 
plaints as  to  the  level  of  benefit  allowances  for  the  cate- 
gory of  patients  covered  by  the  program.  So  that  regular 
Blue  Shield  charge  data  statistics  may  be  utilized  on  the 
same  basis  as  Blue  Shield's  regular  usual,  customary, 
and  reasonable  coverage,  most  adjudications  involving 
allowances  have  been  handled  by  the  Blue  Shield  Com- 
mittee rather  than  the  CHAMPUS  Committee.  How- 
ever, the  CHAMPUS  Committee  members  have  been 
freely  consulted  and  their  advice  and  counsel  accepted 
with  regard  to  any  specific  problem  areas. 

A  few  problem  areas  arose  during  the  year  with  regard 
to  some  benefit  allowances  for  obstetrical  care,  particu- 
larly in  situations  where  the  mobile  dependent  popula- 
tion received  only  partial  care  in  North  Carolina.  These 
were  resolved  satisfactorily  with  the  aid  of  the  Blue 
Cross  and  Blue  Shield  staff  and  the  cooperation  of  the 
CHAMPUS  Headquarters  Office  in  Denver. 

The  great  majority  of  physicians  participate  in  the 
CHAMPUS  program  by  accepting  assignment  and  di- 
rect payment;  however,  the  physician  has  the  prerogative 
of  billing  the  patient  direct  and  the  patient  can  recover 
reimbursement  from  Blue  Cross  and  Blue  Shield  in  the 


same  amount  as  would  have  been  paid  to  the  physician. 

Although  this  Committee  is  not  as  active  as  in  former 
years  when  there  was  a  negotiated  schedule  allowance 
and  more  problems  to  be  resolved,  we  think  it  is  impor- 
tant that  the  CHAMPUS  Committee  continue  to  take 
an  active  interest  in  the  program  to  see  that  it  operates 
on  a  high  level  of  professional  standards  and  that  North 
Carolina  physicians  are  kept  fully  informed,  and  so  that 
the  Society  would  have  proper  input  should  there  be 
future  major  changes  affecting  policy  in  conjunction 
with  any  national  health  insurance  bill  or  major  changes 
in  beneficiary  entitlement.  CHAMPUS  beneficiaries  con- 
stitute a  significant  portion  of  people  in  North  Carolina 
due  to  the  fact  that  the  state  has  several  of  the  largest 
military  bases  in  the  country.  This  is  indicated  by  the 
fact  that  since  the  program  was  started  in  1967.  nearly 
$60  million  has  been  paid  for  civilian  care. 

We  are  pleased  to  report  responsive  and  cooperative 
administration  by  North  Carolina  Blue  Cross  and  Blue 
Shield  as  fiscal  intermediary. 

James  H.  Manly,  Jr.,  M.D.,  Chairman 


COMMITTEE  ON  CHRONIC  ILLNESS 

The  Committee  met  on  September  27.  1972  at  the 
Annual  Conclave  of  Committees  in  Southern  Pines. 

Dr.  Sylvester  Vala,  Medical  Consultant  of  the  Chronic 
Disease  Section,  North  Carolina  State  Board  of  Health, 
gave  a  progress  report  on  the  Multiphasic  Screening  Pro- 
gram which  was  started  two  years  ago.  In  1971  twelve 
clinics  have  been  added,  and  in  1972  two  new  clinics 
were  established,  one  in  Rocky  Mount  and  one  in  Ashe- 
ville.  for  a  total  of  23  clinics  since  the  beginning  of  the 
program. 

The  main  objective  of  the  Multiphasic  Screening  Pro- 
gram has  been  to  motivate  the  medically  indigent  to 
seek  screening,  to  be  concerned  about  their  health,  and 
to  avoid  neglect  of  their  existing  health  problems.  A 
total  of  10.596  persons  have  been  screened.  2.691  had 
been  referred  by  local  physicians,  a  new  diagnosis  was 
established  in  1,506,  1.135  previous  diagnoses  were 
confirmed  and  only  50  cases  (0.5%  )  remained  undiag- 
nosed due  to  lack  of  communication  or  cooperation. 
The  cost  to  the  Chronic  Disease  Section  per  screening 
varied  between  $12  and  $18  for  the  extensive  diagnostic 
procedures. 

The  committee  made  the  following  recommendation 
to  the  Executive  Council: 

THE  COMMITTEE  ON  CHRONIC  ILLNESS 
GOES  ON  RECORD  AS  SUPPORTING  THE  CON- 
TINUANCE AND  EVEN  THE  ENLARGEMENT 
OF  THE  MULTIPHASIC  SCREENING  PRO- 
GRAM CONDUCTED  BY  THE  STATE  BOARD 
OF  HEALTH. 

Dr.  Roy  V.  Berry,  Chief,  Tuberculosis  Control  Sec- 
tion. North  Carolina  State  Board  of  Health,  presented 
a  brief  review  of  the  Medical  Society  Executive  Coun- 
cil's "Statement  Regarding  Preventative  Else  of  Isonia- 
zid"  which  was  issued  in  1967.  Dr.  Berry  discussed  this 
with  the  committee  and  it  was  the  committee's  feelings 
that  in  item  No.  3  of  the  Statement  the  age  of  un- 
treated children  should  be  changed  from  6  vears  to  20 
years.  The  Committee  made  the  following  recommen- 
dation: 

THE  CHRONIC  ILLNESS  COMMITTEE  AFTER 
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REVIEWING  THE  MEDICAL  SOCIETY  EXECU- 
TIVE COUNCIL'S  "STATEMENT  REGARDING 
PREVENTATIVE  USE  OF  ISONIAZID"  ISSUED 
IN  1967.  ENDORSES  THE  PREVENTATIVE  USE 
OF  ISONIAZID  IN  THOSE  SITUATIONS  WHERE 
IN  THE  OPINION  OF  THE  INDIVIDUALS  PHY- 
SICIAN. OR  ONE  OR  MORE  PHYSICIANS  EX- 
PERIENCED IN  THE  TREATMENT  OF  TUBER- 
CULOSIS. SUCH  USE  WOULD  BE  IN  THE  BEST 
INTEREST  OF  THE  HEALTH  OF  THE  INDIVI- 
DUAL, HIS  FAMILY  OR  COMMUNITY  TO  PRE- 
VENT DEVELOPMENT  OF  DISEASE  AND  FUR- 
THER SPREAD  OF  INFECTION.  THOSE  IN- 
CLUDED MAY  FALL  INTO  ONE  OF  THE  FOL- 
LOWING GROUPS: 

1.  INFANTS  AND  YOUNG  CHILDREN  WITH  A 
HISTORY  OF  HOUSEHOLD  EXPOSURE  TO 
AN  INFECTIOUS  CASE  OF  TUBERCULOSIS 

2.  RECENT     CLOSE     HOUSEHOLD     OLDER 
CHILD  AND  ADULT  CONTACTS  OF  AN  IN- 
FECTIOUS CASE  OF  TUBERCULOSIS  WHO 
HAVE  SIGNIFICANT  TUBERCULIN  HYPER- 
SENSITIVITY. 

3.  PREVIOUSLY  UNTREATED  CHILDREN  20 
YEARS  OF  AGE  AND  UNDER  WHO  HAVE 
SIGNIFICANT  TUBERCULIN  HYPERSENSI- 
TIVITY. 

4.  KNOWN  RECENT  TUBERCULIN  CONVERT- 
ERS OF  ANY  AGE  WHO  HAVE  SIGNIFI- 
CANT TUBERCULIN  HYPERSENSITIVITY. 

5.  CERTAIN  MEDICAL  SITUATIONS  INVOLV- 
ING UNCONTROLLED  DIABETES  MELLI- 
TUS,  SILICOSIS  AND  THOSE  WITH  PEPTIC 
ULCER  ABOUT  TO  UNDERGO  GASTRECTO- 
MY WHERE  THE  PATIENT  HAS  SIGNIFI- 
CANT TUBERCULIN  HYPERSENSITIVITY 
AND  FOR  THOSE  WHO  ARE  PLACED  ON 
CORTICOSTEROID  THERAPY. 

6.  CERTAIN  PREVIOUSLY  UNTREATED  OR 
INADEQUATELY  TREATED  INACTIVE  OR 
QUIESCENT  CASES  OF  TUBERCULOSIS. 

THE  COMMITTEE  RECOMMENDS  IN  EACH 
SITUATION  THAT  THE  RISK  OF  KNOWN  SIDE 
EFFECTS  OF  ISONIAZID  BE  EVALUATED 
AGAINST  THE  POSSIBLE  ADVANTAGES  TO 
THE  INDIVIDUAL  AND  COMMUNITY  BEFORE 
DECIDING  TO  INSTITUTE  THERAPY,  AND 
THAT  WHEN  ISONIAZID  IS  PRESCRIBED,  PE- 
RIODIC (MONTHLY)  INQUIRIES  BE  MADE  OF 
PATIENTS  RECEIVING  IT  IN  ORDER  TO  DE- 
TECT OCCURRENCE  OR  ANY  ADVERSE  SIDE 
EFFECTS  AS  EARLY  AS  POSSIBLE. 

Mr.  Don  Mosca,  Assistant  Chief  of  Nursing  Home 
Licensing  Section.  North  Carolina  State  Board  of  Health, 
reviewed  the  current  status  of  Nursing  Homes  and  Ex- 
tended Care  Facilities  in  North  Carolina.  Mr.  Mosca 
discussed  the  rules  and  regulations  for  the  licensing  of 
Nursing  Homes.  Intermediate  Care  Facilities.  Type  A 
and  B,  and  Boarding  Homes  for  the  Aged  and  Infirm 
in  Combination  Homes.  The  classifications  of  these  in- 
stitutions are  of  great  practical  importance  for  the  prac- 
ticing physicians  to  help  him  select  the  institution  pro- 
viding the  proper  "level  of  care"  for  the  individual  pa- 
tients. 

Mr.  Mosca  indicated  that  there  is  an  apparent  short- 
age of  Nursing  Home  beds  in  North  Carolina.  In  Sep- 


tember, 1972,  there  was  19.7  beds  per  thousand  popula- 
tion, age  65  and  over,  whereas  the  average  number  of 
Nursing  Home  beds  in  the  South  Eastern  region  is  33 
per  thousand.  Presently  there  are  8.600  beds  licensed  in 
this  state,  but  several  applications  for  construction  of 
Nursing  Home  beds  are  under  review,  totaling  approxi- 
mately 4.000  beds. 

On  July  21.  1971.  the  Certificate  of  Need  Law  was 
passed  in  this  state.  The  Rules  and  Regulations  governing 
the  granting  of  a  Certificate  of  Need  make  orderly  and 
efficient  development  of  the  Nursing  Home  Facilities 
possible.  The  State  Board  of  Health  is  the  final  decision 
making  body  which  acts  upon  the  application  for  a  Cer- 
tificate of  Need  for  individual  nursing  homes.  How- 
ever, the  area's  Health  Planning  Council  has  the  respon- 
sibility to  review  the  application  and  to  make  a  recom- 
mendation to  the  licensing  body  within  a  60  day  period. 

Mrs.  Jean  G.  Barker.  R.N.  of  the  Medical  Service 
Division,  State  Board  of  Health,  presented  a  follow-up 
report  regarding  the  Patient  Discharge/ Referral  Form 
(SBH-1  ).  currently  required  by  the  North  Carolina  State 
Board  of  Health  for  the  determination  of  the  "appropri- 
ate level  of  care"  in  long-term  care  facilities.  Although 
the  use  of  this  form  had  not  solved  all  of  the  problems 
associated  with  patient  referrals,  no  better  solution  was 
available  at  this  time. 

THE  COMMITTEE  ON  CHRONIC  ILLNESS  REC- 
OMMENDED THE  USE  OF  THE  PRESENT  PA- 
TIENT DISCHARGE/REFERRAL  FORM  FOR 
ANOTHER  YEAR  WITHOUT  CHANGE. 

Mr.  Bill  Gainey,  Program  Administrator,  North  Caro- 
lina State  Board  of  Health,  presented  a  report  on  the 
Kidney  Disease  Control  Program.  This  program  is  sup- 
ported by  a  $250,000  per  year  appropriation  by  the 
North  Carolina  General  Assembly  and  by  a  voluntary 
Renal  Disease  Fund.  The  services  offered  by  the  Kidney 
Program  include: 

1.  Financial  Assistance  for  in-center  dialysis. 

2.  Financial  Assistance  for  home  training  dialysis. 

3.  Provision  of  expendable  supplies  used  in  home 
dialysis. 

4.  SMA-12  and  SMA-6  serum  profiles  for  home  di- 
alysis patients. 

5.  Payment  of  expenses  involved  in  living-related  don- 
or evaluations,  provided  the  potential  recipient  of 
the  kidney  has  been  sponsored  for  dialysis  by  the 
program. 

6.  Payment  of  expenses  involved  in  the  procurement 
of  a  cadaveric  kidney,  provided  the  recipient  of 
that  kidney  has  been  sponsored  for  dialysis  by  the 
program. 

Guidelines  for  acceptance  into  the  North  Carolina 
State  Board  of  Health  Kidney  Program  and  forms  for 
application  to  this  program  are  available  from  the  Pro- 
gram Administrator. 

Dirk  Verhoeff.  M.D..  Chairman 


COMMITTEE  ON  COMMUNITY  MEDICAL  CARE 

The  committee  met  in  September  and  reviewed  pro- 
grams in  community  medicine  now  in  action  at  Bow- 
man-Gray. UNC.  and  Duke  Medical  Schools. 

A  report  was  also  given  by  representatives  from  the 
State  Board  of  Health  about  recommendations  for  bet- 
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:er  VD  control.  Some  members  of  our  group  had  at- 
ended  a  conference  on  this  subject  at  Quail  Roost  about 
i  month  earlier.  Suggestions  to  the  Executive  Council 
were  referred  through  Dr.  John  McCain. 

Concerns  about  physician  recruitment  for  rural  areas, 
;specially,  and  the  possibilities  for  recruiting  foreign 
trained  and  born  M.D.s  were  explored. 

During  the  winter,  the  chairman  of  this  committee 
has  served  as  a  member  of  the  Task  Force  concerned 
with  rural  health  which  was  appointed  by  the  State  Rural 
Development  Council.  A  progress  report  will  be  forth- 
coming soon. 

J.  Kempton  Jones.  M.D..  Chairman 


COMMITTEE  ON  COMPREHENSIVE  HEALTH 
SERVICES  PLANNING 

The  committee  met  during  the  Committee  Conclave 
at  the  Mid  Pines  Club  in  Southern  Pines,  North  Caro- 
lina, Wednesday,  September  27,  1972.  The  meeting 
was  attended  by  approximately  one-half  of  the  commit- 
tee members.  Dr.  John  Glasson,  President  of  the  North 
Carolina  Medical  Society,  Dr.  George  Gilbert,  Presi- 
dent-Elect  of  the  North  Carolina  Medical  Society,  and 
Mr.  Elmer  Johnson.  Representative  of  the  Governor's 
Office  were  in  attendance. 

I.  As  a  result  of  communications  among  the  com- 
mittee members  and  with  subsequent  communi- 
cation with  related  interested  parties  during  the 
past  year,  it  is  apparent  that  there  is  still  wide 
variation  in  the  degree  of  organization  of  Com- 
prehensive Health  Services  Planning  Councils 
through  the  State.  At  one  extreme  are  areas  still 
evolving  their  geographical  boundaries.  The  area 
or  boundaries,  previously  ascribed  by  the  Gov- 
ernor, were  discarded  as  of  May  7,  1972,  and 
some  of  the  geographical  areas  are,  by  choice, 
re-aligning  themselves.  In  other  areas  Planning 
Councils  are  just  in  the  process  of  forming,  de- 
vising Bylaws  and  Constitutions.  In  other  areas 
there  are  rather  active  Planning  Councils  with 
paid  Executive  Directors,  office  staffs  and  active 
Task  Force  involvements. 
II.  It  is  apparent  that  there  is  a  great  variation  in 
the  number  and  extent  of  physician  involvement 
in  most  of  the  Planning  Councils.  Many  of  the 
members  of  this  committee  of  the  State  Society 
who  represent  the  various  planning  areas  across 
the  State  are,  themselves  not  even  members  of 
their  own  area  Health  Planning  Councils. 
Also  it  is  apparent  that  there  is  not  enough 
physician  representation  on  the  Governor's 
Council  on  Comprehensive  Health  Planning  Ser- 
vices. (One  bright  note  was  the  request  from  the 
Piedmont-Triad  Regional  Comprehensive  Health 
Planning  Council  for  the  appointment  of  Dr. 
O.  Norris  Smith  to  this  Council  as  an  official  rep- 
resentative of  the  State  Medical  Society.  The 
following  two  resolutions  evolved  from  the  com- 
mittee meeting  regarding  this  problem. 

Resolved,  that  "The  Executive  Council  of  the 
North  Carolina  Medical  Society  ask  the  Gov- 
ernor to  give  more  representation  by  physi- 
cians on  the  Governor's  Council  on  Compre- 
hensive Health  Planning  Services." 
The    second    resolution    was;    Resolved,    that 


"The  Medical  Societies  and  Regional  Compre- 
hensive Health  Planning  Councils  consider  ap- 
pointing to  their  councils  and/or  Executive 
Committees,  the  physicians  representing  that 
region  to  the  Committee  on  Comprehensive 
Health  Service  Planning  of  the  State  Medical 
Society." 
Both  of  these  motions  were  carried  unanimously 
and  forwarded  to  the  Executive  Council. 

III.  One  of  the  major  activities  of  many  of  the  Com- 
prehensive Health  Planning  Agencies  (314B. 
Agencies)  throughout  the  State  was  that  of  fa- 
cility review  and  services  review  within  their  re- 
spective areas.  This  was  particularly  true  in  Char- 
lotte, Greensboro,  Winston-Salem.  Raleigh,  and 
Asheville  areas.  The  status  of  the  facilities  review 
groups  within  the  various  Planning  Councils  is 
now  "emasculated"  since  the  Supreme  Court  of 
the  State  of  North  Carolina  has  ruled  that  the 
Certificate  of  Need  Law  in  the  State  of  North 
Carolina  is  unconstitutional,  and  since  Federal 
Funding  for  facility  construction  has  become  of 
less  and  less  importance,  as  facilities  look  to  pri- 
vate financing  sources  for  their  undertakings. 
It  is  not  likely  that  institutions  through  the  State 
with  their  respective  Boards  of  Trustees  and  their 
separate  interests  will  voluntarily  bindingly  sub- 
mit themselves  to  a  Voluntary  Planning  Council 
Review  with  any  sincere  intention  of  following 
guidelines  set  forth  by  a  Facilities  Review  Com- 
mittee. It  is  feared  by  many  that  there  will  be  a 
chaotic  and  haphazard  influx  within  the  State 
of  competitive,  profit-motivated  institutions  with 
subsequent  poor  utilization  of  community  health 
dollars,  and  putting  undue  financial  and  man- 
power shortage  pressures  upon  the  voluntary — 
not  for  profit,  institutions  that  are  truly  attempt- 
ing to  serve  communities  in  an  orderly  fashion. 
Blue  Cross/  Blue  Shield  continues  to  express  in- 
terest in  activities  of  various  health  planning 
councils  and  has  been  giving  monetary  support 
to  certain  areas  on  a  per  capita  basis.  It  will  be 
of  interest  to  observe  what  role  Blue  Cross/ Blue 
Shield  along  with  HMO  and  PSRO  groups  will 
play  in  exerting  pressure  upon  the  various  in- 
stitutions to  attempt  some  compliance  with  or- 
derly Health  Planning  Councils  plans. 

IV.  It  is  apparent  that  during  the  coming  year  the 
level  of  Federal  Funding  for  Commuinty  Health 
Planning  Agencies  may  be  considerably  less  than 
that  of  the  previous  years.  With  this  decrease  in 
funding,  many  of  the  Councils  which  are  just 
now  being  founded  and  which  lack  guidelines, 
self-study,  and  staffing,  may  find  great  difficulties 
in  ever  achieving  a  proper  level  of  function. 
The  activities  of  many  of  the  on-going  314A  & 
314B  agencies  including  Comprehensive  Health 
Service  Planning  Organizations  within  areas  is 
certainly  going  to  be  curtailed  except,  perhaps, 
their  involvement  in  specific  programs  that  are 
of  interest  to  specific  groups  such  as  the  Emer- 
gency Transportation  and  Care  or  Mental  Health, 
or  Drug  Abuse  Groups,  etc. 

The  value  of  this  Committee  on  Comprehensive 
Health  Services  Planning  may  also  be  somewhat 
in  limbo  until  further  clarification  of  the  level 
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of  function  of  the  various  area  Health  Services 
Planning  Groups  is  clarified,  financially  and 
legally.  It  continues  an  excellent  forum  from 
which  to  review  the  activities  throughout  the 
State  and  a  media  for  exchange  of  ideas. 

John  A.  McLeod,  Jr.,  M.D. 


COMMITTEE  ON  CONSTITUTION  AND 
BYLAWS 

Annual  Report  to  be  presented  in  HOUSE  OF  DELE- 
GATES Sunday.  May  20.  1973.  Cardinal  Ballroom.  The 
Carolina,  Pinehurst. 

Henry  J.  Carr.  Jr..  M.D.,  Chairman 


COMMITTEE  ON  CREDENTIALS 

Certification  of  Delegates  and  report  to  the  HOUSE 
OF  DELEGATES  at  opening  session,  Sunday.  May  20, 
1973,  Cardinal  Ballroom.  The  Carolina.  Pinehurst. 

Charles  B.  Wilkerson,  Jr..  M.D..  Chairman 


ADVISORY  COMMITTEE  TO  THE 
CRIPPLED  CHILDREN'S  PROGRAM 

The  Advisory  Committee  to  the  Crippled  Children's 
Program  met  at  the  fall  conclave  of  Committee  Meet- 
ings at  Southern  Pines  on  September  27.  1972.  Our  at- 
tention was  given  to  discussing  questions  raised  by  Dr. 
Ruth  Burroughs.  The  first  dealt  with  an  onsight  visit  to 
a  hospital  seeking  approvement  for  treatment  of  open 
heart  surgery.  The  second  concerned  the  problem  of 
Orthopedic  Clinics  and  after  long  discussion  this  problem 
was  referred  to  the  N.  C.  Orthopedic  Association. 

The  Advisory  Committee  has  been  informed  of  the 
advice  given  by  the  North  Carolina  Orthopedic  Associa- 
tion which  held  its  meeting  in  October.  1972.  It  was  felt 
that  no  general  policy  affecting  each  and  every  Crippled 
Children's  Clinic  could  be  made  but  that  the  problems 
of  each  clinic  would  have  to  be  evaluated  on  a  local 
basis. 

No  other  business  has  come  before  the  Committee  this 
year. 

Robert  G.  Underdal.  M.D.,  Chairman 


COUNCIL  ON  REVIEW  AND  DEVELOPMENT 

The  Council  has  met  two  times  and  considered  in 
some  detail  the  structure  and  functions  of  committees. 
Recommendations  have  been  made  to  the  Council  for 
transmission  to  the  House  of  Delegates  regarding  sev- 
eral committees.  The  Council  has  asked  the  staff  to  con- 
tinue compiling  data  on  committees  so  that  further  rec- 
ommendations can  be  made. 

Louis  Shaffner,  M.D..  Chairman 


COMMITTEE  ON  DISASTER  AND 
EMERGENCY  MEDICAL  CARE 

During  the  past  year  there  has  been  more  interest  in 
Emergency  Medical  Services  than  at  any  time  recently. 
This  has  been  true  nationally,  but  especially  so  in  the 
State  of  North  Carolina.  The  most  significant  empha- 
sis came  from  a  Legislative  Research  Commission  di- 


rected by  Senate  Resolution  827  to  "Study  and  investi- 
gate the  occurrences  of  injuries  and  fatalities  caused  by 
accident  and  acute  illness  among  persons  in  North  Caro- 
lina and  to  formulate  a  comprehensive  emergency  care 
system  in  the  state."  The  commission  was  chaired  by 
Senator  F.  O'Neil  Jones,  and  two  physician  members 
represented  the  Medical  Society. 

Frequent  meetings  were  held  during  the  first  six 
months  of  the  year.  Specialists  in  all  facets  of  emergency 
care  were  interviewed  and  on-site  visits  were  made  to 
hospitals  in  the  area  to  acquaint  commission  members 
with  the  many  complexities  of  this  problem.  As  a  result 
of  the  study,  it  became  evident  that  there  was  a  need 
for  a  new  office  of  Emergency  Medical  Services  within 
the  Department  of  Human  Resources.  With  the  receipt 
of  funds  from  North  Carolina  Regional  Medical  Pro- 
gram and  matching  funds  from  the  State  Emergency  and 
Contingency  Fund,  it  was  possible  to  employ  an  interim 
director. 

In  the  fall  Mr.  Billy  R.  Talbert,  who  had  previously 
served  in  a  similar  capacity  for  the  State  of  Tennessee, 
was  employed  by  the  Secretary  of  Human  Resources  to 
draft  legislation.  At  the  time  of  this  report,  bills  are  being 
prepared  for  presentation  to  this  session  of  the  legisla- 
ture. 

George  A.  Watson,  M.D..  Chairman 


COMMITTEE  ON  DRUG  ABUSE 

The  Committee  on  Drug  Abuse  for  the  North  Caro- 
lina Medical  Society  had  two  regular  scheduled  meetings, 
the  first  in  Raleigh  on  May  11.  1972.  and  the  second 
in  Southern  Pines  on  September  29.  1972. 

Throughout  the  year  the  committee  has  maintained 
liaison  and  collaboration  with  treatment,  education  and 
law  enforcement  agencies  whose  activities  are  in  the  file 
of  Drug  Abuse  at  both  the  state  and  local  level.  For  ex- 
ample, the  committee  reviewed  before  publication  and 
promotion  afterwards  the  monograph  entitled  "Physi- 
cian's Reference  on  Drug  Laws  and  Emergency  Treat- 
ment" published  by  the  North  Carolina  Drug  Authority. 
Ben  Britt.  M.D..  has  been  most  active  in  maintaining 
personal  contact  with  local  drug  action  groups  and  treat- 
ment programs.  His  efforts  have  been  directed  toward 
trying  to  coordinate  treatment  and  education  programs 
on  a  statewide  basis. 

A  survey  made  by  the  American  Medical  Association 
concerning  emergency  room  treatment  facilities  and  edu- 
cation in  the  handling  of  drug  abuse  emergencies  is  on 
file  in  Headquarters  office. 

The  committee  was  asked  by  the  Council  on  Review 
and  Development  to  review  its  function.  A  copy  of  the 
response  on  this  subject  by  the  chairman  of  the  Drug 
Abuse  Committee  is  on  file  in  Headquarters  Office. 

The  Committee  has  also  maintained  liaison  with  the 
Committee  on  Drug  Abuse  of  the  North  Carolina  Neuro- 
psychiatry Association. 

W.  J.  K.  Rockwell.  M.D..  Chairman 


COMMITTEE  ON  EYE  CARE  AND  EYE  BANK 

The  Eye  Care  Committee  met  at  the  annual  Com- 
mittee Conclave  at  Mid  Pines.  Numerous  problems 
concerning  eye  care  from  the  Social  Services  Depart- 
ment were  discussed  and  satisfactory  solutions  for  abuse 
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/ere  found  after  discussion  with  Social  Services  and  the 
ptometric  profession.  Our  rapport  with  the  legislature  is 
ood — the  best  in  all  my  years  on  this  Committee. 

Paul  M.  Abernethy.  M.D..  Chairman 


COMMITTEE  ON  FINANCE 

The  Committee  on  Finance  met  in  September.  1972. 
nd  prepared  the  budget  for  1973  which  was  approved 
>y  the  Council  and  is  in  your  delegates  package.  It  has 
dso  studied  the  audit  of  the  Society's  business  and  bal- 
ince  sheets  for  1972. 

The  Committee  is  pleased  to  report  that  after  collec- 
ion  of  dues  for  1973,  the  fifth  and  last  year  for  the 
general  membership  to  pay  the  $50.00  increase  in  dues, 
he  Society's  new  headquarters  building  will  be  paid  for 
md  essentially  debt  free.  In  accomplishing  this  the  So- 
;iety  will  have  depleted  all  of  its  reserve  funds  except 
:"or  the  property  on  the  airport  highway.  This  property 
.vas  sold  in  December.  1972.  for  the  S5000.00  option 
aken  in  June.  1972.  plus  $40,000.00  cash,  plus  a  note 
for  $205,000  backed  by  a  first  mortgage  on  the  prop- 
erty. Portions  of  the  property  may  be  released  from  this 
mortgage  when  the  Society  is  paid  125%  of  the  propor- 
tionate cost  per  acre  provided  that  it  be  released  to  the 
full  depth  of  the  property  so  that  the  Society  cannot  be 
left  with  a  mortgage  on  any  of  the  back  property  with- 
out its  full  highway  frontage.  Total  expense  of  making 
the  sale  including  SI  3.500.00  fee  to  the  realtor  was 
t$  14.350.00.  The  mortgage  is  payable  over  a  ten  year 
period  with  71  'i  %  interest  on  the  unpaid  balance. 

The  Finance  Committee  has  recommended  that  we  at- 
tempt to  build  up  our  reserve  funds  to  the  amount  of 
one  year's  operating  costs  as  this  can  be  done  without 
curtailing  any  of  the  Society's  service  to  its  membership. 
It  is  noted  that  the  annual  rental  income  from  the  now 
wholly  leased  second  floor  closely  approximates  the  total 
operating  expense  of  the  entire  building. 

T.  Tilchman  Herring.  M.D..  Chairman 


COMMITTEE  ON  HEALTH  CARE  DELIVERY 

:■ 

During  the  past  year  the  Committee  on  Health  Care 

Delivery   of  the  North   Carolina   Medical   Society  has 

been  involved  in  the  following  activities: 

A.  Supportive  role  for  county  medical  societies  inter- 
ested in  developing  foundations  for  medical  care. 

Both  the  Forsyth  and  Mecklenburg  County  medical 
societies  have  shown  unusual  interest  and  provided 
strong  leadership  in  establishing  foundations  for  medical 
care.  During  the  past  year,  the  Forsyth  Medical  Society 
has  incorporated  the  Piedmont  Medical  Care  Foundation 
and  is  currentlv  seeking  funding  to  become  operational. 
This  has  been  accomplished  under  the  outstanding  lead- 
ership displayed  by  Dr.  M.  Frank  Sohmer.  a  former 
member  of  the  committee  on  health  care  delivery  and 
now  chairman  of  the  Peer  Review  Committee.  The 
Mecklenburg  society  is  currently  undergoing  its  own  or- 
ganizational efforts  to  establish  a  Medical  Care  Founda- 
tion and  on  two  separate  occasions,  consultation  was 
provided  by  the  Committee  on  Health  Care  Delivery  to 
aid  in  this  endeavor. 

B.  Provided  representation  and  input  to  the  Gover- 
nor's Committee  on  Community  Health  Assistance. 

During  the  final  year  of  Governor  Scott's  administra- 


tion, the  Committee  on  Community  Health  Assistance 
was  formed  with  Dr.  Charles  Styron  designated  as  Chair- 
man. This  committee  continues  under  Governor  Hols- 
houser  and  the  Chairman  of  the  Committee  on  Health 
Care  Delivery  has  sat  as  an  ex  officio  member  of  this 
committee.  The  goal  of  the  Committee  on  Community 
Health  Assistance  is  simply  to  provide  programs  and 
manpower  and  to  develop  resources  to  provide  health 
care  delivery  methods,  particularly  in  areas  underserved 
or  not  being  served  at  all.  This  goal  of  course  is  basic  to 
the  aims  of  the  Committee  on  Health  Care  Delivery  and 
indeed  the  interest  of  the  North  Carolina  Medical  So- 
ciety. It  is  entirely  appropriate  for  so  long  as  the  Gov- 
ernor's Committee  continues  to  function  that  strong  rep- 
resentation from  the  North  Carolina  Medical  Society  be 
present. 

C.  Represented  the  North  Carolina  Medical  Society  at 
the  second  annual  meeting  of  the  American  Association 
of  Foundations  for  Medical  Care  (AAFMC)  at  Sea  Is- 
land, Georgia,  August.  1972. 

The  American  Association  of  Foundations  for  Medi- 
cal Care  (AAFMC)  met  for  their  second  annual  meeting 
in  late  August.  1972  at  Sea  Island,  Georgia.  Represent- 
ing the  North  Carolina  Medical  Society  at  this  meeting 
were  myself  as  Chairman  of  the  Committee  on  Health 
Care  Delivery,  three  representatives  from  the  Mecklen- 
burg County  Medical  Society,  one  representative  from 
the  Forsyth  County  Medical  Society,  and  Mr.  Dan 
Mainer  from  the  staff  of  the  North  Carolina  Medical 
Society.  It  perhaps  should  be  clarified  that  none  of  us 
were  there  as  official  representatives  to  the  House  of 
Delegates  of  the  AAFMC  but  rather  to  learn  what  is 
going  on  in  the  general  arena  of  Foundations  for  Medi- 
cal Care.  Peer  Review  Foundations,  as  well  as  a  pre- 
view of  PSRO  legislation  and  other  state  and  federal 
legislation  affecting  organized  medicine  in  the  general 
area  of  health  care  delivery  and  health  care  financing. 
The  implications  were  all  too  clear  in  that  public  ac- 
countability for  health  care  providers  is  here  to  stay 
and  the  foundation  method  provides  not  only  a  system 
for  delivery  and  accountability  through  peer  review  but 
also  a  strong  voice  in  opposing  unfair  demands,  prac- 
tices, and  proposed  legislation. 

D.  Providing  input  to  the  drafting  of  by-laws  for  a 
State  Peer  Review  Foundation. 

On  the  direction  of  President  Glasson.  the  Chairman 
of  the  Committee  on  Health  Care  Delivery  sat  on  an 
Ad  Hoc  Committee  in  October  1972  to  draft  by-laws 
for  the  establishment  of  a  North  Carolina  State  Peer 
Review  Foundation.  This  was  done  in  conjunction  with 
legal  counsel  for  the  North  Carolina  Medical  Society, 
and  at  the  January  1973  meeting  of  the  Executive  Coun- 
cil of  the  North  Carolina  Medical  Society,  these  by- 
laws were  presented  and  approved  by  the  council. 

E.  Redefining  the  mission  of  the  Committee  on  Health 
Care  Delivery. 

Through  the  past  year  the  Committee  on  Health  Care 
Delivery  has  had  varying  opinions  as  to  what  its  mission 
could  or  should  be.  Many  feel  that  improving  health 
care  delivery  in  North  Carolina  with  a  special  emphasis 
on  quality  and  cost  control,  improved  accessibility,  de- 
velopment of  manpower  programs  and  resources  where 
none  exist  is  all  of  sufficient  import  to  be  a  primary 
goal  of  the  North  Carolina  Medical  Society  itself  rather 
than  a  committee  function.  Secondly  there  is  a  strong 
feeling  that  much  of  the  interest  of  the  Committee  on 
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Health  Care  Delivery  overlaps  appreciably  with  the  con- 
cerns of  the  Peer  Review  Committee,  the  Insurance 
Committee,  the  Blue  Cross-Blue  Shield  Committee,  and 
the  Legislative  Committee.  There  is  some  feeling  that 
the  Committee  on  Health  Care  Delivery  should  be 
phased  out  with  its  primary  goal  becoming  a  responsibil- 
ity of  the  Executive  Council  and  secondary  concerns 
being  assumed  by  the  committees  of  overlapping  inter- 
est. Dr.  Louis  Shaffner  wrote  the  Chairman  of  the  Com- 
mittee on  Health  Care  Delivery,  requesting  his  opinion 
on  how  this  committee  might  best  function  or  be  reor- 
ganized to  meet  its  mission.  A  copy  of  the  reply  which 
was  sent  Dr.  Shaffner  is  on  file  in  the  Headquarters 
Office  and  perhaps  best  expresses  the  opinion  of  the 
Committee  Chairman  based  on  discussions  with  com- 
mittee members. 

Patrick  D.  Kenan.  M.D.,  Chairman 


GOVERNORS  COORDINATING  COUNCIL 
ON  AGING 

The  activities  of  this  committee  during  the  year  1972 
have  been  primarily  an  attempt  to  carry  out  pertinent 
features  of  the  direction  of  the  National  White  House 
Conference  on  Aging  held  in  Washington.  D.  C.  in  No- 
vember 1971.  As  noted  previously,  the  meetings  of  Feb- 
ruary 25  and  26,  1972  were  the  formulation  of  recom- 
mendations for  Council  activity.  These  recommendations 
have  been  broken  down  into  fourteen  categories  and  de- 
cisions have  been  made  as  to  priorities  among  this  group. 
Actually  the  Council's  functions  will  be  to  go  into  regions 
and  provide  assistance  to  see  that  programs  are  set  up. 
The  work  of  the  Council  is  that  of  a  planning  role  and 
not  constituted  to  provide  services. 

In  the  October  meeting,  in  addition  to  routine  areas 
of  discussion,  Mr.  William  Henderson,  Deputy  Secretary 
of  the  Department  of  Human  Resources,  discussed  the 
State  Legislature's  "Act  to  Reorganize  State  Govern- 
ment" and  outlined  the  position  of  this  Council  and 
noted  that  it  has  been  renamed  as  "Advisory  Council  on 
Aging  of  the  Department  of  Human  Resources." 

On  December  13.  1972,  interest  was  noted  in  relation 
to  the  status  of  federal  legislation.  Effective  January  1, 
1974.  aid  to  the  aged  payments  will  be  100%  federally 
financed  through  the  designated  Social  Security  Agency. 

Following  the  filing  of  the  State  outline  for  the  nutri- 
tion program,  on  December  4.  1972.  the  Governor's 
Coordinating  Council  on  Aging  was  authorized  to  con- 
tract with  the  State  Board  of  Health  for  the  full  time 
services  of  a  nutritionist.  Apparently  the  funding  for  this 
project  will  expire  in  late  February  and  further  funding 
at  the  present  is  uncertain. 

A  list  of  ongoing  projects  was  reviewed  and  included 
twenty-two  projects  involving  a  total  allotment  obligated 
as  of  December  31.  1972  of  $325,760.86.  The  lowest 
allotment  was  for  $80.77  and  the  highest  allotment  was 
$38,464.00. 

The  meeting  of  February  7.  1973  reviewed  in  some 
detail  items  of  legislation,  budget,  status  of  the  nutrition 
program,  priorities,  ind  programs  dealing  with  retired 
senior  volunteers.  An  important  portion  of  the  Agenda 
was  the  personal  visit  by  Mr.  David  T.  Flaherty,  Secre- 
tary of  the  Department  of  Human  Resources.  Presented 
also  were  further  forms  of  reorganization  of  this  Coun- 
cil, verifying  the  coalition  of  the  Basic  Council  and  the 


Advisory  Council.  Its  membership  is  shifted  and  reduced  .*'" 
to  conform  with  State  and  Federal  regulations. 

Dr.  Ewald  Busse  has  been  active  in  committee  de-,|  'en' 
liberations  and,  in  particular,  as  a  member  of  the  Legis-I  ll  is  I 
lative  Committee  of  the  Council.  mtii 

Dr.  Isa  Grant  has  well  represented  the  State  Depart-  J* 
ment  of  Health  and  has  elicited  the  interest  and  support  * 
of  the  Council  for  the  programs  of  Home  Health  Ser- 
vices. 

It  is  difficult  to  predict  the  immediate  future  role  of 
this  Council  since  its  change  in  status  and  its  reorgani- 
zation  is  not   yet  established.   In   addition,   changes  in 
Federal  and  State  funding  may  play  some  part  in  de-    , 
termining  its  future  activities. 

Thomas  R.  Nichols.  M.D.,  Representative   :;i,ji 


COMMITTEE  ON  HOSPITAL  &  PROFESSIONAL 

RELATIONS  AND  LIAISON  TO  N.  C. 

HOSPITAL  ASSOCIATION 


He  In 


The  Committee  held  its  annual  meeting  at  2:00  p.m., 
Thursday.  September  28.  1972  in  Southern  Pines  during 
the  Medical  Society  "Committee  Roundup"  and  made1 
several  recommendations  to  the  Executive  Committee  of1 
State  Society.  These  recommendations  are  detailed  in  the 
minutes  of  that  meeting. 

The  chairman  of  the  committee  has  had  referred  to 
him  physician  complaints  about  emergency  room  service 
in  two  different  communities  in  the  state.  These  have 
been  studied  and  investigated  in  some  detail.  In  the  case 
of  the  complaint  about  the  emergency  room  care  at  the 
Rutherford  Hospital,  a  written  report  was  submitted  to 
President  Glasson.  In  the  case  of  the  obstetrician-gyne- 
cologist complaint  from  Eden.  North  Carolina  regarding 
their  being  required  to  serve  emergency  room  duty  at' 
the  local  hospital,  a  letter  was  written  to  them  offering1 
the  services  of  this  committee  if  approved  by  President1  *!n 
Glasson  to  help  them  in  the  resolution  of  their  problem. 
A  copy  of  the  minutes  of  our  meeting  of  September  28 
was  also  mailed  to  them  and  attention  brought  to  para- 
graph IV. 

The  chairman  of  this  committee  attended  the  State 
Society's  Leadership  Conference  on  the  weekend  of 
January  27.  At  that  meeting  Dr.  John  McCain  expressed 
briefly  to  me  some  concern  that  the  Hospital  Association 
seemed  to  be  taking  the  initiative  away  from  the  Medi- 
cal Society  in  regard  to  standardization  of  quality  of 
medical  care.  It  is  my  intention  to  discuss  this  problem 
further  with  him. 

Joe  M.  Van  Hov,  M.D.,  Chairman1 


my  i 

:e: 


,:>a 

:.  I  tj 

wa 
ll  to 

'reset 
at'iill 
a  ant 

lull) 

.:. 

telio 


-■ij 


INSURANCE  INDUSTRY  COMMITTEE 

The  Insurance  Industry  Committee,  with  its  major 
function  being  the  Claims  Review  Service,  is  an  ex-i 
tremely  active  committee.  Its  relationship  with  the  com-| 
mercial  carriers  and  with  Part  B  Medicare  is  excellent. 

This  committee  long  ago  embarked  upon  retrospective 
peer  review  in  conjunction  with  its  claim  review  ac- 
tivities. The  role  of  this  committee  should  be  that  of  in- 
creasing its  functions  and  its  responsibilities  along  peer, 
review  lines.  Its  experience  and  its  relationship  with  car-! 
riers  of  more  than  70%  of  the  insurance  in  North  Caro- 
lina should  be  utilized.  It  would  be  my  opinion  that 
such  a  committee  as  this,  possibly  as  a  supreme  appellate 
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:ommittee.  would  afford  the  physicians  of  North  Caro- 
ina  a  bulwark  against  "cookbook"  medicine  despite 
vhat  ends  up  on  the  inevitable  computer. 

It  is  possible  that  the  Claims  Review  Service  could 
iome  day  become  the  claims  review  arm  of  the  North 
Carolina  Medical  Society  Foundation  for  Peer  Review, 
drawing  from  that  foundation  the  data  which  it  could 
jtilize  in  many  instances  for  its  claims  review  activities. 
Bernard  A.  Wansker.  M.D.,  Chairman 


COMMITTEE  ON  LEGISLATION 

As  the  interface  between  the  Doctor  and  his  Patient 

necomes  progressively  more  defined  by  influences  out- 

■■    side  of  the  direct  relationship,  the  Doctor's  attention  to 

legislative  affairs  becomes  increasingly  demanding. 

■    At  both  state  and  national  levels  major  efforts  are  un- 

^Iderway  to  re-structure  the  way  health  care  is  delivered. 

Vour  legislative  committee  attempts  to  monitor  these  ef- 

I  forts  and  to  provide  the  lawmakers  with  the  feelings  of 

,-   members  of  the  society. 

The  headquarters  staff  is  daily  in  contact  with  mem- 
,  j  bers  of  the  General  Assembly.  Their  work  is  in  concert 
.. !  with  the  effective  service  of  our  attorney,  Mr.  John  An- 
derson. 

I  State  Legislation 
Several  measures  are  under  consideration  by  the  Gen- 
pal  Assembly  with  direct  import  on  medical  practice. 
Representative    Julian    Fenner's    subcommittee    on    the 
.  Lawful  Role  of  Nurses  did  an  excellent  inquiry  into  this 
(,  ;area  and  the  legislation  the  committee  proposes  sub- 
.    stantially  meets  the  wishes  of  the  society. 

Emergency  medical  services  is  a  now  topic  with  talk 
of  helicopters,  etc.  several  proposals  including:  cate- 
..  gorization  of  hospital  emergency  services,  laws  to  allow 
,,.  .nurses  in  the  ER  to  perform  more  medical  services,  re- 
:.  quire  certified  ambulance  attendants  in  the  passenger 
■  compartment  and  to  raise  the  minimum  level  of  training 
.    for  ambulance  attendants  will  be  proposed. 

Mental  health  services  are  another  area  of  great  legis- 
.,..  dative  concern.  A  bill  has  already  been  introduced  relat- 
ing to  the  rights  of  patients  at  treatment  facilities  for 
the  mentally  ill  and  retarded. 
The  General  Assembly  will  consider  a  number  of  bills 
;:  relating  to  Public  Health  Services.  A  number  of  organi- 
zational and  financial  changes  are  to  be  considered. 

The  legislative  committee  complying  with  a  resolution 
from  the  House  of  Delegates,  did  a  great  deal    of  work 
on  a  more  liberal  abortion  statute.  This  work  was  all 
made  moot  by  the  Supreme  Court's  recent  ruling  on 
abortion.  Now  the  society  has  a  committee  to  study  and 
advise  on  new  legislation  that  will  meet  the  new  rules  ap- 
plied by  the  court. 
Dr.  Gamble,  a  physician-legislator  has  introduced  a 
.'  bill,  as  requested  by  the  delegates,  to  require  labeling  of 
a  all  prescription  medicine.  At  the  time  of  this  report  the 
:-   bill  is  somewhat  bogged  down  by  objections  from  some 
:«  pharmacists. 

;       Your  legislative  committee  has  carefully  considered 
:   the  above  issues  and  many  more. 

Federal  Legislation 

The  society  is  fortunate  indeed  to  have  Ed  Bedding- 
.  field  working  at  the  State  and  AM  A  level  on  Federal 
&  Legislation. 


By  far  the  most  important  piece  of  medical  legisla- 
tion passed  by  the  last  congress  was  its  Professional  Ser- 
vices Review  Organization  (PSRO)  Bill.  When  impli- 
mented  PSRO  will  bring  changes  into  medicine  on  a 
greater  scale  than  did  Medicare — so  say  the  experts. 
This  legislation  will  not  be  reviewed  here  as  coverage 
of  its  provisions  has  been  extensive. 

What  to  watch  for  in  this  present  congress?  S-3,  HR 
22  The  Kennedy-Griffith's  National  Health  Insurance 
bill  has  been  re-introduced,  with  an  estimated  100  bil- 
lion dollar  price  tag!  HR  2222.  S  444  (Fulton.  Broyhill 
in  the  house,  Hansen,  Harke  in  the  senate)  are  the  AMA 
Medicredit  bills,  this  legislation  has  about  one  hundred 
and  thirty  sponsors.  S  14  (Kennedy)  is  an  open  ended 
HMO  bill,  H  51  (Roy,  Rogers)  is  more  limited.  50 
HMO's  for  three  years.  (112  HMO's  are  currently  being 
funded  by  HEW.)  HR  74  by  physician-congressman 
Roy  is  an  emergency  medical  services  bill  that  will 
probably  get  favorable  reception. 

The  administration,  at  the  time  of  this  report,  has  not 
made  its  plans  on  health  care  delivery  known. 

Dr.  Beddingfield  at  the  leadership  conference  in  Pine- 
hurst  predicted  that  National  Health  Insurance  (NHI) 
would  not  be  passed  this  year.  No  one  knowledgeable  in 
federal  legislation  doubts  that  National  Health  Insurance 
will  soon  be  the  law  of  the  land.  All  that  remains  to  be 
worked  out  are  the  particulars.  The  future  structure  of 
our  health  care  delivery  systems  will  be  shaped  by  these 
particulars. 

H.  David  Bruton.  M.D..  Chairman 


COMMITTEE  ON  MARRIAGE  COUNSELING 
AND  FAMILY  LIFE  EDUCATION 

The  Committee  on  Marriage  Counseling  and  Family 
Life  Education  during  the  past  year  faced  the  fact  that 
its  efforts  for  almost  a  decade  had  been  ineffectual.  The 
Committee  recognized  a  continued  public  need,  a  dis- 
inclination of  already  overworked  North  Carolina  doc- 
tors to  become  involved,  and  finally,  an  intracommittee 
impasse  on  how  to  reconcile  for  effective  action  the 
traditional  conservatism  of  a  majority  of  its  members 
with  the  rapid  and  radical  social  changes  and  resultant 
like  needs. 

I.  The  Need.  The  Committee  believes: 

1.  Sex,  marriage  and  family  life  problems  con- 
tinue to  contribute  importantly  to  illness  in 
North  Carolina,  and  that  at  this  time  it  ap- 
pears appropriate  to  add,  increasingly. 

2.  People  with  these  problems  turn  naturally  to 
doctors  for  help. 

3.  Until  recently  doctors  have  received  little 
undergraduate  and  postgraduate  training 
about  how  to  recognize  these  problems  as 
pathogens  and  about  how  to  deal  with  them: 
and  have  therefore  as  a  result, 

4.  Often  dealt  inadequately  both  with  the  prob- 
lems and  the  illnesses. 

II.  North  Carolina  Doctors'  non-responsiveness: 

1.  During  the  1960's,  few  doctors  attended  sev- 
eral committee  sponsored  excellent  symposia 
and  other  programs  devoted  to  sex,  marriage 
and  family  problems. 

2.  A  little  later,  few  invitations  were  received 
when   committee   members   were   offered    as 
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speakers  for  County  Medical  Society  meet- 
ings. 
The  Intracommittee  Impasse. 
During  1971-72  college  people  responded  with 
enthusiasm  to  the  Committee's  inquiry  as  to 
whether  they  would  be  interested  in  our  help 
with  their  sex,  marriage  and  family  life  pro- 
grams. At  two  called  committee  meetings  and 
the  September  1972  conclave  meeting,  considera- 
tions about  how  to  help  the  colleges  proved  to  be 
exercises  in  futility.  The  called  meetings  were 
poorly  attended  and  no  concensus  could  be 
reached  about  realistic  and  explicit  teaching  ma- 
terials proposed  as  suitable  in  view  of  the 
changed  sex  practices  and  resultant  needs  of  to- 
day's youth.  One  committee  faction  favored  and 
another  rejected  the  contemporary  materials.  All 
agreed  that  they  would  be  unacceptable  to  the 
Medical  Society  Membership.  We  could  find  no 
way  to  reconcile  for  effective  action,  the  "genera- 
tion gap"  between  traditional  medical  conserva- 
tism and  the  current  youthful  sex  revolt.  We 
agree  to  continue  our  efforts  one  year  more  by 
offering  at  the  May  1973  Annual  Society  Meeting 
a  2  hour  program  on  several  aspects  of  Human 
Sexuality.  Dr.  John  Reckless  volunteered  to  be 
program  chairman  but  in  late  February  dis- 
covered that  May  1973  would  be  the  time  of  a 
compelling  opportunity  in  St.  Louis  for  him  to 
further  his  training  in  the  Masters-Johnson  tech- 
niques. Dr.  Takey  Crist  at  that  late  date  accepted 
the  program  chairmanship.  The  Committee's  pro- 
gram will  be  on  Monday,  May  21,  1973,  3  p.m. 
to  5  p.m.  in  the  London  Grill,  The  Carolina. 

E.  B.  Easley,  M.D.  Chairman 


COMMITTEE  ON  MATERNAL  HEALTH 

During  1972  the  Committee  on  Maternal  Health  col- 
lected a  total  of  55  maternal  deaths  which  were  reported 
through  Certificates  of  Death  via  the  Bureau  of  Vital 
Statistics  of  the  State  Board  of  Health.  Of  the  55  mater- 
nal deaths  by  race,  21  were  white.  30  were  black,  and 
4  were  Indian  Women. 

Table  I  lists  the  causes  of  maternal  deaths  according 
to  preliminary  diagnoses.  There  were  6  deaths  reported 
due  to  hemorrhage.  7  due  to  infection,  6  due  to  toxemia, 
9  due  to  embolism,  4  due  to  cardiac  causes,  and  5  due 
to  other  obstetrical  causes.  There  were  18  deaths  due  to 
non-obstetrical  causes.  The  5  deaths  due  to  other  obste- 
trical causes  were  one  each  as  follows: 

Interstitial    pneumonitis,    acute    myocarditis,    chronic 

passive  congestion  of  the  lungs,  liver,  and  spleen 
Sickle  cell  crisis;  hemoglobinopathy  S-C 
Cerebral  hemorrhage,  spontaneous,  massive 
Respiratory  failure,  cardiac  arrest,  amyotrophic  lateral 

sclerosis  disease 
Carcinomatosis  due  to  primary  carcinoma  of  ovary 
Fifty-five  maternal  deaths  for  1972  compares  to  61 
maternal  deaths  foi  1971,  and  78  maternal  deaths  in 
1970.  Although  this  is  a  total  of  6  fewer  maternal  deaths 
in  1972  than  in  1971.  this  was  a  reduction  only  in  non- 
obstetrical  deaths.  The  direct  obstetric  deaths  remain  the 
same  at  37.  There  were  no  anesthetic  deaths  for  1972 
while  there  were  2  for  1971.  There  was  an  increase  of  3 


deaths  due  to  hemorrhage,  there  being  6  in  1972  as  com-  ionthlj 
pared  with  3  in  1971.  iwn* 

Table  II  lists  maternal  deaths  by  county.  fie l 

At  its  Annual  Meeting  in  September  of  1972  thels*"11 
Committee  on  Maternal  Health  reviewed  problems  of  )  Neec 
abortion  reporting.  Dr.  James  Palmersheim,  Director  of  ^ 
the  North  Carolina  Department  of  Vital  Statistics,  and  "'* 
Miss  June  Sherrill.  President  of  the  North  Carolina  WhC 
Medical  Record  Association  were  both  present  to  dis-fcw0'' 
cuss  problems  from  their  respective  points  of  view.  Dr.  -  * 
Palmersheim  promises  that  the  reporting  will  be  simpli-  « EJi 
fied  as  much  as  possible.  It  was  noted  that  the  frequency  '»;l 
of  reporting  of  abortion  had  increased  significantly  after  :aTto 
the  mandatory  reporting  was  required  beginning  June  »*' 
1971.  '   joiiiu 

During  the  volunteer  reporting  period  from  January  to  a^ 
May  1971,  there  were  977  abortions  reported  while  June  -PID 
to  December  1971,  under  mandatory  reporting,  3,401  ■  *' 
abortions  were  reported.  The  Committee  discussed  alet-il*^ 
ter  from  the  SAM  A  group  at  Duke  University  encourage  sJ* 
ing  the  seeking  of  liberalization  of  abortions  in  the  1973r'G°v 
Legislature.  The  Committee  reconfirmed  a  resolution-^"1 
previously  stating  the  position  taken  in  May  1972  by  thel^e; 
House  of  Delegates  of  the  State  Medical  Society.  The  i 
subject  of  the  Task  Force  on  Maternal  and  Infant  Care 
under  Comprehensive  Health  Planning  was  presented  tc 
the  Committee  discussing  some  of  the  ideas  in  Regional 
Health  Planning.  The  Committee  on  Maternal  Health 
agreed  to  have  the  monthly  perinatal  mortality  report 
furnished  by  the  State  Board  of  Health  removed  from 
the  North  Carolina  Medical  Journal  and   also  had  the 
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monthly  map  indicating  the  maternal  mortality  removed 
from  the  North  Carolina  Medical  Journal 

The  Chairman's  activities  during  the  year  included  a 
presentation  entitled  "Medical  Leadership  and  Commun- 
ity Needs:  Family  Planning"  at  the  Medical  Society's 
Leadership  Conference  at  Pinehurst  in  January  1972.  He 
presented  a  paper  entitled  "Abortion  Experience  in 
North  Carolina — 1971"  to  the  Section  on  Obstetrics  and 
Gynecology  at  the  Annual  Meeting  of  the  North  Caro- 
lina Medical  Society  at  Pinehurst  on  May  23,  1972. 
The  Editorial  Section  of  the  North  Carolina  Medical 
Journal,  Volume  33,  May  1972,  published  his  "Reports 
on  Therapeutic  Abortion"  under  the  heading  "Corre- 
spondence." The  report  on  "Maternal  Mortality  in  North 
Carolina  1966-1970,"  by  Stephen  G.  Anderson.  M.D., 
Frank  C.  Gieiss,  Jr..  M.D.,  and  W.  Joseph  May.  M.D., 
was  published  in  the  North  Carolina  Medical  Journal, 
Volume  33,  No.  11,  November  1972.  Reprints  are  avail- 
able. The  Chairman  of  the  Maternal  Health  Committee 
has  also  been  regular  in  attendance  as  an  Appointee  to 
the  Governor's  Task  Force  on  the  development  of  re- 
gional maternal  and  child  care.  This  Task  Force  is  study- 
ing the  development  of  future  programs  in  maternal  and 
infant  care  with  an  aim  toward  making  quality  care 
available  for  all  mothers  and  children  in  the  state. 

The  Chairman  wishes  to  thank  the  Society  for  its  con- 
tinued cooperation  and  support  in  the  work  of  the  Com- 
mittee on  Maternal  Health. 

W.  Joseph  May,  M.D..  Chairman 


NORTH  CAROLINA  BOARD  OF  MEDICAL 
EXAMINERS 

STATISTICS 
November  1,   1971-October  31,  1972 

Total  number  of  applicants  granted  license 627 

By  endorsement  of  Credentials 446 

By    written    examination 181 

Examination  failures  34 

Flex    30 

Part  11  4 

Limited  licenses  62 

Hospital  residents 7 

County  or  counties 46 

Staff/state  institutions  9 

Resident's  training  license 265 

Applicants  rejected  license  by  endorsement  of 

credentials    1 

Did  not  meet  requirements  of  the  Board 
Applicants  declined  permission  to  take  written 

examination   0 

Hearings  20 

Drug  addiction  2 

Mishandling  of  drugs 12 

Applying  for  BNDD  number 3 

Petitioning  for  reinstatement  of  narcotic 

tax  stamp  1 

Routine  follow-up  5 

License  to  practice  medicine  revoked 0 

Surrender  narcotic  tax  stamp 1 

Declined  reinstatement  narcotic  tax  stamp 1 

License  to  practice  medicine  reinstated 0 

Investigation  by  SBI 4 


COMMITTEE  ON  MEDIATION 

The  Committee  on  Mediation  has  had  four  full  ses- 
sions, numerous  telephone  sessions,  personal  contacts 
and  much  correspondence  during  the  past  year.  The 
total  inquiries,  requests  and  valid  complaints  have  quad- 
rupled during  the  past  three  years.  Requests  for  advice 
and  action  from  other  committees  and  the  Executive 
Council  have  been  received  and  acted  upon.  The  im- 
mediate past  secretary  has  devoted  much  time  and  effort 
in  closing  matters  which  required  long  and  searching 
study  of  previous  complaints. 

The  past  chairman  requested  that  other  committees, 
especially  those  dealing  with  third  party  payors,  should 
carry  out  the  necessary  preliminary  studies  before  re- 
ferral to  this  committee. 

Robert  A.  Ross.  M.D..  Chairman 


COMMITTEE  ON  THE  MEDICAL  ASPECTS 
OF  SPORTS 

The  1972  Committee  membership  consisted  of 
Frank  C.  Wilson.  M.D.,  Chairman;  Frank  H.  Bassett, 
M.D.;  Basil  M.  Boyd.  Jr.  M.D.;  Frank  W.  Clippinger. 
Jr..  M.D.;  Joseph  L.  DeWalt,  M.D.;  James  R.  Dineen, 
M.D.;  Carl  J.  Hiller,  M.D.:  A.  Tyson  Jennette,  M.D.; 
C.  Robert  Lincoln.  M.D.;  Marshall  G.  Morris,  M.D.; 
Eugene  W.  Pate,  Jr..  M.D.;  Donald  B.  Reibel,  M.D.; 
Thomas  M.  Stubbs.  M.D.;  Richard  N.  Wrenn,  M.D.; 
Mr.  David  A.  Harris.  Mr.  Raymond  K.  Rhodes,  and 
Mr.  Dan  I.  Mainer  as  staff  member  from  the  North 
Carolina  Medical  Society. 

There  were  two  major  accomplishments  of  the  Com- 
mittee in  1972.  Chronologically,  these  were  the  produc- 
tion of  a  Symposium  on  the  Medical  Aspects  of  Sports 
which  was  held  at  the  Blockade  Runner  Motel  in  Wil- 
mington, July  2-4,  1972.  Fifty-nine  physicians  registered 
for  the  meeting  which  had  scientific  programs  in  the 
morning  and  free  afternoons.  A  broadly  based  program 
was  presented  aimed  directly  at  those  physicians  con- 
cerned with  the  medical  aspects  of  sports  in  their  com- 
munities. Comments  from  the  physicians  at  the  end  of 
the  symposium  were  extremely  favorable  and  it  is 
planned  to  have  a  similar  symposium  next  year. 

The  second  accomplishment  was  the  holding  of  a  Gov- 
ernor's Conference  on  the  Medical  Aspects  of  Sports  on 
August  3.  1972.  in  Greensboro.  North  Carolina.  The 
morning  session  was  educational  in  nature  and  directed 
to  a  large  audience  of  coaches.  The  afternoon  session 
was  devoted  to  the  participation  of  invited  guests  on 
the  development  of  a  state  level  commission  on  the 
Medical  Aspects  of  Sports.  Representatives  of  the  medi- 
cal profession,  coaches,  trainers,  and  state  government 
participated.  It  was  the  concensus  of  those  in  attendance 
that  the  most  critical  need  was  for  coordination  of  the 
various  educational  programs  for  physicians,  coaches, 
trainers,  and  school  administration  officials.  As  a  result 
of  this  conference,  legislative  funds  have  been  appropri- 
ated and  a  coordinator,  Mr.  Al  Proctor,  appointed  by  the 
State  Department  of  Public  Instruction.  Appointment  of 
the  other  members  of  the  Commission  is  imminent. 

Frank  C.  Wilson,  M.D.,  Chairman 


COMMITTEE  ON  MEDICAL  EDUCATION 

During  the  year  the  committee  has  continued  to  ex- 
plore means  of  making  the  maximum  amount  of  con- 


38 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


tinuing  education  material  available  to  the  physicians  of 
the  state.  Through  the  efforts  of  Dr.  Ron  Davis,  the 
Journal  each  month  lists  all  programs  available  in  the 
state  and  adjoining  regions. 

Considerable  discussion  and  thought  has  been  given  to 
the  subject  of  compulsory  continuing  education  and  pos- 
sible establishment  of  a  program  similar  to  that  in  op- 
eration in  several  states  throughout  the  country.  It  is  the 
current  feeling  of  the  committee  that  a  program  of  com- 
pulsory continuing  education  should  not  be  undertaken 
at  this  time.  The  committee  realizes,  however,  that  a 
policy  decision  of  this  sort  must  of  necessity  be  decided 
by  the  Society  as  a  whole.  Therefore,  if  the  Society 
should  direct  the  committee  to  implement  such  a  pro- 
gram of  this  nature  it  could  be  done.  It  should  be  pointed 
out  that  such  a  program  would  entail  a  minimum  budget 
of  $40,000  per  year. 

Richard  H.  Ames.  M.D..  Chairman 


MEDICAL-LEGAL  COMMITTEE 

Review  of  work  done  to  date. 

The  Committee  met  on  September  27,  1972  at  Mid 
Pines.  It  was  recommended  that  a  combined  meeting  of 
the  Medico-Legal  Committee  of  the  North  Carolina 
Medical  Society  and  the  Medico-Legal  Committee  of  the 
North  Carolina  Bar  Association  be  arranged  to  discuss, 
among  other  subjects,  a  scale  of  fees  for  expert  medical 
testimony,  certain  aspects  of  malpractice  litigation,  and 
the  use  of  more  depositions.  Also,  it  was  recommended 
that  a  member  of  the  Medico-Legal  Committee  serve  as 
a  liaison  advisor  to  the  Professor  Insurance  Committee 
of  the  North  Carolina  Medical  Society. 

Judge  Edward  B.  Clark  is  currently  serving  as  Chair- 
man of  the  Medico-Legal  Committee  of  the  North  Caro- 
lina Bar  Association  and  arrangements  have  been  com- 
pleted for  a  joint  meeting  of  the  two  committees  on  April 
29,  1973  atPinehurst. 

The  importance  of  the  forthcoming  report  of  the 
Presidential  Commission  on  Malpractice  was  noted. 

A  summary  of  activities  and  projects  of  the  American 
College  of  Legal  Medicine  was  given.  This  organiza- 
tion is  rather  enthusiastic  about  the  new  Manhattan 
(New  York  City)  plan  for  arbitration  of  malpractice 
cases  believing  that  such  plan  has  considerable  merit. 

Joint  meetings  were  held  in  approximately  25 
counties. 

The  number  of  inquiries  from  physicians  has  increased 
as  has  also  the  number  of  inquiries  from  attorneys. 

No  instance  of  alleged  unethical  action  on  the  part  of 
physicians  had  been  reported  to  the  committee. 

Julius  A.  Howell.  M.D..  Chairman 


COMMITTEE  ON  MEDICARE 

(Report  Not  Received  Apr.  4.   1973) 


COMMITTEE  ON  MEDICINE  AND  RELIGION 

This  report  will  be  for  the  period  February  15,  1972 
to  February  15,  1973. 

The  Medicine  and  Religion  Committee  sponsored  its 
first  Prayer  Breakfast  at  the  annual  meeting  of  the  North 
Carolina  Medical  Society  Tuesday.  May  23,  1972.  The 
Rev.  Dr.  Seward  Hiltner  spoke  on  the  subject  "The  Faith 
of  the  Patient."  President  Charles  Styron  and  President- 


Elect  John  Glasson  participated  in  the  Prayer  Breakfast 
which  was  well  attended.  Mr.  William  Hoffman  of  the 
A.M. A.  Dept.  of  Medicine  and  Religion  attended  and 
participated  in  our  meeting.  Dr.  Glasson  appointed  the 
following  Physicians  as  members  of  the  Medicine  and 
Religion  Committee — Drs.  Phillip  Naumoff,  Charlotte; 
Donald  Hayes,  Winston-Salem;  Richard  Maybin,  Lawn- 
dale.  Dr.  Silas  Thorne  of  Morehead  City  resigned  from 
the  Committee  for  reasons  of  ill  health. 

September  25,  1972,  the  Medicine  and  Religion  Com- 
mittee met  at  Southern  Pines  during  the  Medical  So- 
ciety's committee  conclave  to  plan  its  year's  work.  The 
third  symposium  on  Medicine  and  Religion  on  the  sub- 
ject "Modern  Man  &  Medical  Ethics"  was  held  October 
10  and  11,  1972,  at  UNC  at  Chapel  Hill.  The  sym- 
posium was  sponsored  by  A.M. A.,  UNC  and  the  North 
Carolina  Medical  Society.  This  symposium  was  excellent 
in  its  content,  speakers,  and  reception.  From  its  onset  it 
suffered  from  a  lack  of  publicity  to  our  membership, 
but  approximately  fifty  physicians  and  clergy  attended 
and  were  enthusiastic  participants. 

The  Medicine  and  Religion  Committee  again  sent  out 
a  questionnaire  in  January  1973  to  all  County  Society 
Presidents  and  County  Society  Medicine  and  Religion 
Chairmen  in  an  effort  to  see  what  activity  was  occuring 
in  our  County  Societies  and  to  ascertain  what  the  need 
of  the  County  Society  might  be  in  order  that  the  State 
Committee  might  better  fulfill  its  function  and  purpose. 
Eighteen  questionnaries  were  returned.  The  information 
provided  indicates  a  widespread  need  to  inform  and 
provide  for  our  County  Societies'  programs  of  general 
information  and  reestablish  dialogue  with  the  clergy  in 
many  areas. 

January  26.  1973,  the  Medicine  and  Religion  Com- 
mittee met  with  President  Glasson  and  Mr.  Arne  Lar- 
son, Director  of  the  A.M. A.  Dept.  of  Medicine  and  Re- 
ligion present. 

A  work  shop  for  County  Society  Presidents  and  Medi- 
cine and  Religion  Chairmen  was  held  at  Pinehurst, 
N.  C  on  January  26.  1973,  with  a  small  but  very  en- 
thusiastic attendance.  Once  more  the  need  to  communi- 
cate with  our  County  Societies  was  evident. 

On  February  10.  1973,  the  Chairman  of  the  Medi- 
cine and  Religion  Committee  and  Mrs.  LaRue  King  of 
the  Medical  Society  staff  attended  the  South  Eastern  Re- 
gional Medicine  and  Religion  work  shop  for  State  So- 
ciety Committee  Chairmen  in  Atlanta.  Ga.  We  were 
stimulated  by  the  opportunity  to  share  other  states  ac- 
tivities and  plans  for  the  future. 

Jack  W.  Wilkerson,  M.D..  Chairman 


COMMITTEE  ON  MENTAL  HEALTH 

The  year  1972  was  an  active  one  for  our  Committee. 
In  our  January  meeting  the  Committee  suggested  that  it 
be  brought  to  the  attention  of  the  Society  that  in  signing 
commitment  procedures  it  was  necessary  to  swear  be- 
fore a  Notary  Public  with  one's  hand  on  the  Bible  and 
that  it  was  especially  important  to  see  to  it  that  the  pa- 
tient was  carefully  examined  by  the  physician.  An  article 
concerning  these  matters  was  published  in  the  "Public 
Relations  Bulletin." 

The  "Public  Relations  Bulletin"  also  published  criteria 
for  the  rejection  of  Selective  Service  candidates  on  psy- 
chiatric grounds. 

Dr.  Charles  Llewellyn  of  our  Committee  has  been 
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:xtremely  active  and  helpful  in  working  with  the  Com- 
)ined  Committee  to  Recommend  Guidelines  for  Pro- 
isions    of    Psychiatric    Services    to    Medicaid    eligible 
lients   in    North   Carolina.    The    report   was   carefully 
tudied  by  the  Committee  and  approved  by  it.  The  Com- 
nittee  recommended  to  the  Executive  Council  that  the 
Society  adopt  the  Joint  Committee  Guidelines  for  Medi- 
caid and  that  it  take  steps  to  implement  these  guidelines. 
During  our  last  meeting  in  1972  the  Committee  had 
the  good  fortune  to  be  able  to  discuss  mental  health 
Droblems  in  the  State  of  North  Carolina  with  Mr.  Doug- 
las Greenwell,  Mental  Health  Consultant  for  the  Na- 
tional Institute  of  Mental  Health.  It  will  be  recalled  that 
the  Institute  had  received  a  request  from  Governor  Scott 
ko  survey  the  mental  health  services  in  North  Carolina. 
It  is  our  understanding  that  the  National  Institute  rec- 
ommended a  task  force  be  established  which  would  in- 
clude  various   interested   groups   and   that  the   NIMH 
would  assist  if  requested  in  any  phase  of  the  survey. 

Philip  G.  Nelson,  M.D..  Chairman 


A.  Sub  Committee  on  Alcoholism 

The  Sub-Committee  on  Alcoholism  met  at  the  Pines 
'Restaurant  in  Chapel  Hill  on  February  6,  1973.  Present 
(were  Drs.  R.  Jackson  Blackley,  John  A.  Ewing,  Don- 
ald E.  Macdonald.  Chairman,  and  Philip  G.  Nelson. 
Chairman  of  the  North  Carolina  Medical  Society  Mental 
(Health  Committee.  Mr.  Steve  Morrisette  represented  the 
Medical  Society.  Various  items  of  legislative  interest 
were  considered  at  the  meeting.  Although  Reverend  Jo- 
seph L.  Kellerman.  consultant  to  the  committee  was  not 
able  to  be  present  for  the  meeting,  he  submitted  some 
written  material  which  arose  from  a  meeting  of  the  Al- 
coholism Advisory  Council  to  the  State  Board  of  Mental 
Health.  One  suggestion  was  that  the  process  of  returning 
a  patient  to  a  hospital  from  trial  visit  be  clarified  as  to 
whose  exact  responsibility  it  may  be  to  initiate  the  proc- 
ess. Apparently  this  situation  is  handled  in  a  variety  of 
ways  in  different  communities  at  the  present  time.  An- 
other suggestion  was  that  the  State  Board  of  Mental 
Health  create  a  continuing  study  commission  on  legisla- 
tive needs  in  the  field  of  alcoholism.  These  suggestions 
were  received  with  interest  by  the  committee,  but  it  was 
felt  that  no  official  action  need  be  taken  with  respect 
to  these  matters. 

Dr.  Ewing  submitted  a  copy  of  the  legislative  pro- 
posals arising  from  the  Alcoholism  Professionals  of 
North  Carolina.  Three  specific  proposals  are  recom- 
mended by  APNC: 

1.  Support  for  Proposal  No.  7  of  the  legislative  pro- 
gram of  the  North  Carolina  Police  Executives  As- 
sociation which  is  concerned  with  non-criminal  de- 
tention as  an  option  in  handling  public  intoxicants. 

2.  Repeal  of  G.  S.  20-17.1  which  requires  the  Depart- 
ment of  Mental  Health  to  report  the  names  of  com- 
mitted patients  to  the  Department  of  Motor  Ve- 
hicles. 

3.  Legislation  that  would  clarify  legislative  intent  with 
respect  to  the  7%  ABC  Funds  approved  by  the 
1971  General  Assembly. 

Our  committee  expressed  approval  of  these  three  items 
although  it  was  pointed  out  that  it  might  be  desirable  to 
seek  the  total  abolition  of  public  drunkenness  laws  al- 
though this  may  not  be  feasible  at  the  present  time. 

Three  task  force  reports  which  had  been  prepared  on 


behalf  of  the  UNC  Center  for  Alcohol  Studies  by  indi- 
vidual committees  chaired  by  Dr.  Mayfield.  Dr.  Cornoni, 
and  Mr.  Ben  Loeb  were  then  considered  by  the  com- 
mittee. One  of  these  deals  with  public  intoxication  laws 
and  recommends  adoption  of  a  proposal  similar  to  the 
uniform  alcoholism  and  intoxication  treatment  act  whose 
main  thrust  is  to  eliminate  public  drunkeness  as  a  crimi- 
nal offense.  Another  deals  with  the  pre-arrest  breath  al- 
cohol testing  procedures  and  the  third  report  on  blood 
alcohol  level  recommends  that  the  General  Assembly  en- 
act drinking  driving  legislation  making  it  an  offense  to 
drive  or  operate  a  vehicle  with  more  than  0.10%  by 
weight  alcohol  per  100  milliliters  of  blood.  At  the  same 
time,  penalties  for  refusal  to  submit  to  blood  alcohol 
test  should  be  substantially  increased.  Ideally,  the  penalty 
for  refusing  a  lawfully  demanded  chemical  analysis 
should  be  the  same  as  the  maximum  drinking  driving 
penalty. 

The  committee  agreed  unanimously  to  endorse  these 
three  task  force  reports  and  to  notify  the  Committee 
on  Mental  Health  of  such  endorsement. 

D.  E.  Macdonald.  M.D..  Chairman 


B.  Sub-Committee  on  Mental  Retardation  and  Children's 
Service 

(Report  Not  Received  Apr.  4,   1973) 


COMMITTEE  ON  NEGOTIATIONS 

There  were  no  meetings  of  the  Committee  on  Ne- 
gotiations: therefore,  no  report  to  be  sent  in  for  the  An- 
nual Reports. 

William  F.  Hollister.  M.D..  Chairman 


COMMITTEE  ON  NOMINATIONS 

Report  of  Committee  on  Nominations  will  be  given  in 
the  HOUSE  OF  DELEGATES,  opening  session.  Sun- 
day, May  20,  1973,  Cardinal  Ballroom,  The  Carolina, 
Pinehurst. 

Thomas  B.  Dameron.  Jr.,  M.D.,  Chairman 


ADVISORS  TO  NORTH  CAROLINA  ASSOCIATION 
OF  MEDICAL  ASSISTANTS 

I  have  been  advisor  to  the  NCAMA  for  three  years 
and  I  have  seen  this  organization  develop  into  a  grow- 
ing, aggressive  and  positive  organization.  It  has  a  good 
educational  program.  The  organization  is  functioning 
under  the  rules  and  regulations  of  its  charter  and  it  is 
developing  a  superior  type  of  medical  assistant.  Each 
year  I  am  more  impressed  with  the  calibre  of  girls  that 
belong  to  this  organization. 

In  North  Carolina,  there  are  now  15  chapters  of  the 
NCAMA  with  a  total  membership  of  around  350  mem- 
bers. These  chapters  are  well  scattered  over  the  various 
regions  of  North  Carolina. 

The  8th  Annual  Meeting  of  the  NCAMA  was  held 
at  Wrightsville  Beach  on  November  3.  4,  5,  1972.  I  be- 
lieve there  were  about  150  members  registered  at  this 
meeting.  They  had  an  excellent  program  and  I  am  very 
pleased  and  enthusiastic  concerning  this  fine  group  of 
girls.  There  has  been  steady  growth  and  progress  in 
both  numbers  and  in  quality  of  programs.  I  feel  sure 
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that  this  organization  is  going  to  be  a  tremendous  asset 
to  the  doctors  of  North  Carolina  and  they  deserve  the 
encouragement  and  support  of  the  doctors  of  North 
Carolina. 

At  our  last  Annual  Meeting,  Mrs.  Ottilie  Kirby.  Wom- 
ack  General  Hospital,  Fort  Bragg,  North  Carolina,  was 
installed  President  of  the  NCAMA.  I  have  enjoyed 
working  with  these  girls  and  shall  miss  their  meetings. 

Emmett  S.  Lupton,  M.D. 


COMMITTEE  ADVISORY  TO  THE  N.  C. 
DEPARTMENT  OF  MOTOR  VEHICLES 

The  Committee  Advisory  to  the  N.  C.  Department  of 
Motor  Vehicles  met  at  the  September  Conclave.  At  that 
time  a  report  was  made  by  Dr.  Dan  Currie  concerning 
the  Study  of  Driving  and  Peripheral  Vision.  This  study 
is  to  continue.  This  committee  and  its  members  are  the 
only  people  we  know  of  in  the  country  who  are  study- 
ing this  problem  in  order  to  scientifically  set  a  standard. 
J.  H.  Meredith,  M.D..  Chairman 


COMMITTEE  TO  WORK  WITH  THE 
NORTH  CAROLINA  INDUSTRIAL 
COMMISSION 

The  committee  continues  to  work  closely  with  Dr. 
John  W.  Morris.  M.D.,  Medical  Director  of  the  Indus- 
trial Commission  whose  help  and  guidance  makes  our 
work  much  more  bearable. 

The  North  Carolina  Industrial  Commission  has  ap- 
proved a  revision  of  the  Physician's  Fee  Schedule  which 
should  be  in  print  around  March  and  which  allows  for 
an  increase  in  the  allowable  charges  by  Physicians  doing 
work  for  the  commission. 

The  Commissioners  of  the  Industrial  Commission 
have  shown  the  committee  every  courtesy  and  have  indi- 
cated that  they  would  not  oppose  any  action  by  our  so- 
ciety in  trying  to  obtain  usual  customary  and  reason- 
able charges.  Their  stand  would  be  one  of  neutrality 
on  this  issue.  The  Executive  Committee  of  the  North 
Carolina  Medical  Society  meeting  in  Pinehurst  in  Janu- 
ary gave  the  committee  chairman  permission  to  hire 
legal  counsel  in  an  effort  to  implement  usual  customary 
and  reasonable  charges  as  a  method  of  Physician  pay- 
ment by  the  North  Carolina  Industrial  Commission. 
There  is  nothing  definite  to  report  in  regards  to  this 
matter  at  this  time. 

The  loyal  and  untiring  work  of  the  committee  mem- 
bers in  the  case  review  areas  continues.  These  men.  vol- 
untarily and  without  compensation,  make  every  effort  in 
an  attempt  to  insure  that  the  Physicians  as  well  as  the 
public's  interest  is  protected  in  all  of  those  areas  which 
come  under  review.  The  members  of  our  Society  have 
been  understanding  and  cooperative  in  abiding  by  the 
decisions  of  the  Committee. 

Ernest  B.  Spangler,  M.D.,  Chairman 


COMMITTEE  LIAISON  TO  NORTH  CAROLINA 
PHARMACEUTICAL  ASSOCIATION 

The  Committee  met  on  September  28.   1972  during 
the  Committee  Conclave. 

A  program  for  pharmacists  to  dispense  drugs  under 


Medicaid  was  approved  by  the  Department  of  Social 
Services  and  is  now  in  effect. 

The  following  locations  with  physicians  dispensing 
drugs  under  Medicaid  were  approved:  Lawndale,  Moy- 
ock,  Hatteras,  Gatesville,  Sunbury,  Engelhard,  Hot 
Springs,  Jackson.  Richlands.  Sneads  Ferry  and  Burns- 
ville. 

The  "North  Carolina  Physician-Pharmacist  Code  of 
Understanding"  was  approved  and  is  now  in  print.  Co- 
pies may  be  obtained  from  the  Headquarters  Office  of 
the  North  Carolina  Medical  Society. 

The  Committee  took  the  following  action  on  various 
items: 

a.  Supports  the  labeling  of  prescription  drugs 

b.  Supports  a  proposed  uniform  statewide  drug  dis- 
tribution program  for  mental  health  patients  in 
North  Carolina.  A  program  for  the  nearly  indigent 
not  eligible  for  medicaid. 

c.  Supports  the  program  in  effect  by  the  North  Caro- 
lina Pharmaceutical  Association  urging  pharma- 
cists to  install  and  utilize  patient  profile  medication 
record  cards.  This  card  provides  a  permanent  rec- 
ord of  all  medications  prescribed  for  the  patient. 
The  Committee  urges  physicians  to  encourage  their 
local  pharmacists  to  implement  this  program. 

d.  In  compliance  with  the  new  Controlled  Substance 
Act  which  specifies  that  prescriptions  be  filled  ac- 
cording to  a  schedule  classification,  the  committee 
recommended  that  physicians  write  a  separate  pre- 
scription for  each  medication  prescribed. 

e.  Joined  the  N.  C.  Pharmaceutical  Association  in 
opposing  the  Board  of  Narcotic  and  Dangerous 
Drugs  (BNDD)  request  that  FDA  consider  the 
limitation  to  prescription  sale  of  currently  exempt 
preparations  containing  morphine,  codeine,  dihy- 
drocodeine  and  ethylmorphine  for  cough  syrups 
because  there  seems  to  be  a  few  abusers  and  this 
would  restrict  the  majority. 

As  Chairman,  I  attended  a  meeting  with  several  mem- 
bers of  the  Medical  Society  in  Raleigh  in  regard  to  the 
proposed  Drug  Utilization  Review  Program.  Those  pres- 
ent were:  John  Glasson,  M.D..  President:  James  S. 
M.D.,  Chairman,  Social  Service  Programs 
M.  Frank  Sohmer,  Jr.,  M.D..  Chairman, 
on  Peer  Review:  John  L.  McCain.  M.D., 
Public  Relations  Commission.  George  W. 
,  M.D.,  Chairman.  Developing  Government 
Health  Programs;  and  Mr.  John  Anderson,  legal  coun- 
selor. This  meeting  was  held  on  January  16,  1973  at 
the  Headquarters  Building  of  the  Society. 

Charles  W.  Byrd.  M.D.,  Chairman 


Mitchener, 
Committee: 
Committee 
Chairman. 
Paschal,  Jr 


COMMITTEE  ON  OCCUPATIONAL  AND 
ENVIRONMENTAL  HEALTH 

During  the  year  1972.  the  Committee  on  Occupa- 
tional and  Environmental  Health  continued  its  efforts 
to  stimulate  the  formation  of  Occupational  Health  Clin- 
ics. The  membership  was  active  in  efforts  directed  at  the 
recognition  and  prevention  of  Byssinosis  in  the  cotton 
industry  in  this  State. 

At  the  conference  for  Medical  Leadership  in  Janu- 
ary, Dr.  Austin  Fortney  gave  an  excellent  presentation 
of  the  physician's  role  in  industry. 

At  the  Committee  Conclave  in  September  the  Com- 
mittee met  and  Dr.  Brockmann  reviewed  for  the  Com- 
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ittee  the  activities  regarding  the  Occupational  Health 
'rogram  Project.  The  objectives  of  the  project  were 
jtedas: 

1.  to  provide  for  the  need  not  presently  met  by  the 
private  sector  of  medicine. 

2.  A  method  of  specifically  identifying  and  cataloging 
the  needs  of  industry. 

3.  A  model  which  could  be  implemented  in  other 
counties  throughout  the  state  for  the  betterment 
of  the  working  man  and  industry  as  a  whole. 

Dr.  Brockmann  reported  that  the  key  to  this  whole 
jroposal  is  having  the  industrial  clinic  organization  iden- 
ified  neither  with  the  private  sector  of  medicine  or 
vith  the  Public  Health  Department  or  even,  necessarily. 
.  done  with  the  State,  but  with  local  educational  institu- 
ions.  This  project  was  approved  and  endorsed  by  the 
vlorth  Carolina  Medical  Society  and  efforts  were  cited 
>y  committee  members  to  provide  the  two  basic  needs 
or  getting  this  project  off  the  ground.  One.  a  key  man 
,.  o  devote  his  time  to  organization  of  the  project  and; 
:wo,  approximately  $20,000  for  the  salaries  and  money 
to  organize  the  program. 

Mr.  Frank  Gurley  of  the  North  Carolina  Department 
af  Community  Colleges  gave  a  report  of  the  status  of 
he  safety  and  health  curriculum  development  with  the 
Department  of  Community  Colleges. 

At  this  point,  the  activities  of  the  Occupational  Safety 
and  Health  Act  are  primarily  oriented  toward  courses 
explaining  OSHA  and  what  it  is  all  about  for  manage- 
ment to  supervise  at  the  present  time. 

A  report  on  the  status  of  the  STATEMENT  OF 
■i  POLICY    ON    ENVIRONMENTAL    HEALTH    was 


given  at  the  September  meeting.  There  was  some  dis- 
cussion and  the  committee  made  plans  to  formulate  a 
quesionnaire  to  be  mailed  to  physicians  in  North 
Carolina  to  determine  the  interest  of  the  physicians  of 
the  State  as  to  what  should  be  included  in  such  a  State- 
ment of  Policy.  Dr.  Battigelli  was  asked  to  prepare  the 
questionnaire  for  submission  to  Dr.  Brockmann  and  then 
from  Dr.  Brockmann  to  the  membership  of  the  Society. 
John  L.  Brockmann.  M.D.,  Chairman 


COMMITTEE  ON  PEER  REVIEW 

(Report  Not  Received  Apr.  4.   1973) 


COMMITTEE  ON  PERSONNEL  AND 
HEADQUARTERS  OPERATION 

The  recommendations  of  the  management  organiza- 
tion survey  are  continuing  to  be  carried  out. 

A  second  Field  Representative.  Mr.  Gene  Lane  Sauls, 
has  been  employed. 

The  bronze  plaque  for  our  building  has  arrived  and 
has  been  installed  in  the  foyer. 

A.  Hewitt  Rose.  Jr.,  M.D.,  Chairman 


COMMITTEE  ON  PHYSICAL  AND 
VOCATIONAL  REHABILITATION 

This  Committee  met  this  year  and  surveyed  the  situa- 
tion with  regard  to  the  rehabilitation  centers  that  are 
being  constructed  about  the  State.  Our  meeting  with  the 
Committee  at  their  Annual  Meeting  was  attended  by 


Dr.  Ruth  Burroughs  who  is  now  the  Medical  Director  of 
Vocational  Rehabilitation  and  the  situation  brought  to 
her  so  that  she  could  bring  a  report  to  Vocational  Re- 
habilitation. The  Committee  continues  to  evaluate  and 
study  the  problems  of  Vocational  Rehabilitation  and  the 
problems  arising  in  various  areas  because  of  this.  In  co- 
operation with  Dr.  Burroughs  plans  are  being  made  to 
advise  the  Membership  of  the  Society  in  regard  to  the 
development  of  rehabilitation  facilities  around  the  State. 
E.  H.  Martinat.  M.D..  Chairman 


COMMITTEE  OF  PHYSICIANS  ON  NURSING 

The  Committee  of  Physicians  on  Nursing  met  on 
March  25,  1972.  The  activities  of  the  North  Carolina 
Joint  Practice  Committee  were  discussed,  as  was  the 
matter  of  the  Expanded  Role  of  the  Nurse  in  the  De- 
livery of  Health  Care.  As  a  result  of  this  discussion,  the 
following  motion  was  made  and  adopted  without  op- 
position: 

ANY  EXPANSION  OF  THE  ROLE  OF  A  NURSE 
IN  ASSISTING  A  MEDICAL  DOCTOR  IN  HIS 
PRACTICE  OR  IN  THE  EXPANSION  OF  THE 
FUNCTION  OF  A  NURSE  OR  SO-CALLED 
NURSE  PRACTITIONER  BE  DEVELOPED  UN- 
DER THE  EXEMPTION  13  OF  NORTH  CARO- 
LINA GENERAL  STATUTES  SECTION  90-18. 
THIS  EXEMPTION  IS  INTENDED  TO  PROVIDE 
FOR  THE  EXPANSION  OF  THE  ROLE  OF  NON- 
MEDICAL PERSONNEL  IN  ACCORDANCE 
WITH  REGULATIONS  OF  THE  BOARD  OF 
MEDICAL  EXAMINERS  OF  THE  STATE  OF 
NORTH  CAROLINA  AND  ITS  PROCEDURES 
FOR  THE  APPROVAL  OF  PERSONS  AUTHOR- 
IZED TO  ACT  AS  ASSISTANTS  TO  PHYSICIANS. 

This  resolution  was  referred  to  the  House  of  Dele- 
gates where  the  following  substitute  resolution  was 
passed: 

ENDORSED  THE  EXPANSION  OF  THE  ROLE 
OF  THE  REGISTERED  NURSE  AS  A  NURSE 
PRACTITIONER  AS  A  PRACTICAL  MEANS  OF 
MEETING  SOME  OF  THE  HEALTH  CARE 
NEEDS  OF  THE  PEOPLE  OF  THE  STATE.  BUT 
THAT  SUCH  EXPANSION  BE  DONE  ONLY 
WHEN  THE  NURSE  PRACTITIONER  HAS  A 
CLEARLY  DEFINED  RELATIONSHIP  TO  A  LI- 
CENSED PRACTICING  PHYSICIAN  OR  PHYSI- 
CIANS. WHO  BEAR  MEDICAL  RESPONSIBIL- 
ITY FOR  THOSE  PARTS  OF  THE  NURSES  ROLE 
THAT  GO  BEYOND  THE  BOUNDS  OF  TRADI- 
TIONAL NURSING  PRACTICE.  THE  DEVELOP- 
MENT OF  THE  NURSE  PRACTITIONER  TO  BE 
ACCOMPLISHED  UNDER  THE  SUPERVISION 
OF  A  JOINT  SUBCOMMITTEE  OF  THE  BOARD 
OF  MEDICAL  EXAMINERS  AND  THE  BOARD 
OF  NURSING. 

The  Committee  met  in  April  1972  and  selected  Mrs. 
Rebecca  Helms  Thompson  of  Robeson  County  as 
NURSE  OF  THE  YEAR.  Miss  Margaret  Irene  Lassi- 
ter  of  Harnett  Countv  was  singled  out  for  DISTIN- 
GUISHED SERVICE  TO  NURSING.  These  individuals 
were  honored  in  appropriate  fashion  at  the  Annual 
Meeting  of  the  Society  at  Pinehurst  in  May. 

On  September  30.  1972,  the  Committee  met  in  Pine- 
hurst, N.  C.  Once  again,  the  problem  of  the  Expanded 
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Role  of  the  Nurse  was  discussed  extensively.  The  fol- 
lowing motion  passed  without  opposition: 

WE  SUPPORT  THE  ACTION  OF  THE  LEGISLA- 
TIVE COMMITTEE  OF  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY  IN  REGARD  TO  PRO- 
POSED RULE  VIII  WHICH  ENDORSES  THE  EN- 
ACTMENT BY  THE  BOARD  OF  MEDICAL  EX- 
AMINERS OF  A  PROVISION  SUCH  AS  READ  TO 
THE  COMMITTEE  REGARDING  NURSES. 

Plans  were  formulated  for  the  selection  of  the  NURSE 
OF  THE  YEAR  once  again  in  1 973. 

W.  Benson  McCutcheon,  Jr.,  M.D.,  Chairman 


REPORT  OF  CONSULTANT  ON  PODIATRY 

There  was  no  new  or  old  business  brought  before  the 
consultant  on  Podiatry  during  the  past  year  and,  there- 
fore, no  additional  information  can  be  forwarded  at 
this  time. 

Donald  B.  Reibel,  M.D.,  Consultant  on  Podiatry 


COMMITTEE  ON  PROFESSIONAL  INSURANCE 

The  Professional  Insurance  Committee  of  the  North 
Carolina  Medical  Society  meets  quarterly  to  consider  in- 
quiries concerning  all  types  of  professional  insurance  for 
physicians.  The  majority  of  the  committee's  time  has 
been  spent  in  reviewing  malpractice  claims.  The  com- 
mittee's excellent  working  relationship  with  the  Society 
approved  professional  liability  insurance  carrier  has  been 
a  major  factor  in  the  North  Carolina  Medical  Society 
members  enjoying  the  second  lowest  malpractice  insur- 
ance rate  in  the  country. 

John  C.  Burwell.  Jr.,  M.D..  Chairman 


COMMITTEE  ON  PROGRAMS  FOR 
GENERAL  SESSIONS 

The  Committee  on  Programs  for  General  Sessions  ar- 
ranged the  program  for  the  three  General  Sessions 
scheduled  for  Monday,  May  21;  Tuesday.  May  22; 
and  Wednesday,  May  23,  of  the  119th  Annual  Session 
of  the  North  Carolina  Medical  Society,  May  19-23, 
1973,  The  Carolina,  Pinehurst,  North  Carolina. 

Leonard  Palumbo.  M.D.,  Chairman 


COMMITTEE  ON  PUBLIC  RELATIONS 

The  Committee  on  Public  Relations  met  at  the  Mid 
Pines  Club  in  Southern  Pines  on  September  28,  1972, 
and  planned  the  years  activities  as  listed  below: 

1.  Continue  the  PUBLIC  RELATIONS  BULLETIN 
and  made  specific  recommendations  as  to  how  it 
might  better  serve  its  function  and  purpose.  Each 
respective  committee's  staff  member  is  requested 
to  underscore  in  the  committees'  minutes  items  of 
potential  general  interest  to  the  membership  and 
give  to  the  editor  of  the  PRB  after  each  meeting 
for  consideration  as  a  news  item  to  keep  the  gen- 
eral membership  informed. 

2.  Continued  the  exhibit  at  the  1971  North  Carolina 
State  Fair. 

3.  Continued  the  High  School  Science  Fair  project 
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for  the  winner  to  receive  a  $50  Award  at  the  1973 
Science  Fair  and  to  be  subsequently  presented  a 
Certificate  at  a  meeting  of  the  local  county  medi- 
cal society. 

Updated,  with  the  assistance  of  staff,  the  "IN- 
FORMATION PACKET  FOR  PHYSICIANS" 
for  distribution  to  new  members. 
Continued  the  project  to  give  an  award  to  the 
winner  of  the  North  Carolina  Rescue  Squad  First 
Aid  competition.  To  be  presented  by  a  member 
of  the  committee. 

Conducted  an  AMA  Leadership  Seminar  under 
the  direction  of  Dr.  Ed  Bond  for  development 
of  current  and  future  leaders  for  the  Society.  The 
selection  process  whereby  councilors  and  com- 
missioners made  six  (6)  recommendations  for 
candidates,  from  which  a  minimum  of  two  was 
selected  by  the  President,  proved  highly  success- 
ful in  bringing  together  a  group  of  highly  moti- 
vated and  interested  future  leaders  of  the  State 
Society. 

Conducted  a  "Conference  on  Access  to  Health 
Care"  with  financial  and  planning  assistance  from 
North  Carolina  RMP  on  September  9-10.  1972, 
at  Quail  Roost  Conference  Center.  The  problems 
of  access  to  medical  care  were  identified  as  the 
major  complaints  against  our  present  system  of 
medical  care.  Recognized  state  medical  leaders 
presented  suggested  positive  recommendations  to 
the  problems  of  access  which  were  printed  in  bro- 
chure form  and  approved  by  the  Executive  Coun- 
cil of  the  North  Carolina  Medical  Society.  These 
recommendations  were  publicly  made  available 
by  the  Chairman  in  a  letter  to  the  Editor  of  the 
News  and  Observer  in  the  face  of  then  current 
criticism  as  evidence  of  medicine's  concern  and 
determination  to  improve  accessibility  of  medical 
care. 

Conducted  a  Conference  for  Medical  Leadership 
on  Access  to  Health  Care  on  January  26-27, 
1973,  in  Pinehurst  with  a  total  registration  of  214 
including  125  physicians  in  attendance.  The 
Woman's  Auxiliary  held  their  Midwinter  Officers 
Conference  concurrently,  but  scheduled  so  as  to 
also  encourage  participation  in  the  Leadership 
Conference.  The  brochure  on  Access  to  Health 
Care  served  as  the  chief  resource  information  for 
the  Conference. 

Continued  the  previous  policy  of  distributing 
MEDICAL  NEWS  and  TODAY'S  HEALTH  to 
the  Governor,  members  of  the  Council  of  State, 
Supreme  and  Superior  Court  Judges  and  members 
of  the  North  Carolina  General  Assembly. 
Continued  the  project  to  distribute  monthly  health 
news  tips  to  the  new  media  on  a  variety  of  season- 
ally adjusted  health  education  tips  as  prepared  by 
members  Elizabeth  Kanof,  M.D.,  and  William 
Burch,  M.D. 

Initiated  a  resolution  in  support  of  efforts  by  the 
North  Carolina  Health  Council  to  better  utilize 
the  "Teachable  Moments"  in  patient  education 
in  the  practitioners'  offices. 

Prepared,  with  the  help  of  staff,  a  brochure  to 
inform  medical  students  about  the  North  Carolina 
Medical  Society. 
Recommended  establishing  a  practice  of  sending 
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the  names  of  North  Carolina  Medical  Society  of- 
ficers and  committee  chairmen  and  current  presi- 
dents of  specialty  medical  societies  to  the  Gover- 
nor's office.  Office  of  Division  of  Health  Affairs, 
Office  of  Comprehensive  Health  Care  and  De- 
partment of  Social  Services,  etc.,  on  a  routine 
yearly  basis. 

Planned  a  followup  meeting  of  the  Public  Rela- 
tions Committee  for  Sunday.  April  1,  1973,  at 
which  time  the  additional  topics  are  to  be  con- 
sidered: 

a.  approval  of  a  proposed  joint  statement  on 
Anatomical  Gifts  in  North  Carolina  to  be  pre- 
sented to  the  North  Carolina  Hospital  Associa- 
tion and  North  Carolina  Medical  Society  for 
consideration. 

b.  follow-up  of  recommendations  for  the  Confer- 
ence on  Access  to  Health  Care. 

Appreciation  is  expressed  to  the  members  of  the  Corn- 
it  mittee,  President  John  Glasson.  Mr.  William  N.  Hil- 
liard,  Mr.  Dan  I.  Mainer,  Mrs.  LaRue  King,  Mr.  Ste- 
jl'i  phen  Morrisette.  Mr.  Gene  Sauls  and  Miss  Pat  Paynter 
and  the  other  members  of  the  Headquarters  Staff  for 
the  help  they  have  given  in  the  performance  of  the  ac- 
tivities of  the  Public  Relations  Committee.  The  Chair- 
man is  indebted  to  these  fine  folks  for  the  program  of 
this  Committee. 

John  L.  McCain,  M.D.,  Chairman 


COMMITTEE  ON  RADIATION 

The  problem  of  diagnostic  irritation  is  due  to  many 
factors,  namely;  too  many  examinations  are  being  re- 
quested; medico-legal  aspects;  especially  in  the  emer- 
gency room;  X-ray  facilities  in  doctors'  offices,  outside 
those  of  orthopaedists;  urologists;  and  radiologists.  New 
state  and  federal  regulations  for  diagnostic  units  will  up 
the  cost  of  doing  X-ray  examinations. 

W.  C.  Sternbergh,  M.D.,  Chairman 


REGIONAL  MEDICAL  PROGRAM  ADVISORY 
GROUP 

No  report. 


COMMITTEE  ADVISORY  TO  STUDENT 
AMA  CHAPTERS  IN  NORTH  CAROLINA 

At  the  Committee  Conclave,  September  30.  1972 
plans  were  made  to  increase  student  membership  in  the 
Society.  It  was  noted  by  student  members  that  the  cur- 
rent requirement  of  membership  in  a  national  organi- 
zation (SAMA)  being  a  prerequisite  for  N.  C.  Medical 
Society  membership  was  somewhat  irregular.  Usually  the 
opposite  requirement  exists.  It  was  recommended  that 
the  Executive  Council  be  made  aware  of  this  and  that 
changes  be  made  in  the  constitution  and  by-laws  to  de- 
lete the  requirement  of  SAMA  membership. 

The  Chairman  met  with  student  representatives  of 
UNC.  Duke  and  Bowman  Gray  to  formulate  plans  for 
the  May  meeting  of  the  Society. 

It  was  recommended  to  the  Council  on  Review  and 
Development  that  this  Committee  be  restructured.  Three 
senior  members  and  three  student  members  would  be 
an  optimal  number.  Also  that  the  name  of  the  Commit- 


tee be  changed  to  correctly  indicate  its  duty — i.e.,  Com- 
mittee Advisory  to  Student  Members. 

It  is  clear  that  there  is  great  interest  among  the  medi- 
cal students  in  becoming  members  of  the  Society.  They 
wish  to  actively  participate  and  are  genuinely  interested 
in  making  a  contribution  to  the  Society. 

Oscar  L.  Sapp,  III,  M.D.,  Chairman 


COMMITTEE  ON  RELATIVE  VALUE  STUDY 

The  new  Relative  Value  Schedule  for  the  Medical  So- 
ciety is  in  the  final  stages  of  compilation.  The  new  Rela- 
tive Value  Schedule  will  be  based  on  the  American  Medi- 
cal Association  Current  Procedural  Terminology  and 
will  utilize  the  same  coding  system  and  the  same  nomen- 
clature. 

Through  the  cooperation  of  the  various  specialty 
groups  in  the  State  of  North  Carolina.  Relative  Value 
Units  have  been  determined  for  each  procedure  and 
will  be  assigned  to  the  specific  procedure  in  the  Current 
Procedural  Terminology. 

This  will  result  in  a  Relative  Value  Schedule  accept- 
able locally  and  nationally  to  all  third  parties. 

There  has  been  some  minor  delay  in  assuming  that 
all  unit  values  are  realistic  and  represent  the  true  relative 
value  of  an  individual  procedure. 

The  Relative  Value  Committee  has  also  been  active  in 
responding  to  various  questions  and  problems  from  both 
the  clinicians  and  the  carriers. 

The  chairman  would  like  to  thank  the  members  of 
the  Medical  Society  and  others  for  the  cooperation,  sug- 
gestions, and  help  in  these  very  important  matters  in  this 
most  difficult  time. 

Arthur  E.  Davis.  Jr.,  M.D.,  Chairman 


COMMITTEE  ON  RETIREMENT  SAVINGS  PLAN 

The  Retirement  Savings  Plan  Committee  is  pleased  to 
present  its  1972  annual  report  for  compilation  in  the 
record.  During  1972  there  was  no  change  made  in  the 
membership  of  the  committee  and  a  committee  meeting 
was  held  at  the  conclave  at  Mid  Pines  in  September. 

At  the  meeting  in  September  a  number  of  items  were 
considered  including  a  report  by  trust  officers  of  the 
Trustee,  Wachovia  Bank  &  Trust  Company,  which  man- 
ages the  NORTH  CAROLINA  MEDICAL  RETIRE- 
MENT SAVINGS  PLAN  for  us. 

Also,  the  committee  interviewed  representatives  of  the 
First-Citizens  Bank  and  Trust  Company  and  the  Branch 
Bank  and  Trust  Company  regarding  their  trust  opera- 
tions in  order  that  lines  of  communication  be  estab- 
lished in  case  a  successor  trustee  would  be  necessary  at 
a  future  date. 

During  the  vear  participants  in  the  NORTH  CARO- 
LINA MEDICAL  RETIREMENT  SAVINGS  PLAN 
were  required  to  file  two  new  Forms  with  the  IRS. 
These  were  Form  4848  and  Form  4849  and  there  was 
considerable  confusion  surrounding  filing  these  new  re- 
ports. At  this  time  it  is  understood  that  beginning  in  1973 
that  sole  proprietors  participating  in  the  PLAN  win  not 
be  required  to  file  a  Form  4849  but  will  be  required 
to  file  a  revised  Form  4848  which  should  be  somewhat 
simpler.  Participants  have  all  been  notified  concerning 
these  proposed  changes. 

The  Trustee  has  supplied  participants  in  the  program 
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with  quarterly  statements  showing  their  contributions 
and  the  value  of  their  funds  in  the  PLAN.  As  mentioned 
before  approximately  95%  of  the  participants  are  de- 
positing monies  in  the  Stock  Fund  and  during  the  year 
participants  deposited  approximately  $17,000  in  the  In- 
sured Fund  managed  by  Minnesota  Mutual  Life  Insur- 
ance Company. 

The  Chairman  visited  the  offices  of  the  Trustee  in 
January  1973  to  review  the  1972  operations  and  received 
an  annual  summary  at  that  time.  Of  interest  were  the  ob- 
servations that  the  Stock  Fund  passed  the  $2,000,000.00 
mark  during  the  year  and  the  total  market  value  on 
12/31/72  was  $2,206,222.81  as  compared  with  $1,- 
636,475.46  on  12/31/71.  This  amount  included  contri- 
butions of  $316,000.00  and  appreciation  in  assets  of 
around  $236,000.00  during  the  year. 

In  the  fall  of  1972  a  business  reply  card  was  included 
with  the  Public  Relations  Bulletin  sent  to  each  member. 
A  number  of  members  used  this  card  to  contact  the 
Trustee  to  obtain  more  information  concerning  the 
NORTH  CAROLINA  MEDICAL  RETIREMENT 
SAVINGS  PLAN  and  a  number  of  new  participants 
were  enrolled  during  the  last  quarter  of  the  year. 

As  in  the  past,  over  one  third  of  the  deposits  made 
into  the  PLAN  occurred  during  the  month  of  December 
and  since  these  funds  were  not  available  for  investment 
throughout  the  entire  year,  the  yield  on  total  investments 
does  not  represent  a  true  whole  year  performance  on  all 
the  value. 

Several  observations  were  noted  through  the  year: 

1.  There  was  one  bulk  distribution  of  equity  due  to  the 
unfortunate  death  of  one  of  the  participants. 

2.  There  were  a  smaller  number  of  terminations  of 
employees  from  the  PLAN  due  to  termination  of  em- 
ployment. 

3.  The  PLAN  still  only  has  two  physicians  who  are 
receiving  retirement  benefits  from  the  fund. 

4.  There  has  been  an  increase  in  voluntary  contribu- 
tions made  by  participants  in  the  PLAN. 

5.  There  was  an  appreciation  of  15.89%  in  partici- 
pants equity  and  this  includes  one  third  of  the  contribu- 
tions which  were  made  during  the  last  month  and  not 
available  for  investment  through  the  entire  year. 

6.  There  has  been  a  considerable  turnover  of  person- 
nel in  the  Trust  Department  of  Wachovia  and  new  faces 
are  having  to  be  dealt  with  in  our  operation. 

7.  Some  of  the  branch  offices  of  the  Trustee  seem  to 
be  more  agressive  than  others  in  providing  self-employed 
physicians  with  material  and  information  concerning  our 
PLAN. 

8.  It  appears  necessary  to  keep  contact  with  the  mem- 
bership from  time  to  time  and  provide  them  with  infor- 
mation and  opportunity  to  obtain  material  and  to  enroll 
in  this  PLAN. 

9.  The  impact  of  incorporation  of  physicians  and  their 
withdrawal  from  our  PLAN  during  1972  was  not  as 
great  as  that  in  the  previous  years. 

10.  Congress  did  not  increase  the  amount  of  tax  de- 
ferred funds  which  may  be  put  into  Keogh  plans.  It  re- 
mains at  $2,500.00  maximum  while  earlier  in  the  year 
there  was  some  indication  that  Congress  might  increase 
the  amount  to  $7,500.00. 

11.  The  Committee  is  not  aware  that  there  is  any  ac- 
tivity in  Congress  at  the  present  time  which  would  in- 
crease the  amount  to  be  tax  deferred. 

12.  The  unit  value  of  funds  in  the  Stock  Plan  was 


$15.95  on  12/31/72.  In  other  words.  $10.00  deposited 

when  the  PLAN  started  was  worth  $15.95  on  that  date. 

Jesse  Caldwell.  M.D.,  Chairman 


COMMITTEE  ON  SCIENTIFIC  AWARDS 

Following  the  Annual  Meeting  of  the  North  Carolina 
Medical  Society  in  May  1972,  the  scientific  papers  se- 
lected by  the  various  specialty  sections  were  secured  and 
distributed  to  the  members  of  the  Committee  on  Scien- 
tific Awards.  On  September  27.  1972.  at  Mid  Pines,  this 
committee  met.  At  this  meeting  the  following  selections 
for  awards  were  made. 

1.  Moore  County  Medical  Society  Award — "Current 
Concepts  in  the  Management  of  Abdominal  Aortic 
Aneurysms,"  by  Dr.  Donald  C.  Mullen 

2.  Cooper  Memorial  Award  by  the  Wake  County 
Medical  Society — "Train  Your  Own  Assistant,"  by 
Dr.  John  McCain 

At  the  request  of  the  Gaston  County  Medical  Society, 
the  presentation  of  the  Gaston  County  Award  was  dis- 
continued. 

The  Committee  felt  it  wise  for  the  Executive  Council 
of  the  North  Carolina  Medical  Society  to  be  aware  that 
from  the  fourteen  Society  sections  only  five  sections  sub- 
mitted papers  to  be  considered  for  scientific  awards.  This 
year  only  six  papers  were  submitted  and  three  of  these 
are  from  one  section.  This  is  indeed  discouraging,  and 
the  Committee  felt  that  some  changes  should  be  made. 
The  Committee  makes  the  following  seven  recommenda- 
tions: 

1.  Sections  no  longer  be  requested  to  submit  papers 
for  scientific  awards. 

2.  General  Session  should  have  a  central  theme  for 
each  Annual  Meeting  with  topics  selected  of  gen- 
eral interest  to  all  physicians  in  North  Carolina. 

3.  Sections  be  encouraged  to  develop  audio-visual 
programs  for  the  benefit  of  their  individual  spe- 
cialty, if  they  so  desire. 

4.  All  papers  presented  before  the  General  Session  be 
eligible  for  the  scientific  awards. 

5.  The  Awards  Committee  may  seek  advice  and  coun- 
sel of  physicians  particularly  qualified  on  the  sub- 
ject matter  to  be  judged. 

6.  All  presentations  at  the  General  Session  should  be 
tape  recorded  for  the  benefit  of  the  Committee  on 
Scientific  Awards. 

7.  The  offer  of  the  Durham-Orange  County  Medical 
Society  for  the  presentation  of  an  award  for  the 
outstanding  paper  presented  by  a  medical  student 
or  house  officer  be  accepted.  It  is  recommended 
that  details  be  worked  out  so  that  this  award  will 
be  made  at  the  Annual  Meeting  of  the  North  Caro- 
lina Medical  Society  in  1974  or  as  soon  thereafter 
as  feasible. 

The  Committee  is  fully  cognizant  that  any  changes 
that  will  be  made  in  the  format  of  the  presentation  of 
scientific  awards  could  not  occur  before  the  Annual 
Meeting  in  1974. 

F.  M.  Simmons  Patterson,  M.D.,  Chairman 
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COMMITTEE  ON  SCIENTIFIC  EXHIBITS 

The  Committee  on  Scientific  Exhibits  has  proceeded, 
in  its  previously  established  mode,  to  solicit,  procure  and 
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onfirm  educational  scientific  exhibits  for  the  119th  An- 
imal Meeting  of  the  North  Carolina  Medical  Society, 
May  19-23.  1973. 

The  committee  met  at  the  Committee  Conclave  on 
>eptember  29.  1972  and  was  attended  by  five  mem- 
iers.  Certain  changes  in  the  production  and  distribution 
l)f  the  Newsletter  were  made.  Judges  for  the  1973 
scientific  exhibits  were  appointed  as  follows: 

Robert  G.  Brame.  M.D. 
George  M.  Bullard.  M.D. 
Gloria  F.  Graham.  M.D. 

Because  of  the  limitation  of  available  space,  it  was  de- 
cided to  delay  acceptance  of  organizational  exhibits  un- 
til after  the  closing  date  for  application  of  research  ex- 
hibits. 

Members  of  the  committee  attended  the  "Joint  Meet- 
ng"  of  the  Annual  Convention  Commission  and  partici- 
pated in  its  deliberations. 

Josephine  E.  Newell,  M.D.,  Chairman 


COMMITTEE  ON  SOCIAL  SERVICE  PROGRAMS 


With  the  termination  of  the  fiscal  intermediary  con- 
ract  between  the  Department  of  Social   Services  and 

lue  Cross,  a  problem  arose  as  to  peer  review  in  Medi- 
caid cases.  This  problem  was  resolved  for  this  year,  at 
least,  by  the  Blue  Cross  Committee  agreeing  to  continue 
to  serve  in  a  peer  review  function  for  Medicaid,  at  least 
on  a  temporary  basis. 

The  announced  strict  enforcement  of  utilization  re- 
view in  all  of  the  nursing  homes  has  caused  quite  a 
scare.  HEW  has  threatened  to  cut  off  funds  if  any  nurs- 
ing homes  are  found  to  be  in  anything  less  than  100% 
compliance  with  regulations.  This  committee  submitted  a 
resolution  to  the  Executive  Council  of  the  State  Society 
and  it  was  passed  on  to  the  American  Medical  Associa- 
tion and  to  our  representatives  in  Congress  urging  HEW 
to  relax  its  stand  on  the  matter. 

The  contract  between  the  Department  of  Social  Ser- 
vices of  the  State  of  North  Carolina  and  Paid  Prescrip- 
tions has  necessitated  the  formation  of  a  utilization  and 
peer  review  plan  for  pharmacists.  This  has  been  set  up 
by  dividing  the  state  into  four  districts  and  setting  up 
committees  composed  of  pharmacists  and  physicians  for 
this  purpose. 

The  Department  of  Social  Services  has  requested  a 
recommendation  regarding  payment  for  influenza  vac- 
cine and  the  committee  has  urged  payment  for  these  im- 
munizations in  the  elderly  and  chronically  ill. 

J.  S.  Mitchener,  Jr.,  M.D..  Chairman 


AD  HOC  COMMITTEE  ON  CONSTITUTION  & 
BYLAWS  REVISION 

The  Committee  has  made  no  progress  in  rewriting  the 
constitution  and  bylaws.  Part  of  the  delay  has  been  due 
to  concern  with  committee  structure  and  function  and 
how  it  should  be  incorporated  in  the  bylaws.  The  Com- 
mittee will  continue  work  on  the  project. 

Louis  Shaffner,  M.D.,  Chairman 


THE  NORTH  CAROLINA  MEDICAL  CARE 
COMMISSION 

Report  on  Activities  for  the  Calendar  Year  Ending 

December  31,  1972 

Medical  Facility  Planning  and  Construction 

During  1972,  34  medical  projects  were  underway  cost- 
ing $133  million  —  representing  23  hospital  facilities 
providing  1,500  additional  beds  to  the  State.  1  nursing 
home,  1  public  health  center.  5  mental  health  centers, 
3  facilities  for  the  mentally  retarded,  and  1  rehabilita- 
tion facility.  In  addition  to  these,  the  Commission  has 
been  readying  during  the  year  7  other  health  facility 
projects,  estimated  to  cost  $36  million,  that  can  start 
when  Federal  appropriations  are  released.  NORTH 
CAROLINA  RANKS  SECOND  AMONG  ALL  THE 
STATES  IN  THE  NUMBER  OF  HEALTH  FACILITY 
PROJECTS  CONSTRUCTED  UNDER  THE  HILL- 
BURTON  ACT. 

Scholarships  for  Medical  and  Related  Health  Studies 

Recipients  of  the  Commission's  educational  loans 
agree  upon  completion  of  their  training  to  repay  their 
loans  by  one  calendar  year  of  service  for  each  year  they 
received  funds.  A  shortage  of  funds  caused  the  number 
of  applications  approved  in  1972  to  decrease  57%  from 
1971  (appropriations  for  the  1971-1973  biennium  were 
$500,000  short  of  the  total  requested).  Of  the  145  re- 
cipients entering  the  program  in  1972,  17  are  medical 
students,  and  48  are  in  nursing.  A  total  of  486  students 
enrolled  in  medical  and  related  courses  are  now  sup- 
ported by  the  Commission.  An  additional  122  are  in  de- 
ferred status  ( postgraduate  training,  military  service  or 
sick  leave)  providing  a  potential  health  manpower  con- 
tribution of  608  recipients.  During  1972.  206  loan  re- 
cipients were  added  to  practice  categories  in  North 
Carolina. 

Hospital  Licensure,  Medicare  Certification,  and 
Certificate  of  Need 

During  the  year.  155  hospitals  involving  22.000  beds 
were  licensed  as  meeting  the  Commission's  standards  for 
patient  care  and  safety.  Many  of  these  received  con- 
sultation by  the  Commission  to  help  them  retain  eligi- 
bility to  admit  patients  under  the  Medicare  and  Medi- 
caid programs.  The  number  of  hospitals  complying  with 
Federal  criteria  represents  97%  of  the  total  in  operation. 

The  Commission  reviewed  a  total  of  33  applications 
for  Certificates  of  Need  during  1972.  Fourteen  applica- 
tions were  issued,  involving  530  additional  beds  and  745 
replacement  beds  for  general  hospitals  as  well  as  175 
additional  long-term  care  beds.  The  cost  of  approved 
construction  would  total  an  estimated  $51.5  million. 
Ten  Certificate  of  Need  applications  were  pending  as  of 
December  31.  1972. 

Economic  Stabilization  Program 

Appointed  by  the  Governor  as  the  State  Advisory 
Board  for  North  Carolina  during  Phase  II  of  the  Eco- 
nomic Stabilization  Program,  the  Commission  reviewed 
requests  from  hospitals  and  nursing  homes  for  increases 
in  charges  in  excess  of  limitations  set  forth  in  Price 
Commission  regulations.  The  Commission  acted  on  26 
applications  for  exceptions  in  1972.  approving  19  of 
these  requests.  J.  Street  Brewer,  M.D. 

John  F.  Lynch,  Jr.,  M.D. 

Hugh  F.  McManus.  Jr..  M.D. 

Mr.  I.  O.  Wilkerson,  Jr.,  Executive  Secretary 
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Executive  Council 
Summary  of  Minutes  of  Meetings  of  the  Executive  Council 

NOTE:  As  recommended  by  the  Finance  Committee,  the  Executive  Council  authorized  that  just  the  salient  actions  of , 
the  Executive  Council  will  be  reported  in  brief  form. 

The  verbatim  transcript  of  the  Executive  Council  minutes  are  on  file  in  the  Headquarters  Office  and  may  be 
reviewed  or  pertinent  portions  excerpted  on  request. 


FALL  EXECUTIVE  COUNCIL  MEETING 

October  1,  1972 


(Morning  Session) 

— The  Fall  Meeting  of  the  Executive  Council  con- 
vened at  9:10  a.m.  in  the  Meeting  House  of  the  Mid 
Pines  Club.  Southern  Pines,  N.  C.  President  John  Glas- 
son,  presiding. 

— First  Vice  President,  Dr.  Frank  Reynolds,  gave  the 
invocation,  following  which  Dr.  Glasson  recognized 
new  Councilors  in  attendance,  the  Secretary  Dr.  E.  Har- 
vey Estes,  Jr.,  declared  a  quorum.  Mrs.  Martha  Cald- 
well, the  Corresponding  Secretary  for  the  Auxiliary  to 
the  North  Carolina  Medical  Society  representing  the 
President  Mrs.  Torben  Seear,  presented  a  brief  report  on 
Auxiliary  projects  and  accomplishments. 

— Dr.  T.  Tilghman  Herring,  Chairman.  Committee  on 
Finance,  presented  the  proposed  budget  for  1973.  It  was 
adopted  by  the  Council.  See  separate  REPORT  A  — 
REPORT  OF  THE  EXECUTIVE  COUNCIL,  Page  64, 
HOUSE  OF  DELEGATES,  May  20,  1973. 

— Dr.  Herring  reported  that  the  Society  now  has 
given  another  option  on  the  Society's  Highway  70  prop- 
erty, with  the  sale  price  agreed  on  being  the  Society's 
asking  price. 

— Dr.  Joseph  J.  Combs,  Secretary,  Board  of  Medical 
Examiners,  reported  as  information  that  the  North  Caro- 
lina Board  of  Nursing  and  the  North  Carolina  Board  of 
Medical  Examiners  had  held  a  joint  meeting  to  consider 
the  extended  role  of  the  nurse  in  keeping  with  the 
Resolution  No.  5  approved  by  the  House  of  Delegates 
at  the  1972  meeting  requesting  that  the  two  Boards 
meet  together  in  order  to  develop  a  workable  plan  and 
draw  up  rules  and  regulations  to  cover  such  situations. 

— The  Executive  Council  approved  the  suggestion  that 
Mr.  John  H.  Anderson  attend  a  special  workshop  of 
Legal  Counsels  for  State  Medical  Societies  as  a  repre- 
sentative of  both  the  State  Society  and  the  Board  of 
Medical  Examiners. 

— Reporting  for  the  Council  on  Review  and  De- 
velopment. Dr.  Louis  Shaffner,  recommended  and  the 
Council  approved  that  the  budget  item  for  personnel  be 
considered  by  the  Committee  on  Personnel  and  Head- 
quarters Operation  and  then  sent  to  the  Committee  on 
Finance  for  their  approval  and  modification  if  they 
thought  necessary  before  it  is  passed  on  to  the  Council. 

— The  Council  on  Review  and  Development  recom- 
mended and  the  Executive  Council  approved  the  recom- 
mendation that  the  FKecutive  Council  instruct  the  Com- 
mittee on  Constitution  and  Bylaws  to  phase  out  the 
Committee  on  Negotiations.  See  separate  REPORT  B 
—REPORT  OF  THE  COMMITTEE  ON  CONSTITU- 
TION AND  BYLAWS,  page  68,  HOUSE  OF  DELE- 
GATES. May  20.  1973. 
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— The  Council  on  Review  and  Development  recom- 
mended and  the  Executive  Council  approved  the  recom 
mendation  that  it  consider  expanding  the  Committee 
on  Legislation  to  include  an  overall  chairman,  two  sub- 
committees each  chaired  by  a  vice-chairman,  one  sub 
committee  to  concern  itself  primarily  with  national  legis- 
lation and  that  the  adhoc  Committee  on  Constitution 
and  Bylaws  consider  whether  or  not  any  change  is 
needed  to  accomplish  this  recommendation. 

— The  Executive  Council  also  approved  the  recom- 
mendation of  the  Council  on  Review  and  Development 
that  the  Commissioner  of  the  Annual  Convention  Com- 
mission maintain  liaison  between  the  committee  chair- 
man with  that  commission  in  preparing  for  annual  ses- 
sions and  that  such  liaison  in  part  be  maintained  to  in-  :orD:.L 
elude  one  conjoint  meeting  with  all  chairmen  involved  in  anal 
with  the  annual  sessions.  I  -Dr. 

— The  Chairman  of  the  ad  hoc  Committee  to  Exploreltelaik 
Relationships   of   Physicians'   Assistants,    Dr.   John   W.  io;ome 
Watson,  recommended  with  Executive  Council  approval  *mbiyo 
that  the  North  Carolina  Medical  Society  invite  mem- 
bers of  the  North  Carolina  Academy  of  Physicians  As- 
sociates to  its  scientific  meeting  and  that  it  help  the      ji,. 
Physician  Assistants  in   any  way  it  can  in  their  con- 
tinuing education.   Another  recommendation  from   the 
ad  hoc  Committee,  that  the  Society  consider  appointing 
a  committee  to  work  with  all  the  paramedical  groups 
including  the  Physicians'  Assistants  was  referred  to  the 
Committee  of  Physicians  on  Nursing  for  its  considera- 
tion. 

— Approval  was  given  to  the  North  Carolina  Medical 
Society  being  listed  as  a  co-sponsor  along  with  the  South 
Carolina  Medical  Association  and  the  North  Carolina 
and  South  Carolina  Hospital  Associations  of  a  Trust- 
ees, Administrators,  and  Physicians  Institute  planned 
by  the  Joint  Commission  on  Accreditation  of  Hospitals 
to  be  held  in  Myrtle  Beach,  S.  C,  April  27-29,  1973. 

— A  motion  was  passed  that  the  Society  be  repre- 
sented at  the  scheduled  Southeastern  Regional  Seminar 
on  price  stabilization  problems  for  the  health  industry 
to  be  held  in  Miami,  Fla.,  October  31 -November  1, 
1972. 

— The  Executive  Council  appointed  Dr.  A.  J.  Cop- 
pridge  of  Durham  and  Dr.  Charles  A.  Hoffman.  Jr., 
of  Fayetteville  to  serve  on  the  Committee  on  Blue 
Shield  representing  the  new  Section  on  Urology.  The 
length  of  their  respective  terms  to  be  decided  by  the 
Committee  on  Blue  Shield  in  keeping  with  its  require- 
ments of  staggered  terms,  with  Dr.  Coppridge  to  serve 
the  shorter  and  that  Dr.  Hoffman  serve  for  the  longer 
term. 
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— The  Executive  Council  appointed  Dr.  Sherwood  W. 
tarefoot  of  Greensboro  to  fill  the  unexpired  term  of 
)r.  Harry  Van  Velsor  on  the  Committee  on  Blue  Shield, 
epresenting  the  Section  on  Dermatology,  resulting  from 
)r.  Van  Velsor's  resignation. 

-The  Executive  Council  appointed  Dr.  W.  Boyd 
)wen  of  Waynesville  to  fill  the  unexpired  term  of  Dr. 
)avid  L.  Whitaker  on  the  Committee  on  Blue  Shield, 
epresenting  the  Section  on  Family  Physicians,  resulting 
rom  Dr.  Whitaker's  resignation. 

-A  Resolution  in  Memory  of  the  late  Dr.  Robert 
erry  Crouch,  a  former  member  of  the  Council,  was 
dopted  by  the  Executive  Council  as  all  members  stood 
or  a  moment  in  respectful  silence. 

-On  matters  dealing  with  special  requests  or  prob- 

ems  of  membership:    the  Executive  Council   (1)    ap- 

"  >roved  a  motion  that  a  specific  member  not  be  per- 

nitted  to  deduct  the  subscription  price  of  the  North 

Tarolina  Medical  Journal  from  his  regular  membership 

lues  and  that  the  member  should  pay  the  dues  estab- 

ished   by   the   Society,    if   he   wished    to   continue   his 

nembership;  (2)   took  an  action  to  the  effect  that  the 

ncome   requirements   for  qualification  as   an  Affiliate 

Member  be  waived  for  Dr.  Alexander  Spock  and  that 

he  be  made  an  affiliate  member  for  one  year  while  he 

is  on  a  sabbatical  in  Sweden;  (3)  Society  dues  for  Dr. 

August  B.  Chidester  of  Hendersonville  be  waived  for  a 

period  of  three  years;  and  (4)   waived  the  income  re- 

as  fluirements   for   qualification   as   an   Affiliate   Member 

:  Ifor  Dr.  Liam  Daly  of  Dundurran,  Dublin  and  accorded 

a  rhim  an  affiliate  membership. 

— Dr.  H.  David  Bruton.  Chairman,  Committee  on 
,:  |Legislation  presented  a  brief  summary  of  matters  likely 
11  ;to  come  before  the  1973  North  Carolina  General  As- 
■,-;  isembly  of  interest  to  the  State  Medical  Society. 

(Afternoon  Session) 

— The  Executive  Council  approved  a  recommendation 
of  the  Committee  on  Professional  Insurance  that  a  ques- 
tionnaire concerning  Workmen's  Compensation  Insur- 
ance, proposed  by  the  Dodson  Insurance  Group  be 
mailed  to  the  membership  at  no  expense  to  the  Society. 

— Acceptance  was  voted  for  a  proposed  increase  in 
premiums  of  the  St.  Paul  Insurance  Company  liability 
insurance,  based  on  the  recommendation  of  the  Com- 
mittee on  Professional  Insurance,  as  being  justified. 

— The  Committee  on  Maternal  Health  made  three 
recommendations  as  reported  by  Dr.  Mary  Margaret 
McLeod,  with  all  three  being  approved  by  the  Executive 
Council:  (  1  )  that  the  position  taken  in  the  May  1972 
House  of  Delegates  be  supported  in  principle  concern- 
ing liberalization  of  Abortion  Law  G.  S.  14-45.1  making 
abortion  a  matter  of  private  concern  between  a  patient 
and  her  physician  and  does  not  approve  or  support  the 
subsequent  revision  of  the  proposal  which  includes  the 
requirement  of  a  husband's  signature  for  an  abortion: 
(2)  discontinue  the  monthly  perinatal  mortality  report 
furnished  by  the  State  Board  of  Health  in  the  North 
Carolina  Medical  Journal;  and  (3)  remove  from  the 
North  Carolina  Medical  Journal  the  monthly  map 
indicating  maternal  mortality  locations. 

— The  Committee  on  Chronic  Illness  recommended 
and  the  Executive  Council  approved  supporting  the 
continuance  of  the  multi-phasic  screening  program  con- 
ducted by  the  State  Board  of  Health. 

— The   Executive   Council   accepted   a  recommenda- 


tion from  the  Committee  on  Chronic  Illness  regarding 
Preventive  Use  of  Isoniazid  as  a  public  health  measure. 
See  separate  REPORT  C— REPORT  OF  THE  EXECU- 
TIVE COUNCIL,  page  69.  HOUSE  OF  DELEGATES, 
May  20,  1973. 

— The  Committee  on  Mental  Health  recommended 
and  the  Executive  Council  approved  a  resolution  to  be 
forwarded  to  the  AMA  House  of  Delegates  recommend- 
ing that  health  insurance  should  include  provisions  that 
benefits  for  hospitalization  and  treatment  of  acute  men- 
tal illness  be  identical  to  those  provided  for  somatic 
illness. 

— The  Executive  Council  approved  in  principle  sev- 
eral recommendations  of  the  Committee  on  Drug  Abuse 
as  follows:  (1)  that  at  least  one  major  drug  abuse 
treatment  program  be  developed  to  provide  backup  re- 
sources to  community  programs:  (2)  that  President 
Glasson  include  in  his  President's  Newsletter  statutory 
reporting  requirements  of  persons  dependent  on  drugs 
to  be  made  to  the  Director  of  the  North  Carolina  Drug 
Authority;  (3)  that  the  Drug  Authority  be  urged  to 
coordinate  the  attack  on  the  drug  problem  with  efforts 
toward  early  disposition  of  cases  with  the  court  system. 
the  bar  association  and  other  appropriate  agencies  to 
the  end  that  drug  abusers  will  be  dealt  with  promptly 
and  effectively:  (4)  that  money  be  allocated  for  the 
distribution  of  a  monograph  entitled  "Physicians'  Ref- 
erence on  Drug  Laws  and  Treatment";  and  (5)  that 
the  State  Medical  Society  approves  of  the  proposal  that 
funds  be  appropriated  in  the  Department  of  Mental 
Health  or  the  North  Carolina  Drug  Authority  for  the 
dissemination  of  drug  abuse  information  to  physicians 
and  other  interested  persons  across  the  state  by  news- 
letter or  most  appropriate  means. 

— The  Committee  on  Child  Health  and  Infectious 
Diseases  recommended  that  efforts  should  be  undertaken 
to  get  the  upcoming  State  Legislature  to  modify  the 
General  Statutes  whereby  the  State  Board  of  Health 
would  be  given  the  authority  to  state  what  immuniza- 
tions are  required  in  schools  for  attendance  and  also 
permit  a  probation  period  during  which  children  who 
have  not  fully  met  the  requirements  of  the  law  be  per- 
mitted to  attend  school  while  having  their  immuniza- 
tions completed.  The  Executive  Council  referred  the 
matter  to  the  Committee  on  Legislation. 

— The  Committee  on  Child  Health  and  Infectious 
Diseases  recommended  and  the  Executive  Council  ap- 
proved endorsing  the  position  taken  by  the  American 
Academy  of  Pediatrics  and  the  U.  S.  Public  Health 
Service  on  the  elimination  of  routine  smallpox  vaccina- 
tions. 

— A  recommendation  by  the  Committee  on  Child 
Health  suggesting  that  a  state  law  be  provided  that  any 
health  insurance  policy  that  covers  a  family  must  also 
cover  the  infant  from  birth  was  referred  to  the  Insur- 
ance Industry  Committee. 

— The  Executive  Council  approved  a  motion  referring 
to  the  appropriate  committees  or  committee  of  the  So- 
ciety, a  recommendation  of  the  Committee  on  Child 
Health  and  Infectious  Diseases  that  the  Executive  Coun- 
cil look  into  ways  of  cooperating  with  the  Department 
of  Motor  Vehicles  and  the  Department  of  Public  In- 
struction to  improve  bicycle  safety  in  schools  and  the 
improvement  of  sides  of  highways  for  the  safety  and 
lives  of  children  and  adults. 

— The  Executive  Council  approved  a  recommenda- 
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tion  from  the  Committee  on  Child  Health  and  In- 
fectious Diseases  that  the  North  Carolina  Medical  So- 
ciety encourage  the  Department  of  Public  Instruction 
and  the  Department  of  Health  to  make  a  realistic  ap- 
praisal of  the  status  of  school  health  programming  in 
the  State  of  North  Carolina. 

— Dr.  lohn  L.  McCain,  reporting  for  the  Committee 
on  Eye  Care  and  Eye  Bank  reported  on  three  actions 
by  the  Committee  which  recommended  that  they  go  to 
the  Governor's  Committee  on  Title  XIX  and  the  State 
Board  of  Social  Services.  All  three  recommendations 
were  endorsed  by  the  Executive  Council  as  follows: 
( 1 )  Endorse  the  statement  by  the  ad  hoc  Committee 
on  Eye  and  Learning  Disability:  (2)  adopt  the  guide- 
lines for  provisions  of  optical  services  to  North  Caro- 
lina recipients  under  Title  XIX  as  amended;  and  (3) 
charges  for  professional  services  by  optometric  diagnos- 
tic and  ancillary  procedures.  No.  5851,  No.  5853,  No. 
5855,  No.  5884.  No.  5886  and  No.  5890  are  all  in- 
cluded in  North  Carolina  Relative  Value  No.  5401  and 
fees  allowed  for  apparently  similar  services  in  excess 
of  this  are  excessive. 

—The  Executive  Council  endorsed  the  recommenda- 
tion of  the  Committee  Liaison  to  the  North  Carolina 
Pharmaceutical  Association  in  opposition  to  a  proposal 
by  the  Board  of  Narcotic  and  Dangerous  Drugs  re- 
quest that  the  F.D.A.  consider  the  limitation  to  pre- 
scription sale  of  currently  exempt  preparations  contain- 
ing morphine,  codiene,  dihydrocodiene  and  ethymor- 
phine  for  cough  syrups. 

— The  Committee  on  Public  Relations  recommended 
support  for  several  recommendations  of  the  North  Caro- 
lina Eye  and  Human  Tissue  Bank,  with  the  Executive 
Council  giving  its  approval  to  the  following:  (1)  that 
the  North  Carolina  Hospital  Association  be  asked  to 
provide  space  on  the  admitting  form  to  indicate  when  a 
patient  is  an  anatomical  donor:  (2)  the  North  Carolina 
Division  of  Motor  Vehicles  be  asked  to  stamp  the  infor- 
mation about  anatomical  donor  on  the  back  of  each 
new  driver's  license  as  it  is  issued  and  before  it  is  lami- 
nated; and  (3)  refer  to  the  Committee  on  Blue  Shield  a 
request  to  ask  the  North  Carolina  Blue  Cross  and  Blue 
Shield.  Inc.,  to  consider  payment  for  the  removal  of 
donor  tissue. 

The  Recommendations  by  the  Committee  on  Pub- 
lic Relations  from  the  "Conference  on  Access  to  Medi- 
cal Care"  held  September  9-10,  1972,  were  presented  to 
and  approved  by  the  Executive  Council.  See  Separate 
REPORT  D  —  REPORT  OF  THE  EXECUTIVE 
COUNCIL,  page  69.  HOUSE  OF  DELEGATES  May 
20.  1973. 

— The  Executive  Council  approved  a  draft  as  sub- 
mitted of  an  Emergency  Medical  Service  Radio  System 
submitted  by  the  Committee  on  Disaster  and  Emer- 
gency Medical  Care.  The  plan  is  a  hospital  two-way 
radio  communications  plan  in  cooperation  with  other 
related  health  agencies  in  North  Carolina. 

— Approval  was  given  by  the  Executive  Council  to 
three  of  four  recommendations  from  the  Committee  on 
Community  Medical  Care  relative  to  health  education 
concerning  venereal  diseases.  See  separate  REPORT  E 
—REPORT  OF  THE  EXECUTIVE  COUNCIL,  page 
71,  HOUSE  OF  DELEGATES.  May  20.   1973. 

— The  Committee  on  Community  Medical  Care  rec- 
ommended, and  the  Executive  Council  approved,  that 
the   medical  schools  provide  for  increased  community 
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involvement  by  requiring  that  all  medical  students  spend 
at  least  four  weeks  of  their  medical  education  in  a  com- 
munity practice  setting.  See  separate  REPORT  F — 
REPORT  OF  THE  EXECUTIVE  COUNCIL,  page  71, 
HOUSE  OF  DELEGATES,  May  20,  1973. 

— The  Executive  Council  approved  a  recommendation 
from  the  Committee  on  Community  Medical  Care  that 
community  practice  physicians  be  included  on  the  Ad- 
mitting Committees  or  Boards  of  the  medical  schools, 
See  separate  REPORT  G— REPORT  OF  THE  EX- 
ECUTIVE COUNCIL,  page  72.  HOUSE  OF  DELE 
GATES,  May  20,  1973. 

— The  Executive  Council  approved  a  "Statement  of 
Understanding"  proposed  by  the  Insurance  Industry 
Committee  for  use  in  physicians  offices  on  an  optional 
basis. 

— Approval  was  given  by  the  Executive  Council  for 
efforts  being  made  by  the  Insurance  Industry  Com- 
mittee to  change  the  wording  on  certain  Part  "B"  un- 
assigned  claim  forms  where  the  words  now  used  are 
"more  than  the  allowable  charges"  the  suggested  words 
could  be  "This  payment  does  not  necessarily  cover  the 
physician's  entire  fee"  which  is  in  use  in  the  State  of 
Florida. 

— The  Executive  Council  approved  a  resolution  from 
the  Committee  to  Work  with  the  North  Carolina  In- 
dustrial Commission  to  the  effect  that  all  necessary 
steps  be  taken  to  cause  usual,  customary,  and  reason- 
able be  used  by  the  Industrial  Commission  as  the  basis  Ljn oi the 
for  the  determination  of  payments  of  physicians'  charges  i^ 
in  Workmen's  Compensation  cases. 

— On  recommendation  of  the  Committee  on  Hospital 
and  Professional   Relations,  the  Executive  Council  ap-  fe 
proved  in  principle,  the  request  of  the  North  Carolina  ti  elect 
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Society  of  Internal  Medicine  to  study  methods  of  im- 
proving medical  records  and  that  the  North  Carolina 
Medical  Society  and  the  North  Carolina  Hospital  As- 
sociation should  in  consultation,  form  a  committee  to 
study  and  demonstrate  solutions  to  this  problem. 

— The  Committee  on  Hospital  and  Professional  Re- 
lations recommended  a  statement  of  policy,  approved  |  eci 
by  the  Executive  Council,  as  follows:  that  the  North  j 
Carolina  Medical  Society  feels  that  the  question  of  man- 
ning emergency  rooms  in  community  hospitals  varies 
so  widely  that  we  do  not  feel  that  we  can  set  up  any 
standards.  If  any  problems  arise  between  staff  and  ad- 
ministration, the  Medical  Society  would  like  to  offer 
its  help  in  solving  these  situations. 

— It  was  reported  as  information,  that  it  was  the 
consensus  of  the  Committee  on  Hospital  and  Profes- 
sional Relations  that  there  be  no  joint  Hospital.  Trust- 
ees. Administrators  and  Medical  Staff  Conference  this 
year  held  in  conjunction  with  the  North  Carolina  Medi- 
cal Society  Officers'  Conference. 

— The  Committee  on  Physical  and  Vocational  Re- 
habilitation nominated  and  the  Executive  Council  en- 
dorsed Dr.  Stanley  S.  Atkins  of  Asheville  to  be  recom- 
mended to  the  Governor's  Committee  on  Employment  of 
the  Handicapped  as  "Physician  of  the  Year." 

— Dr.  losephine  E.  Newell,  for  the  Committee  on 
Scientific  Awards  presented  seven  recommendations, 
adopted  by  the  Executive  Council,  relating  to  submis- 
sion of  papers  for  scientific  awards  and  to  having  a 
general  theme  for  each  Annual  Meeting.  See  separate 
REPORT    H    —    REPORT    OF    THE    EXECUTIVE 
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3UNCIL.  page  72.  HOUSE  OF  DELEGATES.  May 
>,  1973. 

— The  Committee  on  Arrangements  recommended, 
d  the  Executive  Council  endorsed,  investigation  of  the 
issibility  that  the  business  affairs  normally  conducted 
i  Sunday  afternoon  be  drastically  abbreviated,  so  that 
her  activities  can  be  begun  at  mid-afternoon.  Ref- 
ence  Committees  were  suggested  as  one  alternate. 

Dr.  Roy  S.  Bigham.  for  the  Committee  on  Ar- 
iives  of  History  recommended,  and  the  Executive 
Ditncil  approved.  (  1  )  that  no  action  be  taken  on  the 
atter  of  publication  of  additional  materials  which  were 
leted  from  "The  History  of  Medicine  in  North 
arolina"  until  after  publication  of  The  History,  and 
'.)  that  some  method  be  made  available  for  the  pres- 
vation  of  manuscripts  not  used  in  The  History  through 
e  Medical  Society  Headquarters  office,  if  the  author  so 
i;sires. 

The   Committee   on   Cancer   requests   through   the 
^ecutive  Council  that  the  North  Carolina  Medical  So- 
ty  approve  the  concept  of  an  anti-quackery  cancer 
for   the   State   of  North   Carolina   in   conjunction 
th  the  Governor's  Cancer  Commission,  the  American 
ncer  Society,  and  the  State  Board  of  Health. 
— The  Executive  Council  also  approved  the  recom- 
endation  from  the  Committee  on  Cancer  that  the  Ex- 
;utive  Council  approve  the  principle  of  the  four  year 
merican  Cancer  Society  Uterine  Cancer  Control  Pro- 
am  to  be  implemented  by  the  North  Carolina  Divi- 
n  of  the  American  Cancer  Society  to  reach  all  women 
ver  twenty  years  of  age  for  a  screening  test. 
I  — The  Executive  Council  approved  a  recommendation 
lorn  the  Committee  on  Constitution  and  Bylaws  that 
:te  phrase  "except  that  the  Student  Member  section  shall 
ot  elect  any  delegates"  not  be  included  in  a  proposed 
hange  to  the  Bylaws.  The  feeling  was  expressed  that 
would  not  be  appropriate  to  handle  the  Student  Mem- 
sr  Section  any  differently  from  any  other  constitution- 
iily  established  section   in   the   State   Medical   Society. 
— Approval  was  given  to  the  recommendations  of  the 
ommittee   on   Constitution   and   Bylaws  listing  which 
Decialty  sections  various  members  be  permitted  to  vote 
Dr  the  Section  Delegate  when  their  specialty  is  not  pri- 
larily  identified  with  one  of  the  specialty  sections. 
— The   Executive  Council   approved   the   recommen- 
ation  from  the  Committee  on  Medical  Education,  that 
le  resolution  presented  to  the  House  of  Delegates  by 
le  Craven-Pamlico  County  Medical  Society  (Resolution 
— 1972)    and  referred  to  the  Committee  on  Medical 
education  be  resolved  by  the  following  resolution:  RE- 
OLVED.  that  the  North  Carolina  Medical  Society  go 


on  record  as  supporting  a  strong  continuing  education 
program  for  its  members  in  order  to  assure  optimum 
physician  performance  but  that  this  program  not  be 
compulsory. 

— The  proposal  of  the  Committee  Advisory  to  Stu- 
dent American  Medical  Association  regarding  a  special 
function  at  the  Annual  Meeting  was  referred  to  the 
Committee  on  Arrangements  for  handling. 

— Dr.  George  W.  Paschal.  Jr..  reporting  for  the  Com- 
mittee on  Comprehenisve  Health  Service  Planning,  rec- 
ommended and  the  Executive  Council  approved  the 
recommendation  that  as  a  statewide  policy  to  coordinate 
the  input  from  the  medical  societies  that  the  regional 
comprehensive  health  planning  councils  be  urged  to 
consider  appointing  to  their  council  and  executive  com- 
mittee the  physician  representing  that  region  on  the 
Comprehensive  Health  Planning  Committee  of  the 
North  Carolina  Medical  Society. 

— Approval  was  given  to  the  recommendation  from 
the  Committee  on  Comprehensive  Health  Service  Plan- 
ning that  Dr.  O.  Norris  Smith  be  designated  as  the 
representative  to  the  Piedmont  Triad  Regional  Com- 
prehensive Heahh  Planning  Council. 

— The  Executive  Council  approved  the  recommenda- 
tion from  the  Committee  on  Comprehensive  Health 
Service  Planning  that  the  Executive  Council  ask  the 
Governor  to  give  more  representation  by  physicians  on 
the  Governor's  Council  on  Comprehensive  Health  Plan- 
ning Services.  Dr.  John  A.  McLeod.  Jr.,  of  Asheville 
was  recommended  as  a  name  to  be  offered  in  nomina- 
tion. 

— The  Executive  Council  approved  a  recommendation 
from  the  Committee  on  Social  Service  Programs  that 
the  Executive  Council  of  the  North  Carolina  Medical 
Society  make  representation  to  the  appropriate  mem- 
bers of  congress  our  concern  about  the  impending  en- 
forcement of  federal  regulations  regarding  extended  care 
nursing  homes  be  deferred  from  definitive  action  which 
would  possibly  result  in  decertification  under  Title  XIX 
our  nursing  homes  in  North  Carolina,  and  that  the 
resolution  be  sent  to  the  AMA. 

— The  Committee  on  Peer  Review  recommended  and 
the  Executive  Council  approved  that  a  Foundation  for 
Medical  Peer  Review  for  quality  control  be  estab- 
lished. See  separate  REPORT  I  —  REPORT  OF  THE 
EXECUTIVE  COUNCIL,  page  72.  HOUSE  OF  DELE- 
GATES. May  20.  1973. 

— The  Executive  Council  appointed  Dr.  James  E. 
Davis  to  fill  the  unexpired  term  of  the  late  Dr.  Rob- 
ert P.  Crouch  on  the  Board  of  Trustees  of  the  North 
Carolina  Blue  Cross  and  Blue  Shield.  Inc. 


MIDWINTER  EXECUTIVE  COUNCIL  MEETING 

January  28,  1973 


(Morning   Session) 

— The  Mid-Winter  Meeting  of  the  Executive  Coun- 
il  convened  at  9:06  a.m.  in  the  South  Room  of  The 
Tarolina.  Pinehurst.  N.  C  President  John  Glasson  pre- 
iding.  Second  Vice  President  Harry  H.  Summerlin  de- 
ivered  the  invocation,  and  Secretary  E.  Harvey  Estes 
declared  a  quorum. 

— President  Glasson  requested  the  respective  Coun- 
ilors  to  keep  themselves  informed  on  the  development 


of  the  implementation  of  the  PSRO  law  or  regulations 
as  they  come  out,  and  to  volunteer  their  help  to  the 
respective  county  societies  in  their  districts. 

— Dr.  John  Robert  Kernodle.  of  Burlington,  ad- 
dressed the  Executive  Council  briefly  on  the  current 
status  of  PSRO  and  introduced  Dr.  James  H.  Sammons 
of  Texas,  Vice  Chairman  of  the  AMA  Board  of  Trust- 
ees. Dr.  Sammons  spoke  to  the  Council  about  the  need 
for  unitv  in  medical  organizations  for  the  future  wel- 
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fare  of  the  profession  and  about  current  efforts  of  the 
AMA  to  upgrade  both  communication  efforts  and  the 
scientific  publications. 

— Dr.  T.  Tilghman  Herring,  reporting  for  the  Com- 
mittee on  Finance  presented  the  Audit  for  the  1972 
calendar  year  and  also  reported  that  the  holder  of  the 
option  to  purchase  the  Medical  Society  property  on 
Highway  70  had  exercised  the  option  to  purchase  with 
the  sale  of  the  land  being  closed  on  December  20,  1972, 
which  included  a  down  payment  and  the  Society  hold- 
ing a  mortgage  for  the  remainder  to  be  amortized  over 
the  next  ten  years.  On  motion  duly  made  and  seconded 
the  Executive  Council  resolved  that  the  sale  of  the 
property  on  U.S.  Highway  70  in  Wake  County  on  the 
terms  as  reported  by  the  Finance  Committee  and  as 
shown  in  the  note  in  deed  of  trust  securing  that  note 
be  approved  and  ratified. 

— The  Executive  Council  approved  a  Committee  on 
Finance  recommendation  that  the  Society  build  up  a  re- 
serve fund  up  to  a  one  year's  operating  fund  by  setting 
aside  certain  monies.  See  separate  REPORT  J  —  RE- 
PORT OF  THE  EXECUTIVE  COUNCIL,  page  73, 
HOUSE  OF  DELEGATES,  May  20.  1973. 

— The  Committee  on  Peer  Review  recommended  and 
the  Executive  Council  approved  acceptance  of  the  Ar- 
ticles of  Incorporation  for  the  North  Carolina  Medical 
Peer  Review  Foundation,  Inc.,  and  directed  the 
Medical  Society  Legal  Counsel  to  take  the  steps  to  in- 
corporate under  the  General  Statutes  of  North  Caro- 
lina. Five  incorporators  were  approved  and  the  initial 
Board  of  Directors  was  constituted.  See  separate  RE- 
PORT I  —  REPORT  OF  THE  EXECUTIVE  COUN- 
CIL, page  72.  HOUSE  OF  DELEGATES,  May  20, 
1973. 

— Dr.  H.  David  Bruton.  Chairman.  Committee  on 
Legislation  reported  briefly  to  the  Executive  Council  on 
the  status  of  various  measures  either  before  the  1973 
General  Assembly  or  likely  to  be  presented  in  the  cur- 
rent session.  He  also  announced  as  information  that  the 
Society  would  host  a  reception  for  the  General  Assem- 
bly on  Thursday  evening,  February  22,  1973. 

— Dr.  Louis  deS.  Shaffner,  reported  for  the  Com- 
mittee on  Mediation,  the  findings  and  opinions  in  their 
review  of  the  practice  patterns  of  three  cases  referred 
to  the  committee. 

— Dr.  David  G.  Welton.  reporting  for  the  Joint  Con- 
ference Committee  on  Medical  Care  presented  the  Ex- 
ecutive Council  with  a  copy  of  the  report  of  the  Report 
of  the  Subcommittee  on  Medical  Students  and  Man- 
power, North  Carolina  Joint  Conference  Committee 
on  Medical  Care.  The  report  had  been  approved  by  the 
full  Joint  Conference  Committee  prior  to  its  submission 
to  the  North  Carolina  Medical  Society.  He  stated  that 
the  report  represented  an  earnest,  diligent  and  sustained 
attempt  to  answer  the  questions  posed  in  the  Lincoln 
County  Medical  Society  Resolution  (Res.  No.  1  — 
1971).  The  original  resolution  specified  that  the  study 
be   made   and   circulated  to  each   member  of  the  So- 


ciety for  their  information,  thus  its  printing  in  the  March 
issue  of  the  North  Carolina  Medical  Journal.  See 
separate  REPORT  K  —  REPORT  OF  THE  EXECU- 
TIVE COUNCIL,  page  74,  HOUSE  OF  DELEGATES, 

May  20.  1973. 

— Dr.  Charles  E.  Llewellyn,  for  the  Committee  on 
Mental  Health  presented  a  Report  of  Combined  Com- 
mittee to  Recommend  Guidelines  for  Provisision  of 
Psychiatric  Services  to  Medicaid  Eligible  Clients  in 
North  Carolina.  The  Executive  Council  approved  the 
recommendations  in  the  report. 

(Afternoon  Session) 

— Dr.  Josephine  E.  Newell.  Chairman,  Annual  Con- 
vention Commission  reported  that  in  response  to  a  rec- 
ommendation of  the  Council  on  Review  and  Develop- 
ment a  joint  meeting  of  the  committees  under  the  An- 
nual Convention  Commission  was  held  on  January  7, 
1973.  A  summary  of  the  observations  and  recommen- 
dations dealing  with  the  Annual  Meeting  and  with  Con- 
tinuing Education  was  presented  and  approved  by  the 
Executive  Council  for  submission  to  the  House  of  Dele- 
gates. See  separate  REPORT  L  —  REPORT  OF  THE 
EXECUTIVE  COUNCIL,  page  8  I .  HOUSE  OF  DELE- 
GATES, May  20.  1973. 

— On  the  recommendation  of  the  Committee  on 
Disaster  and  Emergency  Medical  Care,  presented  by  Dr. 
George  W.  Paschal.  Jr.,  for  the  Chairman.  Dr.  George 
Watson,  the  Executive  Council  endorsed  in  principle  the 
objectives  of  the  Emergency  Medical  Services  Task 
Force  for  North  Carolina. 

— The  Executive  Council  approved  that  County  Medi- 
cal Societies  could,  if  they  so  desired,  elect  a  student 
member  of  the  County  and  State  Medical  Society  as  one 
of  their  regular  delegates. 

— Dr.  Ernest  B.  Spangler,  Chairman.  Committee  to 
Work  with  North  Carolina  Industrial  Commission  pre- 
sented a  motion  on  behalf  of  his  committee  to  the  ef- 
fect that  the  Society  employ  immediately  legal  and  other 
counsel  to  ascertain  the  most  expedient  way  to  cause 
the  Industrial  Commission  to  implement  the  usual, 
customary  and  reasonable  method  of  payment  to  the 
physicians  in  North  Carolina.  By  substitute  motion,  the 
Executive  Council  referred  the  matter  back  to  the  Com- 
mittee to  Work  with  the  North  Carolina  Industrial  Com- 
mission with  assurance  of  any  legal  help  that  they  need 
in  making  the  determination. 

— Dr.  John  L.  McCain  reported  as  information  that 
the  North  Carolina  State  Department  of  Social  Services 
has  turned  over  the  administration  of  its  Drug  Program 
for  Medicaid  recipients  to  the  Paid  Prescriptions.  Inc., 
organization.  One  feature  of  the  process  will  be  the  es- 
tablishment across  the  State  of  four  regional  drug  utili- 
zation review  committees  consisting  of  four  pharmacists 
and  one  physician.  Operation  of  the  program  was  pre- 
sented earlier  in  the  month  to  the  Medical  Society  Com- 
mittee Liaison  to  the  Pharmaceutical  Association  and  the 
Society  President  had  been  asked  to  help  in  the  selec- 
tion of  the  physician   member  of  the  review  team. 
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May  6,  1973 


(Morning  Session) 


— The   Annual    Meeting   of   the    Executive    Council 
onvened  at  approximately  9:00  a.m.  in  the  Executive 

ouncil  Room  of  the  Medical  Society  Building.  Raleigh, 
<.C,    President    John    Glasson    presiding.    Secretary 
Harvey  Estes  called  the  roll  and  declared  a  quorum 
)resent.  following  which,  Speaker  of  the  House  of  Dele- 
gates. James  E.  Davis,  gave  the  invocation. 

— The  Council  reviewed  the  lettered  reports  "A" 
hrough  "L"  as  contained  in  the  delegates  kits  which 
tre  for  referral  to  the  House  of  Delegates,  all  having 
seen  developed  on  the  basis  of  previous  Council  ac- 
ions. 

-Approval  was  given  to  a  Committee  on  Constitu- 
ion  and  Bylaws  suggestion  presented  by  Dr.  Henry  J. 
Carr,  Jr.,  for  the  Committee,  that  a  revision  of  the  Con- 
titution  and  Bylaws  be  drafted  changing  the  Student 

embership  qualification  requirement  so  that  a  student 

ember  not  be  required  to  belong  to  the  Student  Ameri- 
can Medical  Association  in  order  to  become  a  member 
of  the  State  Society. 

— Dr.  H.  David  Bruton.  Chairman,  Committee  on 
Legislation  reported  on  current  status  of  various  mea- 
sures before  the  1973  General  Assembly.  The  Executive 
Council  approved  a  motion  that  the  Committee  on  Leg- 
islation be  encouraged  to  explore  the  possibility  of  the 
General  Assembly  extending  an  invitation  for  the  North 
Carolina  Medical  Society  to  organize  a  "Doctor  of  the 
Day"  program  for  the  Legislature  and  to  implement 
such  a  program  if  so  invited.  Dr.  Bruton  reported  that 
of  2.100  bills  introduced  in  this  session  of  the  Legisla- 
ture, some  185  were  of  interest  or  important  to  the 
medical  profession. 

— The  Council  reviewed  the  numbered  Resolutions 
1-10,  and  approved  that  they  be  accepted  for  referral 
to  the  House  of  Delegates  as  presented. 

— Received  as  information  a  report,  presented  by  Dr. 
Charles  W.  Styron  for  the  Wake  County  Medical  So- 
ciety, on  the  proposed  services  and  development  of  the 
Wake  County  Health  Services,  Inc.,  a  community  health 
clinic  to  begin  operation  in  Raleigh  and  surrounding 
communities  of  the  county  in  the  near  future. 

— The  Committee  on  Nominations  requested  the  Ex- 
ecutive Council  make  an  interpretation  as  to  what  length 
of  term  present  members  of  the  Committee  on  Nomi- 
nations may  be  re-elected  to  under  the  new  provisions 
of  the  Bylaws  which,  in  1973.  begins  a  system  of  stag- 
gered terms  on  the  Committee.  The  question  was  raised 
by  the  Committee  since  the  change  in  the  Bylaws  ef- 
fecting the  staggered  terms  did  not  deal  with  any  rela- 
tionship between  the  old  system  of  limitation  to  two 
consecutive  one-year  terms  and  the  new  system  of  one 
three-year  term.  Upon  consideration,  the  Executive 
Council  interpreted  the  Bylaws  to  permit  all  present 
members  of  the  Committee  on  Nominations  to  be  elig- 
ible in  1973  for  election  to  whatever  length  term  is 
specified  in  the  Bylaws  for  their  appropriate  District, 
irrespective  of  previous  service  on  the  Committee. 

— On  the  recommendation  of  the  Committee  on  Pub- 
lic Relations,  the  Executive  Council  approved  a  State- 
ment of  Policy.  "Donation  of  Human  Tissue  for  Trans- 
plantation" proposed  as  a  joint  statement  by  the  North 


Carolina  Medical  Society  and  the  North  Carolina  Hos- 
pital Association.  See  separate  REPORT  M  —  RE- 
PORT OF  THE  EXECUTIVE  COUNCIL,  page  83, 
HOUSE  OF  DELEGATES,  May  20.  1973. 

— The  Executive  Council  approved  an  Affiliate  Mem- 
bership for  Dr.  Judith  Ann  Wynnemer  (wife  of  Dr. 
Murray  K.  Seidel ) .  of  Wilmington. 

— Nominees  for  the  North  Carolina  MedPac  Board  of 
Directors  were  received  and  the  following  were  elected: 

Edgar  T.  Beddingfield,  Jr.,  M.D. 

Wilburn  Oscar  Brazil.  M.D. 

Kenneth  P.  Carlson,  M.D. 

James  E.  Davis,  M.D. 

John  T.  Dees,  M.D. 

J.  A.  Fleetwood,  M.D. 

John  H.  Hall.  M.D. 

William  F.  Hollister,  M.D. 

Archie  T.  Johnson.  M.D. 

Ernest  W.  Larkin,  M.D. 

Robert  C.  Moffatt,  M.D. 

Charles  P.  Nicholson,  M.D. 

L.   Harvey   Robertson,  Sr..   M.D. 

Torben  Seear,  M.D. 

Robert  H.  Shackleford,  M.D. 

Louis  deS.  Shaffner,  M.D. 

T.  Lacy  Stallings,  M.D. 

Charles  W.  Tillett.  M.D. 

D.  E.  Ward,  Jr.,  M.D. 

Robert  Lee  West,  M.D. 

John  Henry  Early  Woltz,  M.D. 

AUXILIARY 

Peggy  Crutchfield  (Mrs.  A.  J.) 
Turid  Seear  (Mrs.  Torben) 
Edna  Hoffman  (Mrs.  Charles  A.) 

— The  Executive  Council  approved  the  use  of  the 
American  Medical  Association  List  of  Designated  Speci- 
alty Codes  for  use  in  the  Special  Membership  Roster 
with  the  addition  of  some  specialty  codes  previously 
used  in  the  North  Carolina  Membership  Roster  and  not 
included  in  the  AMA  list. 

— A  Wilson  County  Medical  Society  Resolution  re- 
garding Specialty  Examining  Board  Member  nomina- 
tion machinery  was  accepted  as  information  and  re- 
ferred to  the  North  Carolina  Delegates  to  the  American 
Medical  Association  without  instructions  thereby  leav- 
ing the  matter  to  the  AMA  Delegates'  discretion,  com- 
pletely uni.nstructed.  There  was  sentiment  expressed  that 
the  intent  of  the  Resolution  was  good,  but  because  the 
Association  of  Specialty  Boards  is  an  independent,  free 
standing  group  the  AMA  does  not  control  it  even  though 
the  AMA  has  representation  on  the  Association  Gov- 
erning Body.  It  was  thought  that  some  revision  of  the 
resolves  of  the  Resolution  would  be  appropriate. 

— The  Executive  Council  approved  a  recommendation 
from  the  Committee  on  Public  Relations  that  the  1974 
Conference  for  Medical  Leadership  be  held  in  the 
Medical  Society  Building  and  a  Raleigh  Motel.  Febru- 
ary 1-2.  1974,  instead  of  the  previously  scheduled  dates 
of  January  25-26,  1974,  in  Pinehurst. 

— Approval  was  given  to  the  Committee  on  Public 
Relations  recommendation  that  the  Medical  Societv  rec- 
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ommend  that  the  Governor  sponsor  a  meeting  on  Health  tive  Council  approved  a  Resolution  of  Appreciation  for     ilii 

Education  of  the  Public  in  North  Carolina.  the  fine  job  done  by  Dr.  Glasson  during  his  year  as 

—A  recommendation  from  the  Committee  on  Public  President,  since  this  was  the  last  meeting  of  the  Coun- 

Relations   to  approve   in   concept   the  proposed   health  cil  over  which  President  Glasson  would  preside.  Where- 

education  program  of  Health  Care  Information,  Inc.,  of  upon  the  membership  of  the  Council  gave  Dr.  Glas- 

Winston-Salem  was  tabled  until  a  later  date.  son  a  round  of  applause. 

— Dr.  E.  Thomas  Marshburn  moved  and  the  E.xecu-  IltieFir 

ithCai 
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SUNDAY  AFTERNOON  SESSION 

May  20,  1973 


,  The  First  Meeting  of  the  House  of  Delegates  of  the 
lorth  Carolina  Medical  Society  convened  at  two-fifteen 
'clock  in  the  Cardinal  Ballroom  of  The  Carolina  Ho- 
:1,  Pinehurst,  North  Carolina,  Dr.  John  Glasson.  Presi- 
ent  of  the  Society,  presiding. 

PRESIDENT  GLASSON:  The  House  of  Delegates 
f  the  North  Carolina  Medical  Society  will  please  come 
)  order. 

I  now  declare  the  first  session  of  the  House  of  Dele- 
ates  of  the  North  Carolina  Medical  Society  convened. 
it  this  time,  it  is  my  privilege  to  present  my  friend,  my 
ersonal  surgeon,  and  your  able  Speaker,  Dr.  James 
)avis  of  Durham! 

DR.  JAMES  E.  DAVIS  (Speaker,  House  of  Dele- 
ates,  North  Carolina  Medical  Society) :  Thank  you.  Dr. 
ilasson. 

We  extend  a  very  cordial  welcome  to  all  our  visitors 
his  afternoon  and  especially  to  those  of  you  who  have 
Dined  us  to  help  us  memorialize  those  members  of  our 
■ociety  who  have  deceased  since  our  last  Annual  Meet- 
rig. 

To  lead  us  in  these  services,  I  now  recognize  the 
Chairman  of  the  Memorial  Committee.  Dr.  Otis  Duck. 

MEMORIAL  SERVICE 

DR.  W.  OTIS  DUCK  [Chairman.  Committee  on 
Memorial  Services] :  Mr.  Speaker.  Members  of  the 
-louse  of  Delegates,  Ladies  and  Gentlemen: 

This  is  always  a  very  solemn  occasion  and  one  which 
ieserves  a  great  deal  of  dignity. 

At  this  time,  it  is  my  privilege  to  introduce  to  you 
vlonsignor  John  A.  Brown  who  is  Pastor  of  the  Sacred 
'Heart  Catholic  Church  here  in  Pinehurst. 

Monsignor  Brown  will  first  give  the  invocation  for  this 
meeting  and  following  that  he  will  immediately  give  the 
:ulogy  address  for  those  of  our  colleagues  who  are  de- 
parted. 

I  MONSIGNOR  JOHN  A.  BROWN  [Pastor,  Sacred 
Irieart  Catholic  Church,  Pinehurst,  North  Carolina! : 
Let  us  all  stand,  please! 

In  the  name  of  the  Father,  and  the  Son,  and  the  Holy 
Spirit,  Amen. 

O,  Heavenly  Father,  we  recognize  our  full  depen- 
dence upon  you  and  we  realize  that  we  can  do  nothing 
of  value  without  your  gracious  assistance  and  with  this 
in  mind,  we  ask  you  to  bless  our  leaders  and  all  gathered 
here  this  afternoon. 

Bless  all  our  brothers  who,  for  various  reasons,  could 
not  be  with  us.  Bless  these  and  our  families  so  that  work- 
ing all  together  with  you  hand  in  hand  we  may  continue 
to  serve  our  fellow  men  through  service  to  our  com- 
munities, through  Christ  our  Lord,  Amen. 

God  bless  you  all. 

Please  be  seated. 

My  dear  doctors  and  friends,  this  is  certainly  a  great 
privilege  and  honor  for  me  to  be  here  this  afternoon 
to  talk  about  the  deceased  members. 

Since  we  all  have  human  hearts  death  is  always  a  time 
of  sadness.  It  is  aggravated  and  increased  when  death 


takes  a  member  of  our  family,  our  society  or  organi- 
zation, etcetera. 

Today,  then,  is  a  day  of  special  sorrow  for  we  bid 
farewell  to  all  our  departed  loved  ones,  good  citizens, 
men  dedicated  to  their  medical  profession  taking  care 
of  those  unable  to  take  care  of  themselves. 

The  most  high  gods,  the  scripture  says,  has  given 
knowledge  to  men  that  he  may  be  honored  in  his  won- 
ders. By  these  he  shall  cure  and  shall  calm  their  pains. 

Your  departed  loved  ones  practiced  the  medical  pro- 
fession amongst  you  for  many,  many  years  and  they 
cured  many  a  disease,  stopped  many  pains,  yet  though 
they  kept  death  away  from  many  thresholds  they  had  to 
succumb  to  death  themselves. 

Your  colleagues  who  prolonged  many  a  life  with 
he;ding  medicines,  but  finally  to  confess  in  being  thus 
thou  supply  the  medicines,  there  shall  be  no  cure  for 
thee. 

They  who  helped  many  others  to  an  old  age  had  to 
bow  to  the  power  of  death  in  the  prime  of  their  own 
life. 

For  God  made  not  death  neither  has  he  pleasure  in 
the  destruction  of  the  living,  for  God  created  all  things 
that  they  might  be  and  he  made  the  nations  of  the 
earth  for  health  and  there  is  no  poison  of  destruction 
in  them,  nor  kingdom  of  hell  upon  the  earth. 

For  justice  is  perpetual  and  also  immortal. 

But  they  sinned  and  through  sin  death  came  into  the 
world  for  the  wages  of  sin  is  death.  Wherefore  as  one 
man's  sin  entered  into  this  world  and  by  sin  death, 
so  death  passed  upon  all  man  in  whom  all  had  sinned. 

This  explains,  my  dear  doctors,  why  there  is  no  phy- 
sician in  this  world  able  to  cure  all  diseases,  able  to 
finally  defeat  death  inasmuch  as  he  cannot  remove  the 
cause  of  disease  and  death  which  is  sin. 

Fear  not,  explains  St.  Augustine,  all  by  diseases  shall 
be  cured.  They  are  powerful  but  thy  physician  in 
heaven  is  even  more  powerful. 

To  the  Almighty,  no  sickness  is  past  cure  and  for 
the  purpose  of  healing  mankind,  stricken  in  its  entirety 
with  the  disease  of  sin,  there  is  sent  to  earth  the  divine 
physician,  Jesus  Christ,  the  Son  of  God,  who  deliv- 
ered us  from  sin  by  his  death  on  the  cross  who  thus 
overcame  death  and  brought   us  life  and  immortality. 

Of  him.  the  prophet  Isaiah  foretold,  surely  he  has 
borne  our  infirmities  and  carried  our  sorrows,  but  he 
was  wounded  by  our  iniquities,  he  was  bruised  for  our 
sins,  the  chastisement  of  our  peace  was  upon  him  and 
by  his  bruises  we  are  healed. 

And,  Christ  says,  I  am  the  resurrection  and  the  life. 
He  that  believeth  in  me  although  he  shall  be  dead  shall 
live  and  everyone  that  liveth  and  believeth  in  me,  shall 
not  die  forever. 

And,  so.  my  dear  doctors,  our  departed  loved  ones 
were  an  honor  to  their  profession,  skillful  and  con- 
scientious but  even  greater  praise  for  them  is  the  tribute 
of  tears  devoted  to  their  memory  by  many  a  poor  man 
and  many  a  poor  woman  who  could  testify  to  the  kind- 
ness of  heart  of  these  aood  men. 
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May  their  souls  and  the  souls  of  all  the  faithfully 
departed  rest  in  peace. 

Amen. 

God  bless  you. 

SPEAKER  DAVIS:  Thank  you,  Monsignor  Brown. 
Dr.  Duck,  for  a  very  inspiring  and  meaingful  Memorial 
Service. 

We're  indebted  to  you. 

HOUSE  OF  DELEGATES 

I  would  now  like  to  present  to  you  your  very  capable, 
knowledgeable  and  most  efficient  Vice  Speaker,  a  man 
as  you  know  upon  whom  I  lean  heavily.  Dr.  Chalmers 
Carr.  I  also  take  pleasure  in  presenting  to  you  your 
President-elect,  Dr.  George  Gilbert!  The  Second  Vice 
President,  Dr.  Harry  H.  Summerlin.  Sr.  Your  First  Vice 
President,  Dr.  Frank  Reynolds!  Our  Secretary,  Dr.  Har- 
vey Estes!  (Whereupon  each  officer  stood  to  be  recog- 
nized as  he  was  introduced. ) 

And.  I  believe,  our  hard-working  and  long  suffering 
Executive  Director  is  in  the  back  of  the  room — Mr. 
Milliard,  will  you  please  raise  your  hand  as  we  recog- 
nize you? 

But  the  asisstant  to  our  hard-working  and  long  suffer- 
ing Executive  Director  is  seated  up  here,  Mrs.  LaRue 
King! 

Mr.  Hilliard  and  Mrs.  King,  in  recognizing  you,  we 
would  like  also  to  recognize  every  member  of  your  most 
efficient  headquarters  staff  and  we  hope  you  will  ex- 
press to  each  of  them  our  sincerest  appreciation  for  their 
continued  good  works.  We  thank  you. 

Dr.  Wilkerson,  is  the  report  from  the  Credentials 
Committee  in  order  and  available? 

DR.  CHARLES  B.  WILKERSON.  JR.  [Chairman, 
Credentials  Committee] :  Mr.  Speaker,  there  are  ap- 
proximately 150  men  registered. 

SPEAKER  DAVIS:  Approximately  150,  thank  you. 

The  bylaws  require  only  a  majority  of  those  regis- 
tered to  be  present  in  the  hall  to  perform  business,  so 
the  House  is  in  order  to  transact  business. 

As  you  know,  it  is  traditional  and  I  think  most  ap- 
propriate that  our  first  order  of  business  is  to  receive  the 
Presidential  Address. 

Our  President  this  year  is  a  man  who  has  worked 
long  and  effectively  in  many  capacities  in  this  Society. 
For  the  past  year,  his  commitment  and  his  dedication 
have  been  complete. 

This  fact  was  brought  home  to  me  recently  when 
one  of  his  residents  at  Watts  Hospital,  who  had  been 
on  his  service  for  a  few  weeks,  told  me  he  certainly 
would  like  to  meet  Dr.  Glasson!  [Laughter] 

Our  President  has  proved  himself  to  be  decisive,  thor- 
oughly conscientious  and  to  have  the  rare  talent  of  being 
willing  to  take  that  stand  that  he  believes  to  be  right 
regardless  of  how  popular  or  unpopular  that  position 
might  be. 

As  our  leader,  he  has  served  us.  has  served  the  entire 
profession  and  has  served  the  people  of  North  Carolina 
most  faithfully. 

As  our  spokesman,  he  has  spoken  clearly,  fairly  and 
firmly. 

It  is  indeed  a  pleasure  for  me  to  present  my  friend, 
my  trusted  colleague  and  your  President,  Dr.  John  Glas- 
son! 

( Whereupon  the  entire  assemblage  then  accorded 
President  Glasson  a  standing  ovation!) 
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PRESIDENT'S  MESSAGE 

PRESIDENT  GLASSON:  Thank  you,  Mr.  Speaker. 

Colleagues,  members,  and  delegates  to  the  North 
Carolina  Medical  Society.  This  House  of  Delegates,  as 
the  policy  making  and  governing  body  of  your  Society, 
represents  the  voice  of  all  categories  of  practicing  phy-  j;/ a  ton' 
sicians  in  the  state  of  North  Carolina.  While  it  claims  ie  jWP' 
as  members  a  large  majority  of  individual  practicing  (or  ih*  Pr 
physicians  and  continues  to  grow,  if  it  is  to  serve  best i  .elop*d by 
in  providing  medical  care  to  the  people  of  North  Caro-| jnendingt 
lina,  it  needs  the  membership,  the  support,  and  the  par- 1  The  Pro 
ticipation  of  all  North  Carolina  physicians,  whether  »  idenli 
they  be  in  practice  or  in  other  roles  such  as  teaching,  re- 1  spiuli  a 
search,  or  administration.  Ultimately,  the  effort  and  |  sr  of  ma 
work  of  all  physicians  should  be  aimed  at  the  delivery  |  jncept  h; 
of  medical  care  to  the  people  of  our  state  and  nation.  I  ne  in  Pe 
The  individual  physician's  role  may  place  him  in  a  po-Ule(orh 
sition  to  provide  direct  care  or  in  a  role  as  an  admin-  Hit  the  a; 
istrator,  an  educator,  or  in  research,  which,  though  in- ,  i diagnosti 
directly  involved  in  patient  care  is  nevertheless  of  equal.  Msedb 
importance.  jrther  cc 

None  of  us  must  forget  that  the  final  product  of  our  Commit 
work  must  be  better  medical  care  for  our  patients.  None  weave 
of  us  must  succumb  to  the  disunity  which  results  when,  Aspects  o 
for  instance,  physicians  working  in  the  Government,  in  jjnralion 
education,  and  in  practice  view  each  other  as  opposing  ,  Sport*  M 
forces  rather  than  as  physicians  dedicated  in  different  J  make  rea 
roles  to  a  common  purpose,  the  medical  care  of  the  »tw 
people  of  our  state  and  nation.  Jlsiicsfori 

I  would  commend  to  you  the  article  by  President- 
elect Russell  Roth  of  the  American  Medical  Association 
in  the  May  issue  of  the  new  socioeconomic  publication, 
Prism,  which  calls  on  medical  educators  and  medical 
schools  to  assess  the  balance  in  medical  schools  between 
the  pursuit  of  excellence  within  the  institution  and 
the  diffusion  of  that  excellence  widely  into  our  com- 1 
munity  hospitals  and  to  the  more  sparsely  populated 
areas  remote  from  our  centers  for  medical  education. 
The  lead  article  in  the  May  issue  also  tells  how  Grover, 
N.  C  attracted  a  team  of  two  primary  care  physicians. 

As  a  member  of  the  North  Carolina  Medical  Society 
and  of  the  American  Medical  Association,  the  individual 
physician  is  able  to  meet  medically  related  responsi- 
bility to  his  fellow  man  which  he  cannot  meet  as  an  in- 
dividual practicing  physican.  Some  of  these  responsi- 
bilities are  met  in  our  state  by  means  of  the  active  in- 
volvement of  the  many  able  committees  of  the  North 
Carolina  Medical  Society  as  they  relate  to  state  govern- 
ment, the  state  legislature,  and  the  many  other  organi- 
zations and  disciplines  representing  other  providers  of 
medical  care,  hospitals,  their  medical  staffs  and  third 
party  carriers. 

Among  the  largest,  most  active,  and  most  effective 
committees  of  the  North  Carolina  Medical  Society  has 
been  the  Insurance  Industry  Committee.  This  committee, 
under  the  able  chairmanship  of  Dr.  Bernard  Wansker, 
meets  regularly  with  insurance  industry  representatives 
headed  by  Mr.  George  Hider  and  Mr.  Larry  Mathews 
and  is  involved  with  the  adjudication  of  claims  involving 
commercial  insurance  carriers  and  the  Part  B  Medicare 
carrier.  This  committee  is  constantly  reviewing  its  role 
in  peer  review  and  claims  review,  particularly  as  related 
to  the  overall  peer  review  efforts  in  the  state  and  the 
changes  which  will  be  forthcoming  as  Public  Law  92- 
603  is  implemented  with  its  rather  specific  provisions 
for  professional  standards  review.  This  committee  along 
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/ith  the  Blue  Shield  Committee  is  having  to  concern 

,.self  frequently  with  the  problem  of  retrospective  denial 

f  the  patient  days  in  hospitals  and  extended  care  fa- 

ilities.  Denial  of  claims  for  hospital  benefits  after  the 

jact  in  the  Medicare  program  has  led  to  numerous  direct 

itizen  complaints  to  Congress.  These  complaints  and 

Ihe  attempt  to  prevent  such  problems  was  one  cause 

'or   the    professional    standards    review    provisions    de- 

"eloped  by  Senator  Bennett  and  his  staff  in  the  new  law 

amending  the  Social  Security  regulations. 

The  President's  Commission  on  Malpractice  has  fur- 
ther identified  retrospective  denial  of  patient  days  in 
lospitals  as  the  means  by  which  an  appreciable  num- 
ber of  malpractice  claims  have  been  generated.  This 
,-oncept  has  been  further  publicized  in  the  celebrated 
case  in  Pennsylvania  in  which  a  physician  was  held  li- 
able for  his  patient's  hospital  bill  because  of  the  fact 
:hat  the  applicable  Blue  Cross  policy  would  not  pay  for 
i  diagnostic  admission.  This  case,  as  you  know,  has  been 
Reversed  by  the  First  Appeals  Judge  but  is  still  awaiting 
further  court  action. 

Committees  which  have  been  actively  involved  with 
State  government  have  been  the  Committee  on  Medical 
Aspects  of  Sports  which  has  been  instrumental  in  the 
formation  of  a  Governor's  Advisory  Committee  on 
[Sports  Medicine,  an  organization  which  promises  to 
make  real  progress  in  providing  the  background  and 
knowhow  for  safer  participation  in  high  school  ath- 
letics for  North  Carolina's  athletes. 

Similarly,  the  Emergency  Medical  Care  Committee 
has  participated  actively  in  the  development  of  emer- 
gency medical  care  legislation  and  the  coordination  of 
emergency  medical  care  efforts  in  our  state,  both  as  to 
standardization  of  training  and  equipment  for  ambu- 
lance operators  and  coordination,  categorization,  and 
improvement  in  the  work  of  the  hospital  emergency 
rooms. 

The  Medico-Legal  Committee  has  recently  renewed 
liaison  with  the  North  Carolina  Bar  Association  in  re- 
vising and  re-publishing  the  Medico-Legal  Code  of  Eth- 
ics and  more  recently  addressing  such  problems  as  the 
upgrading  of  medical  care  facilities  for  the  jails  and 
prisons  of  North  Carolina. 

The  Committee  Advisory  to  the  North  Carolina  De- 
partment of  Motor  Vehicles  has  been  actively  involved 
in  efforts  to  improve  laws  aimed  at  more  effective  re- 
moval of  the  drunken  drivers  from  our  highways  as 
well  as  the  continuing  effort  which  they  carry  out  in 
providing  panels  for  the  evaluation  of  drivers  for  the 
possible  existence  of  physical  and  mental  disabilities 
which  would  impair  driving  ability. 

Medical  Society  representatives,  led  by  past-president 
Charles  Styron.  have  continued  active  liaison  with  the 
nurses'  profession  in  our  state,  with  regular  meetings 
of  the  liaison  committee  between  doctors  and  nurses, 
dealing  both  with  related  legislation  and  function  of 
nurses  in  their  expanded  role. 

The  Committee  on  Mental  Health  under  Dr.  Philip 
Nelson  has  also  been  exceptionally  active  this  year  in  ad- 
dressing itself  to  the  many  problems  concerning  both 
institutional  and  non-institutional  care  of  the  mentally 
ill  in  our  state. 

You  will  hear  from  Dr.  Beddingfield  in  more  detail 
about  the  many  activities  in  regard  to  the  development 
of  the  Peer  Review  Foundation  and  the  efforts  to 
qualify  this  organization  as  a  statewide  umbrella  PSRO 


organization  under  the  provisions  of  Public  Law  92- 
603. 

The  Committee  Advisory  to  the  Auxiliary  and  Ar- 
chives of  History  under  the  dedicated  leadership  of  past 
president.  Dr.  Roscoe  McMillan,  has  climaxed  many 
years  of  hard  work  in  now  publishing  the  fine  two- 
volume  history  of  medicine  in  North  Carolina. 

The  Committee  on  Relative  Value  Study  is  well  on 
its  way  to  compiling  and  publishing  a  revision  to  the 
1964  Relative  Value  Study  booklet  which  will  bring 
into  account  the  new  procedures  developed  since  this 
time  as  well  as  appropriate  revisions  in  coding  and  in 
relative  values  themselves.  Its  latest  addition  is  eagerly 
awaited  by  physicians  and  insurance  carriers  alike. 

Many  of  you  participate  as  members  of  national  spe- 
cialty organizations  and  of  organizations  of  educators  in 
the  same  kinds  of  activities.  If.  however,  these  efforts 
are  to  be  coordinated  and  brought  to  bear  in  an  effective 
manner  for  the  ultimate  benefit  of  our  patients — the 
public,  there  must  be  some  common  ground  from  which 
we  all  work,  and  I  submit  that  as  things  now  stand  that 
support  and  participation  in  the  North  Carolina  Medi- 
cal Society  and  the  A.  M.  A.  are  the  best  means  of  pro- 
viding this  necessary  unity. 

We  have  heard  rumblings  throughout  the  country 
and  even  to  some  extent  in  North  Carolina  of  the  move- 
ment for  doctors  to  become  unionized.  I  would  submit 
that  there  is  nothing  which  the  union  can  provide  an 
individual  physician  which  strong  participation  in  his 
state  and  national  medical  organizations  cannot  pro- 
vide. Unions  are  usually  formed  by  groups  of  employees. 
They  are  usually  non-professionals  and  are  bound  by 
obligations  for  uniform  financial  support  and  uniform 
rules  of  operation  for  all  members.  This  does  not  appear 
to  be  an  appropriate  vehicle  for  the  united  activities 
of  professional  physicians  who  wish  to  maintain  their 
status  and  integrity  as  true  professionals. 

As  we  carry  on  discussions  with  all  of  those  involved 
in  the  various  aspects  of  the  provision  of  medical  care, 
and  on  behalf  of  the  strength  and  effectiveness  with 
which  we  pursue  our  ultimate  goal  as  physicians,  1 
pray  that  we  will  keep  in  mind  the  symbolism  of  the 
mighty  oak  in  the  following  presentation: 

(The  President's  Message  was  followed  by  a  25-min- 
ute  movie  entitled  "Three  Days  In  February"  produced 
by  the  American  Medical  Association. ) 

SPEAKER  DAVIS:  This  concludes  President  Glas- 
son's  address. 

President  Glasson.  we  thank  you  for  this  address.  It 
will,  of  course,  be  referred  to  the  Reference  Committee 
on  the  President's  Addresses. 

MESSAGE  OF  THE  PRESIDENT  OF 
THE  AUXILIARY 

SPEAKER  DAVIS:  As  I  trust  your  wife  has  made 
you  aware,  this  has  been  a  very  significant  year  in  the 
life  of  our  Auxiliary.  It  has  been  their  Fiftieth  Golden 
Anniversary  Year  and  they  have  been  fortuitous  in 
having  as  their  leader  this  year  a  very  dynamic  and 
energetic  President  and  I'll  ask  our  President-elect  to 
escort  Mrs.  Torben  Seear  to  the  podium  and  we.  at  this 
time,  will  receive  her  message. 

MRS.  TORBEN  SEEAR  [President.  Auxiliary  to 
the  Medical  Society  of  North  Carolina] :  If  I  had  any 
more  labels,  any  more  name  tags,  or  any  more  pins  to 
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wear  you  probably  would  think  I  was  sent  by  the  Royal 
King  of  Norway. 

This  is  to  explain  my  accent  when  I  talk  to  you  in 
case  you  do  not  understand  me  because  I  lived  there 
half  my  life. 

Dr.  Glasson.  Delegates,  Guests  and  All  Members  of 
the  North  Carolina  Medical  Society: 

It  is  with  sincere  pleasure  that  I  present  this  summary 
of  accomplishment  of  the  activities  of  the  Women's 
Auxiliary  to  the  North  Carolina  Medical  Society  of  the 
year  1972-1973. 

We  put  on  the  production  this  year,  with  the  theme, 
"Participate  and  Play  Your  Part  with  Pride." 

This  has  been  our  Fiftieth  Golden  Anniversary  as  you 
have  heard  before  and  we  have  tried  to  honor  all 
those  hard  working  Auxiliary  members  before  our  time 
and  pay  a  special  tribute  to  the  one  and  only  mother, 
Sadie  McCain,  who  started  us  all  going  way  back  in 
1923. 

In  fact,  the  luncheon  we're  having  at  this  spring  an- 
nual convention  on  May  22nd  is  going  to  honor  all  those 
past  presidents  that  we  have  had  and  if  you  knew  how 
many  of  the  36  living  presidents  are  coming  you 
wouldn't  really  believe  it. 

Our  work  reflects  on  our  Medical  Society  whose  loyal 
servants  we  try  to  be. 

I  have  stressed  this  year  that  a  doctor's  wife  besides 
helping  with  social  functions,  more  than  ever  to  express 
her  capability,  interest  and  time  in  community  work. 

Each  community  has  its  own  problems  and  if  we 
either  alone  as  an  Auxiliary  member,  or  together  with 
other  civic  organizations,  interested  in  medical  health 
care,  combine  and  work,  we  would  get  more  citizens 
involved  in  our  interests. 

The  Auxiliary  is  undertaking  a  tremendous  job  these 
days  in  hours  and  work,  and  I  feel  that  we  really 
should  have  a  better  coverage. 

Because  I  believe  in  this,  I  have  visited  auxiliaries 
all  over  this  large  State  of  North  Carolina  and  spoken 
to  this  special  group  of  people  in  order  to  better  our 
public  image. 

I  have  been  interviewed  on  a  number  of  TV  shows 
all  over  the  State.  In  fact,  even  twice  in  Norfolk.  Vir- 
ginia, who  takes  in  the  Eastern  part  of  North  Carolina. 

I'm  honestly  amazed  how  little  they  know  about  the 
work  we  are  doing,  but  the  more  they  hear  about  it, 
the  more  they  want  to  know  about  it. 

So  it  has  been  my  pleasure  and  my  privilege  this  year 
to  try  to  better  the  image  of  a  doctor's  wife. 

Our  membership  is  the  highest  ever.  It  creeps  up  one 
and  one  and  one  day  by  day  and  it's  about  2,800.  In 
fact,  I  have  received  a  letter  of  congratulations  from 
national  because  of  the   increase   in   our  membership. 

Our  only  money  raising  project  is  AMA-ERF  and 
would  you  believe  it.  that  we  have  exceeded  our  goal 
of  $10,000  to  $10,500  with  still  more  time  to  go  and 
this  is  really  tremendous. 

Our  student  loan  fund  has  come  a  long  way  from  last 
year  when  we  were  down  to  49  cents! 

We  have  and  are  in  good  standing  with  the  repay- 
ment of  loans  and  we  are  processing  more  loans. 

Our  community  health  education  chairman,  together 
with  the  chairman  of  community  health  services,  they 
have  had  a  tremendous  turnout  this  year  and  especially 
during  our  mid-winter  workshop  in  January. 


All  together,  it  has  been  a  very  special  year,  all  to 
gether! 

I  have  enjoyed  working  so  much  with  our  capable 
Dr.  John  Glasson,  President  of  your  Medical  Society. 
He  is  always  understanding  and  willing  to  help  and  I 
have  enjoyed  more  than  ever  the  wonderful  work  and 
the  helping  hand  of  our  entire  medical  headquarters  of- 
fice in  Raleigh. 

Although  I  live  in  Gastonia,  we  have  used  the  tele- 
phone, haven't  we? 

I  believe  in  communication,  what  we  saw  on  the 
film  strip. 

I  presented  the  first  Newsletter  to  all  members  this 
year.  We  have  also  had  four  issues  of  our  State  Bulle- 
tin, the  "Tar  Heel  Tandem"  which  is  being  placed  wher- 
ever I  go,  not  only  in  North  Carolina,  but  all  over  in 
o:her  States  at  meetings. 

It  is  all  for  the  betterment  of  communication,  all  this 
talking  back  and  forth  together,  mouth  by  mouth,  word 
by  word,  written  or  not. 

I  say  sitting  on  an  idea  is  not  helping  anybody! 

So,  please  help  get  the  word  out! 

The  Auxiliary  has  also  taken  part  in  the  "Legs  Alert 
Program,"  a  campaign  on  medical  legislation,  numerous 
proposals  which  will  basically  change  the  health  de- 
livery are  pending  in  our  state  legislature  and  in  Wash- 
ington. 

Before  we  know  it.  medicine  here  may  be  completely 
socialized.  The  free  enterprise  which  in  such  a  short 
time  made  this  country  the  greatest  country  in  the  world 
may  be  substituted  with  government  control  even  of 
minor  details  of  the  health  delivery. 

This  happened  many  years  ago  in  Europe. 

Please,  gentlemen,  do  not  sit  back  and  say,  "Hah,  it 
won't  happen  here!" 

It  will!  It  will  if  you  do  not  speak  up  and  participate! 

Think!  Be  aware  and  act  on  behalf  of  our  future, 
our  children's,  our  grandchildren's  and  the  history  of  our 
land,  the  United  States  of  America! 

Thank  you,  very  much,  for  the  privilege  of  having  me 
here  appearing  before  you  this  afternoon.  You  know  as 
well  as  I  do  that  the  Auxiliary  always  will  try  to  be  a 
supporting  arm  of  the  Medical  Society  and  I  feel  like 
saying.  Amen! 

[The  entire  assemblage  then  accorded  President 
Seear  a  standing  ovation.] 

SPEAKER  DAVIS:  Turid,  for  and  on  behalf  of  this 
entire  Society.  I  want  to  thank  you  for  bringing  this 
very  stirring  message.  We  commend  you  and  the  Aux- 
iliary for  what  has  been  a  most  busy  and  effective  year 
and  we  express  to  you  our  appreciation  for  all  that  you 
have  done.  Thank  you,  very  much. 

REPORT  ON  CURRENT  STATUS  OF  PSRO 

SPEAKER  DAVIS:  As  you  have  seen  and  heard  this 
afternoon,  and  I  hope  as  you  have  seen  and  heard  in 
past  months,   medicine  is  living  and  breathing  PSRO. 

North  Carolina  is  very  fortunate  in  having  three  mem- 
bers of  AMA  Advisory  Committee  on  PSRO.  Dr.  Bed- 
dingfield  of  the  Council  on  Legislation  of  the  AMA.  Dr. 
Jay  Arena  from  the  Academy  of  Pediatrics  and  Dr. 
Douglas  Lloyd  on  the  Section  on  Residents  and  Interns 
of  the  AMA — three  members  on  this  Advisory  Com- 
mittee. 

In  light  of  what  you  have  seen  and  heard  it  occurred 
to  us   that  it  would   be   very   helpful   if  we  could   be 
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'  ™'°-|>rought  up-to-date  on  what  this  Advisory  Committee  is 
jloing  and  in  the  eyes  of  at  least  one  of  the  members. 

uP*jvho  incidentally  heads  the  task  force  of  this  committee 
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)n  rules  and  regulations,  to  find  out  what  his  projec- 
io.ns  are  for  the  future. 

So.  we've  asked  Ed  Beddingfield,  of  course,  a  past 
Dresident  of  this  Society,  to  speak  with  us  briefly  at  this 
ime  on  the  current  status  of  PSRO. 

Dr.  Beddingfield! 

DR.  EDGAR  T.  BEDDINGFIELD.  JR.:  Mr.  Speak- 
r,  Mr.  President,  Members  and  Guests  of  the  House: 

Along  with  you,  I  have  a  great  many  concerns  and 
uneasy  feelings  about  PSRO  and  where  it  is  taking  us. 

I'd  like  to  review  with  you  some  of  the  things  that 
*"'■  have  happened  in  the  last  few  months  from  the  point 
nin  of  view  that  I  have  been  privileged  to  share  with  some 
of  the  others,  as  Dr.  Davis  has  mentioned. 

First  of  all.  I  think  we  should  set  the  record  straight 
because  there  seems  to  be  some  confusion,  the  Ameri- 
can Medical  Association  was  not — repeat,  was  not — 
the  architect  of  Professional  Standards  Review  Organi- 
zations. 

As  a  matter  of  fact,  it  was  opposed  very,  very  vigor- 
ously when  it  was  then  known  as  the  Bennett  Amend- 
ment to  H.R.I  in  the  last  congress. 

Indeed,  the  Association  was  successful  in  having  the 
original  draft  of  the  legislation  considerably  modified. 
Original  drafts,  for  example,  called  for  a  multi-disciplin- 
ary review  team  rather  than  review  entirely  by  phy- 
sicians as  peers. 

The  original  drafts  called  for  national  norms. 

The  original  drafts  called  for  very  severe  monetary 
penalties  on  physicians  who  were  found  to  deviate  from 
the  norms. 

All  of  these  were  successfully  changed  through  the 
efforts  of  the  Association. 

Nevertheless,  there  seemed  to  be  considerable  concern 
among  members  of  the  congress  about  cost  and  although 
we  hear  about  education,  we  hear  about  quality  of  care, 
the  essence  and  the  thrust  of  all  of  this,  in  my  opinion, 
as  far  as  the  congressmen  who  voted  in  this  law  is  cost 
control.  Make  no  mistake  about  it! 

Even  friends  of  ours  in  the  congress  who  support  us 
on  issues  that  we  think  are  of  extreme  importance,  na- 
tional health  insurance  and  other  things,  would  not  listen 
to  us  in  voting  for  encompassing  the  Bennett  Amend- 
ment of  Professional  Standards  Review  Organizations 
into  the  Social  Security  Amendments  of  1972  by  an 
overwhelming  vote.  We  had  no  choice  in  the  matter  and 
now  indeed  it's  the  law  of  the  land.  Public  Law  92-603, 
and  part  of  that  which  we're  the  most  interested  in  is 
Section  249-F  the  PSRO. 

All  of  this  occurred  as  many  of  you  know  immedi- 
ately prior  to  the  last  session  of  the  American  Medical 
Association's  House  of  Delegates  when  they  met  in  the 
Clinical  Sessions  late  last  November  and  early  last  De- 
cember in  Cincinnati. 

A  full  day  on  Saturday  prior  to  the  House  of  Dele- 
gates convened  on  Sunday,  the  Association  had  a  full 
day  meeting  where  delegates  and  others  might  express 
themselves  and  to  feel  out  the  feeling  of  doctors  across 
the  land  about  what  direction  the  AMA  should  take  in 
regard  to  PSRO. 

Then  we  had  Report  "Z"  of  the  Board  of  Trustees 
of  the  AMA  which  was  in  the  form  of  recommendations 
to  the  House  of  Delegates. 


All  of  the  alternatives,  all  of  the  options  and  direc- 
tions that  the  Association  might  take — we  might  refuse 
to  cooperate  with  it,  we  might  ignore  it.  the  AMA  might 
simply  act  as  an  information  and  referral  center  to  pass 
out  information  to  state  and  county  medical  societies. 

All  of  these  options  were  considered  and  by  an  over- 
whelming, as  far  as  I  remember,  vote  without  dissent, 
the  House  of  Delegates  of  the  AMA  voted  for  the 
AMA's  role  was  that  of  a  position  of  leadership  that  this 
was  an  opportunity  to.  within  a  time  limit  of  two  years 
as  you  know,  let  doctors  review  doctors  because  we  have 
proclaimed  loudly  and  longly  that  nobody  can  ade- 
quately review  our  work  except  our  peers. 

In  several  speeches.  Senator  Bennett  has  laid  this  on 
the  line  and  made  it  very  clear.  He  says  that  we  must 
have  some  kind  of  control,  there  are  indeed  some  un- 
necessary admissions,  there  are  indeed  stays  of  duration 
longer  than  they  should  be,  that  there  are  patients  cared 
for  at  a  level  of  care  that  is  not  appropriate  for  their 
diagnosis  and  all  of  this  is  costing  the  governmental 
programs  money  and  he  is  willing  to  let  doctors  do  the 
job  if  we're  willing  to  take  this  responsibility. 

After  the  House  of  Delegates  of  the  AMA  took  the 
position  that  the  AMA  should  take  a  position  of  leader- 
ship and  not  wait  for  the  government  to  act  in  this  ca- 
pacity but  to  try  to  influence  the  writing  of  the  regula- 
tions that  would  implement  PSRO.  the  Board  of  Trust- 
ees of  the  AMA  in  implementing  the  action  of  the 
House,  appointed  a  23-man  PSRO  committee. 

This  is  a  multi-disciplinary  committee.  It's  composed 
not  only  of  the  AMA  members — Dr.  Davis  has  de- 
scribed some  of  those  and  we  are  perhaps  somewhat 
fortuitous  in  that  North  Carolina  came  to  have  three 
members  on  that  23-man  committee — but  there  are 
representatives  from  other  disciplines.  For  example,  the 
American  Hospital  Association  is  represented:  the 
American  Association  of  Medical  Foundations  is  repre- 
sented; the  Nursing  Home  Association;  the  National 
Medical  Association;  Blue  Cross  Blue  Shield;  and  others. 

The  full  committee  has  held  two  meetings.  The  first 
being  of  course  an  organizational  meeting  and  deciding 
how  to  go  about  the  task.  It  was  decided  that  one  ap- 
proach to  this  was  to  have  a  group  of  task  forces  to  deal 
with  different  areas  of  PSRO  and  so  it  has  come  about 
that  eight  task  forces  under  this  23-man  committee 
have  been  established. 

These  are  as  follows: 

Task  Force  on  rules  and  regulations: 

One  on  structure  and  organization  of  PSRO: 

One  on  geographic  areas; 

One  on  models  and  prototypes: 

One  on  guidelines  of  care: 

One  on  communication  and  education; 

One  on  data  collection; 

One  on  evaluation. 

Now.  after  these  task  forces  have  been  appointed, 
they  have  all  met  at  least  once  and  some  of  them  have 
met  as  many  as  three  times  and  we  are  now  beginning  to 
get  a  feel  for  this. 

As  recently,  as  the  day  before  yesterday,  on  Friday, 
arrangements  were  made  through  the  Board  of  Trustees 
and  through  AMA  leadership,  we  have  been  in  touch 
indirectly  with  the  HEW  people  all  the  time.  We  find 
that  HEW  has  adopted  about  this  same  approach  to  it. 
They  have  task  forces  working  on  different  areas  of 
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PSRO  and  although  they  were  not  exactly  coincidental, 
for  the  most  part  there  were  counterpart  groups  in 
AMA  and  HEW. 

Therefore,  arrangements  were  made  on  Friday,  the 
day  before  yesterday,  for  the  chairman  of  each  AMA 
task  force  and  his  staff  supporting  personnel,  to  meet 
with  the  HEW  task  forces  in  Washington. 

This  was  done  and  I  can  assure  you  it  was  quite  an 
experience. 

I  thought  it  was  perhaps  a  friendly,  somewhat  re- 
served sparring  session.  After  we  spent  about  four  hours 
with  these  people,  I  found  that  in  some  areas  analyzing 
the  law  and  deciding  which  parts  of  the  law  would  lend 
itself  to  regulations  and  options  as  to  what  directions 
those  regulations  might  take,  that  we  were  far  ahead  of 
them. 

They  had  thought  about  some  things  we  had  not 
thought  about. 

However,  we  had  an  opportunity  to  meet  with  As- 
sistant Secretary  for  Health.  Charlie  Edwards,  who  has 
come  over  from  the  Food  and  Drug  Administration, 
to  HEW  to  be  Assistant  Secretary  for  Health,  and  with 
Dr.  Bauer  who  is  in  direct  charge  of  the  PSRO  office. 

I  believe  that  we  have  opened  lines  of  communica- 
tion that  will  be  useful  as  this  law  develops. 

We  have  been  invited  so  that  an  AMA  task  force 
can  communicate  directly  with  its  counterpart  in  HEW 
task  force  without  having  to  go  through  the  top  echelon 
of  each  organization  and  this  would  provide  a  useful 
working  relationship.  The  task  forces  of  course  cannot 
commit  their  groups  that  they  represent,  but  this  would 
be  useful  in  a  sort  of  working  draft  relationship. 

At  the  present  time,  I  sense  that  the  situation  is  this, 
and  this  is  a  big  concern  to  me. 

I  think  PSRO  will  have  more  impact  on  the  practice 
of  medicine  than  anything  that  has  happened  since 
Medicare. 

I  see  that  there  are  two  competing  orbits  because  here 
you're  talking  about  control  of  patients,  control  of  de- 
livery of  health  care,  control  of  money. 

And.  there  are  two  competing  orbits — one.  inside 
government  and  one,  outside  government. 

Even  outside  government  there  is  certainly  competi- 
tion as  to  who  is  going  to  shape  PSRO.  Is  AMA  going 
to  do  it?  Speaking  for  the  majority,  we  hope  it's  the  doc- 
tors. 

AMA  is  certainly  in  a  tug-o'-war  with  the  American 
Hospital  Association  who  sees  their  institutions  threat- 
ened. At  the  same  time,  the  American  Association  of 
Medical  Foundations  is  very  much  in  this,  they  feel 
that  the  foundations  have  a  demonstrated  track  record 
that  the  AMA  doesn't  have  and  rather  than  become  the 
umbrella  and  feel  part  and  parcel  of  the  AMA  effort  I 
sense  that  they  are  trying  to  set  themselves  on  the  out- 
side a  little  bit  as  they  would  like  to  take  the  driver's 
seat  in  this.  So,  this  is  one  orbit  outside  government. 

But.  within  government  there  is  also  competition, 
very  strong  competition.  One  cannot  characterize  or  in- 
dict or  praise  government  as  a  blanket  entity  because 
we  have  the  Social  Security  Administration  versus  HEW. 

There  is  also  considerable  and  continuing  input  from 
the  Senate  Finance  Committee  whose  brain  child  this 
was  to  start  with,  so  we  have  these  two  orbits  with  com- 
petition within  each  orbit  and  each  orbit  competing  with 
the  other  which  leads  to  an  extremely  confused  situa- 
tion. 


I  was  in  Chicago  yesterday  in  a  meeting  of  the  AMA 
Council  on  Legislation  and  met  with  some  of  the  AMA 
leadership  and  there  is  a  lot  of  confusion  with  state 
medical  societies  as  to  what  is  going  on  and  where  we  go 
from  here. 

Indeed  there  is  speculation  that  when  the  AMA  meets 
in  New  York  in  June  that  there  may  be  as  many  as  ten 
states  who  want  the  AMA  to  reconsider  its  present  po- 
sition. 

I  have  heard  an  unconfirmed  rumor  that  the  legisla- 
ture not  the  House  of  Delegates,  but  the  State  Legisla- 
ture of  the  State  of  Tennessee,  has  passed  a  conjoint 
resolution  petitioning  the  congress  to  repeal  PSRO  and 
I  understand  that  was  not  done  at  the  behest  of  the 
Tennessee  Medical  Association.  This  is  strictly  hearsay. 

But,  this  will  point  out  the  type  of  rumors  that  are 
flying  around. 

I  believe  we  should  do  this. 

I  believe  whether  we  like  it  or  whether  we  do  not  like 
it.  we  do  have  this  opportunity  as  the  law  stands  from 
the  facts  as  we  now  know  them.  This  is  the  law  of  the 
land. 

I  think  that  we  should  continue  to  plan  and  prepare 
to  modify  the  law  as  we  can,  to  play  a  part  in  the  regu- 
lations, any  writing  that  will  influence  this  law. 

I  think  that  at  any  time  that  this  becomes  an  unbear- 
able burden  in  the  taking  care  of  patients,  if  we  find 
that  government  is  too  big  a  partner  with  which  we  can 
wrestle  and  that  this  is  becoming  an  onerous  and  a  task 
that  we  cannot  endure  and  continue  to  practice  good 
medicine,  we  always  have  the  ultimate  option  of  refusal 
to  cooperate. 

However.  I  believe  this  paraphrases  something  that 
Dr.  Roth  said  in  his  remarks  that  Dr.  Glasson  referred 
to.  and  I  would  subscribe  to  the  theory  that  if  PSRO 
fails  let  it  be  said  that  it  failed  not  because  the  doctors 
wouldn't  try  to  make  it  work,  but  because  it  was  a  bad 
law  to  start  with. 

I  believe  that  here  in  North  Carolina  we're  off  on  the 
right  foot  by  tooling  up.  by  having  the  North  Carolina 
Peer  Review  Foundation.  I  know  that  will  be  the  subject 
of  some  debate  later  on   in   this  House  of  Delegates. 

There's  a  question  at  the  moment  as  to  whether  the 
government  will  permit  statewide  PSRO's  in  states  that 
are  as  populous  as  our  state.  It's  obvious  they'll  have 
to  permit  PSRO's  in  Nevada,  Utah  and  one  or  two  other 
states  perhaps. 

There's  a  question.  At  the  same  time,  there  is  a  role 
for  a  statewide  peer  review  foundation,  whether  or  not 
it  is  ultimately  designated  as  a  PSRO  because  it  can  be 
instrumental  in  helping  to  set  up  the  PSRO's  in  the  areas 
that  are  designated  by  the  government. 

Finally,  a  word  about  time  frame. 

In  my  opinion.  I  do  not  believe  anything  whatever 
will  happen  this  year  except  designation  of  geographic 
areas. 

Even  that  is  going  to  be  difficult,  so  the  people  at 
HEW  told  us,  for  them  to  do.  This  would  sound  on  the 
face  of  it  to  be  a  very  simple  thing  but  it's  not. 

For  example,  if  you  get  to  areas  like  Kansas  City 
where  state  lines  traverse  a  major  metropolitan  popu- 
lation area  and  there  are  many  other  such  areas  of 
course  in  the  country,  where  patient  flow  and  medical 
catchment  areas  do  not  follow  geopolitical  bounds. 

There  are  a  lot  of  sticky  problems  for  HEW  to  desig- 
nate just  what  the   PSRO  areas  might  be.  They  hope 
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hat  they  will  have  that  accomplished,  as  the  law  man- 
dates, by  January  1st. 

Now,  this  is  not  to  say  that  nothing  else  will  happen 
between  now  and  January  1st.  Indeed,  they  are  proceed- 
ng  every  day  to  look  at  the  other  sections  of  the  law 

cause  once  the  geographic  areas  are  designated,  then 
he  Secretary  will  be  in  a  position  to  receive  applica- 
ions  from  within  those  areas  from  organizations  to  be 
esignated  as  a  PSRO  to  that  area. 

He  and  his  staff  are  now  trying  to  determine  what  cri- 
teria they  might  use  in  accepting  an  application  from 
an  organization  within  a  given  area — does  it  indeed 
qualify  itself  as  a  PSRO? 

That  is  basically  the  situation  at  the  present  time.  I 
[would  be  glad  to  answer  questions  privately  and  not 
Itake  the  further  time  of  the  House  at  this  time. 

Thank  you  for  the  opportunity.  Mr.  Chairman. 

[Applause] 

SPEAKER  DAVIS:  Thank  you.  Dr.  Beddingfield. 

I  trust  that  each  of  us  is  now  duly  impressed  with  the 
importance  of  PSRO  and  I  regret  that  time  does  not  al- 
low questioning  of  Dr.  Beddingfield. 

All  three  North  Carolina  members  of  the  AMA  Ad- 
visory Committee  are  present  at  this  meeting  and  I'm 
sure  as  Dr.  Beddingfield  has  said,  they  will  be  glad  to 
talk  with  you  in  the  hallways  and  answer  questions  that 
you  have. 

[Whereupon  Dr.  Chalmers  Carr  then  assumed  the 
Chair.] 

VICE  SPEAKER  CARR:  Members  of  the  House  and 
Alternate  Members  of  the  House — and,  incidentally.  I 
am  glad  that  there  are  some  Alternates  here. 

Dr.  Davis  arranged  last  year  for  special  seating  for 
Alternates. 

I'd  like  to  remind  the  Delegations  that  alternates  are 
welcome  and  we  wish  that  more  would  come  as  it's 
sort  of  an  understudy  role. 

REPORT  ON  N.  C.  MEDPAC 

It's  my  privilege  at  this  time  to  introduce  to  you.  for 
MedPac,  Dr.  Kenneth  Cosgrove.  Dr.  Tom  Thurston, 
apparently  has  not  made  it  yet  and  Ken,  would  you 
come  to  the  podium  and  speak  to  us  on  the  MedPac. 

DR.  KENNETH  E.  COSGROVE:  Mr.  Vice  Speaker. 
President  John  Glasson  and  Members  of  the  House 
of  Delegates: 

This  is  a  brief  report  on  the  activities  of  your  North 
Carolina  Medical  Political  Action  Committee. 

(A  copy  of  the  N.  C.  MedPac  report,  filed  with  the  appropriate  su- 
pervisory office  is  available  for  purchase  from  the  Superintendent  of 
Documents.  United  States  Government  Printing  Office.  Washington. 
D.  C.  20402.) 

The  purpose  of  this  committee  was  to  promote  and 
strive  for  the  improvement  of  government  by  encour- 
aging and  stimulating  physicians  and  others  to  take  a 
more  active  and  effective  part  in  governmental  affairs; 
second,  it  was  to  encourage  physicians  and  others  to 
understand  the  nature  and  actions  of  the  government 
as  to  important  political  issues  and  as  to  the  records, 
office  holders  and  candidates  to  elected  office;  and, 
third,  to  assist  physicians  and  others  in  organizing  them- 
selves for  more  effective  political  action  and  in  carrying 
out  their  civic  responsibility. 

Now.  the  organization  and  membership  of  this  ac- 
tivity, memberships  are  available  to  any  doctor  of  medi- 
cine, his  spouse  and  members  of  his  family  and  others. 


Active  membership  dues  are  $20  a  year.  Dues  may  be 
paid  as  part  of  the  North  Carolina  Medical  Society  an- 
nual billing  statement  or  by  a  separate  check  made  out 
to  North  Carolina  MEDPAC. 

A  24-member  Board  of  Directors  governs  the  ac- 
tivities of  MEDPAC.  These  directors  are  approved  an- 
nually by  the  Executive  Council  of  the  North  Carolina 
Medical  Society. 

In  1972,  the  campaign,  MEDPAC  was  very  active 
in  the  primary  and  general  elections  of  1972. 

(A  copy  of  the  N.  C.  MedPac  report,  filed  with  the  appropriate  su- 
pervisory office  is  available  for  purchase  from  the  Superintendent  of 
Documents.  United  States  Government  Printing  Office,  Washington, 
D.  C.  20402.) 

In  addition,  to  being  active  in  statewide  and  con- 
gressional races,  MEDPAC  for  the  first  time  supported 
candidates  to  the  North  Carolina  State  Senate  and  House 
of  Representatives. 

In  the  statewide  and  congressional  races,  MEDPAC 
supported  eleven  candidates;  of  these  eleven  candidates, 
eight  were  elected. 

Included  in  this  group  of  eleven  candidates  were  six 
democrats  and  five  republicans. 

A  total  of  $57,100  was  spent  for  candidate  support 
during  1972  elections. 

Of  this  amount  $25,500  was  contributed  by  AM- 
PAC  which  I'm  sure  most  of  you  know  is  the  Ameri- 
can Medical  Political  Action  Committee. 

We  were  involved  in  education.  Again  this  year  in 
North  Carolina  MEDPAC  helped  defray  expenses  of 
any  member  who  wished  to  attend  the  AMA  AM- 
PAC  public  affairs  workshop  in  Washington.  D.  C. 
All  members  were  sent  notifications  of  the  meeting  and 
were  requested  that  they  make  every  effort  to  attend. 

(A  copy  of  the  N.  C.  MedPac  report,  filed  with  the  appropriate  su- 
pervisory office  is  available  for  purchase  from  the  Superintendent  of 
Documents,  United  States  Government  Printing  Office,  Washington. 
D.  C.  20402.) 

Twenty-six  PAC  members  attended  the  workshop  and 
each  participant  felt  that  it  was  a  very  beneficial  meet- 
ing. I  have  been  to  four  of  these  sessions  and  I  can 
testify  to  this  fact. 

We  hope  to  apply  some  of  the  ideas  that  were  picked 
up  in  this  workshop  during  the  coming  year. 

Thank  you. 

VICE  SPEAKER  CARR:  Thank  you,  very  much.  Dr. 
Cosgrove. 

Dr.  Thurston  has  just  arrived  and  we  will  recog- 
nize that  he  is  Chairman  of  the  Board  of  Directors. 

DR.  THOMAS  G.  THURSTON:  I'd  like  to  tell  you 
that  the  Honorable  Jesse  Helms  and  his  wife  will  be 
here  at  the  MEDPAC  banquet  tomorrow  night  and  im- 
mediately afterwards  in  the  lobby  for  all  of  you  to  stop 
by  and  see  him. 

(A  copy  of  the  N.  C.  MedPac  report,  filed  with  the  appropriate  su- 
pervisory office  is  available  for  purchase  from  the  Superintendent  of 
Documents.  United  States  Government  Printing  Office.  Washington. 
D.  C.  20402.) 

ANNUAL  REPORTS 

VICE  SPEAKER  CARR:  The  next  item  on  the 
agenda  is  the  Annual  Reports. 

Now,  you  each  have  in  your  folder  a  Compilation  of 
Annual  Reports  and  the  theme  of  the  House  of  Dele- 
gates is  speed  this  year  so  we're  not  going  through  the 
reports. 

I  will  ask  if  there  is  anyone  who  has  a  report  who 
wishes  to  amplify  his  remarks'? 

The  Executive  Director,  the  Secretary,  any  council- 
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lor,  any  delegate  to  the  AMA,  any  Commissioner,  or 
any  Chairmen  of  a  committee,  wish  to  amplify  their 
reports  as  published  in  the  Compilation?  If  not,  do  I 
hear  a  motion  that  the  reports  as  published  be  accepted 
by  the  House? 

[The  motion  was  made  and  seconded  from  the 
floor]. 

Any  discussion  of  this  motion? 

If  not,  all  in  favor  say  "aye";  opposed  "no." 

Motion  carried  and  the  reports  as  published  are  ac- 
cepted as  official  proceedings  of  the  Society. 

I  Whereupon  Speaker  Davis  then  resumed  the 
Chair]. 

NOMINATION  AND  ELECTION  OF  OFFICERS 

SPEAKER  DAVIS:  Ladies  and  gentlemen,  the  House 
is  now  in  order  to  receive  nominations  and  to  proceed 
with  election  of  officers  and  committee  members. 

I  would  like  at  this  time  to  appoint  tellers  in  case 
they're  needed  either  this  afternoon  or  Tuesday  after- 
noon. 

I  would  ask  Dr.  Roy  Bigham  to  please  serve  as  Chief 
Teller  and  with  him,  if  they  will  please.  Dr.  Jack 
Hughes,  Dr.  Charles  Herring,  Dr.  Charles  Nicholson 
and  Dr.  Walter  Burwell.  as  our  tellers. 

I  think  you're  also  aware  of  the  fact  that  our  bylaws 
allow  for  a  voice  vote  for  all  uncontested  officers,  and 
where  there  are  contested  offices  ballots  are  available 
and  will  be  distributed  to  you. 

May  I  remind  you  that  seconds  to  nominations  are 
not  required  and  ask  your  cooperation  in  not  submitting 
them. 

I  believe  all  of  us  are  aware  of  the  bylaw  require- 
ment that  the  Committee  on  Nominations  send  to  the 
President  of  the  Society  at  least  two  weeks  in  advance 
of  the  annual  meeting  a  list  of  nominations  for  the  of- 
ficers of  your  Society  and  I'll  now  recognize  Dr.  Glas- 
son to  offer  these  nominations. 

Dr.  Glasson! 

PRESIDENT  GLASSON:  Thank  you.  Mr.  Speaker. 

Your  Committee  on  Nominations  under  the  chair- 
manship of  Dr.  Tom  Dameron  of  Raleigh  has  sub- 
mitted this  slate  of  officers  well  in  advance  of  the  dead- 
line in  this  sealed  envelope  which  I  now  hold  before 
you. 

This  envelope  is  made  of  a  rather  heavy  grade  bond 
paper.  It  has  defied  all  efforts  to  reveal  its  contents 
before  this  moment!  (Laughter) 

Tradition  now  affords  me  the  duty  and  the  privilege 
of  opening  the  envelope  before  you  to  present  the  slate 
of  officers  nominated  to  lead  the  North  Carolina  Medi- 
cal Society  for  the  1973-1974  year. 

The  slate  is  as  follows: 

For  nominations  for  officers  under  Article  VIII.  Sec- 
tion 3,  the  Constitution  and  Bylaws  page  6: 

President-elect.  Dr.  Frank  R.  Reynolds  of  Wilming- 
ton; 

For  First  Vice  President,  Dr.  Michael  F.  Keleher 
of  Asheville; 

For  Second  Vice  President,  Dr.  D.  E.  Ward,  Jr.,  of 
Lumberton. 

For  Secretary.  Constitutional  Secretary,  Dr.  E.  Har- 
vey Estes,  Jr..  of  Durham. 

Speaker  of  the  House.  Dr.  James  E.  Davis  of  Dur- 
ham. 


For  Vice  Speaker  of  the   House   of   Delegates,   Dr.  W* 


Dr.   J.   Ben- 
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For  the 
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ft.  Vernon 

For  the 
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Chalmers  R.  Carr  of  Charlotte 

For  Councilor  of  the  Second   District 
jamin  Warren  of  New  Bern. 

For    Vice    Councilor    of    the    Second    District 
Charles  P.  Nicholson,  Jr..  of  Morehead  City. 

For  Councilor  of  the  Third  District.  Dr.  E.  Thomas 
Marshburn.  Jr.,  of  Wilmington. 

For  Vice  Councilor  of  the  Third  District 
ward  L.  Boyette  of  Chinquapin. 

For  Councilor  of  the  Eighth  District,  Dr.  Ernest  B. 
Spangler  of  Greensboro.  : sbiris: I 

For    Vice    Councilor    of    the    Eighth    District,    Dr.|ane;  A 
James  F.  Reinhardt  of  Greensboro. 

For  Councilor  of  the  Ninth  District,  Dr 
Blackwelder  of  Lenoir. 

For  Vice  Councilor  of  the  Ninth  District,  Dr.  Jack  C. 
Evans  of  Lexington. 

Mr.  Speaker,  this  concludes  the  secret  portion  of  this: 
slate  and  I'll  turn  the  microphone  back  over  to  you. I  (The  Sp 

SPEAKER  DAVIS:  Thank  you.  Dr.  Glasson.  These1  :or  each ; 
nominations  are  accepted  and  the  floor  is  now  open  for!  vmiraiio 
olher  nominations.  DR.  A 


Dr.  Ed-l;;pre-enim! 


Verne  H. 
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I  The  Speaker  then  called  for  nominations  for  each: 
office  listed  in  the  report,  there  being  no  response  for 
additional  nominations], 

DR.  DONALD  B.  KOONCE  [AMA  Delegate]: 
I  move  the  report  be  accepted  and  these  be  unanimously 
elected. 

SPEAKER  DAVIS:  Dr.  Koonce  has  moved  that  the 
nominations  be  accepted  and  the  slate  as  submitted  be 
elected.  Is  there  a  second? 

[The  motion  was  severally  seconded  from  the 
floor.] 

All  those  in  favor  of  the  motion  please  say  "aye";  op- 
posed "no." 

The  slate  is  elected. 

Dr.  Frank  Reynolds  is  seated  before  you  and  I'll  ask 
him  to  stand  once  more  and  receive  his  due  accolades. 

[Whereupon  Dr.  Frank  R.  Reynolds  then  stood  up 
again  to  be  recognized.]  [Applause] 

The  bylaws  also  require,  as  you're  well  aware,  that 
the  Chairman  of  the  Nominating  Committee  circulate 
to  each  of  you  as  a  delegate  to  this  House  at  least  thirty 
days  in  advance  of  the  annual  meeting  the  nominees 
of  the  committees,  for  other  elective  positions  other  than 
officers  and  I  will  ask  Dr.  Tom  Dameron.  Chairman  of 
the  Nominating  Committee  to  please  step  forward  and 
place  these  nominations  before  you. 

DR.  THOMAS  B.  DAMERON,  JR.  [Chairman, 
Committee  on  Nominations] :  The  'Nominating  Com- 
mittee has  submitted  this  slate. 

We  would  like  to  place  in  nomination  as  delegates 
to  the  AMA  for  a  two  year  term  beginning  this  coming 
January.  Dr.  David  Welton  of  Charlotte  and  Dr.  Edgar 
Beddingfield  of  Wilson. 

As  alternate  delegates  for  the  same  period.  Dr.  John 
Glasson  and  Dr.  D.  E.  Ward. 

For  the  State  Board  of  Health,  for  a  four  year  term: 
Dr.  Jesse  Meredith  of  Winston  and  Dr.  Maurice  Kamp 
of  Charlotte. 

For  the  Medical  Care  Commission,  for  a  four  year 
term :  Dr.  David  Tayloe  of  Washington. 

There  were  no  vacancies  for  the  Editorial  Board  of 
the   NORTH   CAROLINA   MEDICAL  JOURNAL. 

For  the  North  Carolina  Blue  Cross  and  Blue  Shield: 
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rustees  for  three  year  terms.  Dr.  Marvin  Lymberis  of 

'harlotte  and  Dr.   Kenneth   Weeks  of  Rocky   Mount. 

For  the   Retirement  Savings  Plan   Committee  for  a 

'iree  year  term:  Dr.  Robert  Williams  of  Wilmington  and 

I  |)r.  Vernon  Andrews  of  Mount  Gilead. 

For  the   Committee   on   Blue  Shield   for  three  year 
brms:  Joseph  B.  McCoy,  Jr.,  of  Charlotte,  represent- 
lg  Ob.   Gyn.;   Sarah   A.   T.    Morrow  of  Greensboro, 
-   epresenting  Public  Health;  H.  Raymond  Madry,  Jr.  of 
laleigh.   radiology:   Robert   D.   O'Connor  of  Hickory, 
I'phthalmology;    William     R.    Purcell    of    Laurinburg, 
.lediatrics;  Charles  L.  Herring  of  Kinston.  internal  medi- 
)    ine;  Arthur  E.  Davis,  Jr.,  of  Raleigh,  pathology:  Wil- 
liam A.  Phillips  of  Wilmington,  dermatology:  Frank  C. 
j  (vlorrison,  Jr.,  of  Canton,  general  practice;  and  John  T. 

Langley  of  Kinston.  orthopaedics. 
t  j  SPEAKER  DAVIS:  Thank  you.  Dr.  Dameron,  and 
jjhese  names  are  now  officially  placed  in  nomination 
:  ind  the  floor  is  open  for  other  nominations. 
.  ;  [The  Speaker  called  for  nominations  from  the  floor 
ijl'or  each  of  the  positions  listed  by  the  Committee  on 
Nominations  without  response  from  the  floor.] 

DR.  AMOS  JOHNSON  [AMA  Delegate]:  Mr. 
Speaker,  I'd  like  to  make  the  motion,  that  the  nomina- 
tions be  approved,  that  the  nominations  be  closed  and 
■hat  the  slate  be  unanimously  approved. 

SPEAKER  DAVIS:  Dr.  Johnson  has  moved  that  the 
A  slate  as  submitted,  that  nominations  be  closed  and  the 
Islate  as  submitted  be  elected. 

All  those  favoring  this  motion  please  say  "aye"; 
opposed  "no." 

This  slate  also  is  elected. 

Dr.  Dameron.  I  would  like  to  express  the  apprecia- 
tion of  this  House  to  you  and  your  full  committee 
for  your  laborious  work,  because  it  is  difficult  work. 
It  bars  them  from  all  the  offices  in  the  Society  and  cer- 
tainly they  are  deserving  of  a  word  of  gratitude.  We 
thank  you. 

I'd  like  to  thank  Dr.  Josephine  Newell  and  her  Annual 
Convention  Commission  for  their  outstanding  work  over 
the  year  and  I  think  all  of  you  are  aware  of  this  and 
their  efforts  continue  to  improve  our  annual  sessions, 
and  that  includes  improving  the  House  of  Delegates. 
Although,  this  is  an  autonomous  body,  your  Vice 
Speaker  and  I  want  at  all  times  for  you  to  be  aware  of 
the  fact  that  we  are  very  open  to  suggestions.  We  solicit 
and  encourage  any  suggestions  that  you  might  have  as 
to  how  the  format  and  operation  of  this  House  might 
be  improved. 

I  would  like  to  echo  Dr.  Carr's  sentiments  about  the 
presence  of  alternate  delegates  and  to  express  to  them 
our  appreciation  for  being  with  us. 

It's  our  firm  conviction  that  the  work  of  the  House 
of  Delegates  now  and  in  the  future  can  be  improved  if 
we  can  convince  alternate  delegates  that  they  really  are 
delegates  to  this  meeting,  that  they're  not  substitutes  to 
serve  only  if  the  designated  delegate  cannot  be  present, 
but  that  they  are  alternate  delegates  and  we  would  en- 
courage the  county  medical  societies  to  adopt  a  mechan- 
ism whereby  experienced  and  trained  alternate  delegates 
will  ultimately  succeed  to  the  responsibility  of  dele- 
gates. 

Following  the  custom  of  the  last  three  years,  we  have 
outlined  for  you  what  happened  to  your  decisions  last 
year. 

The  question  has  come  up.  we  voted  on  certain  mat- 
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ters  one  year  ago  and  what  happened  in  the  interim. 
This  year,  rather  than  read  this,  Mr.  Hilliard  has 
very  kindly  placed  at  your  seat  on  pink  paper  an  outline 
of  the  actions,  and  what  has  happened  to  items  you 
adopted  last  year. 

REPORT  OF  THE  SPEAKER 

Interim  actions  of  the  1972  House  of  Delegates: 

1.  Annual  Budget  Estimates  for  1972,  submitted  as 
Report  A. 

Operated  within  the  Annual  Budget,  as  ap- 
proved, see  Auditor's  Report  of  1972  opera- 
tions in  the  Compilation  of  Annual  Reports. 

2.  Report  C — Change  in  format  of  the  Annual 
Meeting:  ( 1  )  That  the  Annual  Meeting  include 
two  General  Sessions  instead  of  the  present  pro- 
vision that  there  be  at  least  one  General  Session 
daily.  (2)  That  the  first  meeting  of  the  House 
of  Delegates  be  held  on  Friday  and  the  second 
on  Sunday,  with  Reference  Committee  hearing 
held  on  Saturday. 

( 1  I  Referred  to  Committee  on  Constitution 
and  Bylaws,  with  complying  change  in  Consti- 
tution being  proposed  at  the  1973  Annual  Ses- 
sion. See  Report  B  ( 1 973  ) . 
(2)  Referred  to  the  Committee  on  Arrange- 
ments. The  Executive  Director,  under  the  di- 
rection of  the  Committee  on  Arrangements, 
has  undertaken  to  negotiate  change  in  days  of 
the  week  for  the  meeting,  but  to  date  has  not 
been  able  to  find  agreeable  dates  for  shift  at 
The  Carolina.  Pinehurst. 

3.  Report  D — Conflict  of  Interest  in  Medical  So- 
ciety Committees. 

Referred  to  the  appropriate  Committees  of  the 
State  Society  engaged  in  peer  review  activities, 
and  filed  as  Society  policy. 

4.  Report  H — Study  of  Feasibility  of  the  Estab- 
lishment of  a  Statewide  Non-Profit  Foundation 
for  Peer  Review  of  Quality  Medical  Care. 

Referred  to  Committee  on  Peer  Review,  and 
the  Committee  recommended  to  the  Executive 
Council  that  a  statewide  foundation  for  Peer 
Review  only,  be  organized.  The  Council  ap- 
proved this  recommendation  and  directed  legal 
counsel  to  initiate  the  incorporation  process 
for  the  North  Carolina  Medical  Peer  Review 
Foundation.  Inc.  See  progress  report  contained 
in  Report  I  (1973). 

5.  Report  K — Report  of  the  Mediation  Committee, 
regarding  complaints  originating  from  insurance 
carriers  of  intermediaries  and  outlining  policy  of 
procedures  to  follow  before  referring  to  Media- 
tion Committee. 

Report  referred  to  appropriate  committees  of 
the  State  Society  for  compliance  and  filed  as 
Society  policy. 

6.  Report  P — Efforts  to  improve  patient  care,  sup- 
port be  given  to  North  Carolina  Health  Council 
proposal  to  make  each  physician's  office  a  minia- 
ture health  learning  center,  and  encourage  phy- 
sician's participation  in  the  project. 

Policy  transmitted  to  North  Carolina  Health 
Council  and  publicized  in  Public  Relations 
Bulletin. 

7.  Resolution  2 — the  Craven-Pamlico  County  Medi- 
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cal  Society  recommendation  that  the  Society  ex- 
plore the  various  methods  of  compulsory  continu- 
ing medical  education,  with  special  reference  to 
those  methods  used  in  the  State  of  Oregon. 

Resolution  and  material  requested  from  Ore- 
gon referred  to  Committee  on  Medical  Educa- 
tion with  resulting  recommendation  that  the 
Medical  Society  go  on  record  as  supporting  a 
strong  continuing  education  program  for  its 
members  in  order  to  assure  optimum  physicians 
performance  but  that  this  program  not  be 
compulsory. 

The  Annual  Convention  Commission  recom- 
mends in  Report  L  (1973)  that  Continuing 
Education  be  compulsory. 
Substitute  Resolution  for  Resolution  5 — concern- 
ing expansion  of  the  function  of  Nurses  or  Nurse 
Practitioners  should  be  developed  by  joint  sub- 
committees of  the  Board  of  Medical  Examiners 
and  the  Board  of  Nurse  Examiners. 

Referred  to  the  Board  of  Medical  Examiners 
and  the  Board  of  Nursing.  Joint  meetings  be- 
tween the   two  groups   have   been   held.   Also 
referred  to  the  Committee  on  Legislation  and 
the  Committee  of  Physicians  on  Nursing. 
Amendments  by  the  General  Assembly  of  1973 
were  enacted  to  the  Medical  Practice  Act  and 
to  the  Nurse  Practice  Act  to  the  effect  that 
certain  tasks  which  now  might  constitute  the 
practice  of  medicine  might  be  performed  by 
Registered  Nurses  who  might  be  approved  for 
the  performance  of  such  tasks  by  the  Board  of 
Medical    Examiners    pursuant    to    regulations 
adopted  by  the  Board  of  Medical  Examiners 
and  adopted  also  by  the  Board  of  Nurse  Ex- 
aminers. 
Resolution  7 — The  Mecklenburg  County  Medical 
Society  recommendation  that  State  Statute   115- 
143   requiring   annual   physical   examinations   of 
school  teachers  be  repealed  and  frequency  of  phy- 
sical examinations  be  decided  by  personal  phy- 
sician in  consultation  with  his  patient. 

Referred  to  the  Committee  on  Legislation.  The 
Committee    discussed    the    proposal    with    the 
North     Carolina     Association    of     Educators, 
which  organization  expressed  opposition  to  any 
repeal  of  the  present  law.  In  view  of  the  op- 
position by  the  organization  representing  the 
teaching  profession,  the  Committee  on  Legis- 
lation felt  it  was  not  wise  to  pursue  the  pro- 
posal in  the  General  Assembly. 
Resolution  8 — Mecklenburg  County  Medical  So- 
ciety recommendation  supporting  the  labeling  of 
all  prescription  medications,  with  legislation  pro- 
posed to  implement  into  law. 

Referred  to  the  Committee  on  Legislation.  A 
bill  to  accomplish  the  proposal  was  prepared 
with  the  assistance  of  the  Secretary  of  the 
Board  of  Pharmacy  and  the  State  Chemist, 
which  was  apparently  approved  by  the  Execu- 
tive Committee  of  the  North  Carolina  Phar- 
maceutical Association  and  introduced  by  Dr. 
John  Gamble,  Representative  from  Lincoln 
County.  The  Bill.  H-156,  was  passed  by  the 
House  and  was  given  a  favorable  report  by 
Senate  J-I  Committee,  was  passed  on  second 


reading  in  the  Senate,  but  opposition  to  the  bill 
developed  from  members  of  the  Pharmaceuti- 
cal Association.  The  Senate  finally  voted  to  re- 
refer  the  bill  to  the  Senate  Judiciary  I  Com- 
mittee for  action  in  1974. 

11.  Resolution  10 — Guilford  County  Medical  Society 
recommendation  concerning  representation  on 
Health  Planning  Councils. 

Referred  to  appropriate  Health  Planning  Coun- 
cils and  filed  as  Society  policy. 

12.  Resolution  11 — Durham-Orange  County  Medical 
Society  recommendation  for  improvement  of  re- 
lations between  Board  of  Medical  Examiners  and 
physicians  of  North  Carolina. 

Referred  to  Board  of  Medical  Examiners  and 
suggestions  implemented  by  the  Board. 

13.  Report  B  —  Society  policy  favoring  pluralistic 
System  of  Health  Care. 

Reported  to  the  American  Medical  Association 
as  information  and  filed  as  Society  policy. 

14.  Report  F — Statement  of  Policy  on  Drug  Abuse 
and  Drug  Dependency. 

Filed  as  Society  Policy,  copies  of  Statement 
printed  for  appropriate  distribution  as  Society 
position  and  reported  action  as  information  to 
the  North  Carolina  Drug  Authority. 

15.  Report  G — Rubella  Immunization  policy  from 
Committee  on  Child  Health  and  Infectious  Dis 
eases  that  all  women  should  be  immunized  for 
Rubella  before  age  12  and  should  be  tested  for 
Rubella  through  premarital  or  prenatal  program- 
ming. 

Memorandum  advising  each  County  Medical 
Society  of  the  policy  approved  by  the  House 
of  Delegates  mailed  to  each  County  Society 
Secretary  and  copy  of  Society  recommendation 
referred  to  the  State  Health  Director. 

16.  Resolution  1 — Wake  County  Medical  Society  rec- 
ommendation against  the  use  of  Amphetamines 
and  methamphetamines  to  the  effect  that  physi- 
cians should  not  prescribe  these  two  drugs  for 
appetite  control. 

Referred  to  Committee  on  Drug  Abuse  as  So- 
ciety policy  and  reported  as  information  to  the 
North  Carolina  Drug  Authority. 

17.  Resolution  3 — Durham-Orange  County  Medical 
Society  and  Duke  Medical  Student  Members  rec- 
ommendation concerning  Abortion  that  an  abor- 
tion is  an  elective  surgical  procedure  which 
should  only  be  performed  by  a  licensed  physi- 
cian; that  the  decision  to  perform  an  abortion 
rest  with  a  woman  and  her  physician;  and  that 
abortion  must  be  performed  by  the  twentieth 
week  of  gestation. 

Referred  to  the  Committee  on  Legislation.  So- 
ciety recommendations  enacted  into  law  by  the 
1973  General  Assembly. 

18.  Resolution  4 — Durham-Orange  County  Medical 
Society  and  Duke  Medical  Student  Members 
recommendation  concerning  information  packet 
for  use  by  the  Society  Committee  on  Legislation 
on  ( 1  )  reliability  and  side  effects  of  current  meth- 
ods of  contraception.  (2)  experience  of  countries 
and  states  which  have  an  abortion  law  similar 
to  the  proposal  in  Resolution  3,  and   (3)   basic 
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psychiatric  and  medical  facts  concerning  abortion 

and  the  battered  child  syndrome. 

Referred  to  the  Committee  on  Legislation,  and 
the  President  appointed  a  consultant  group  to 
the  Society  Legal  Counsel  and  Headquarters 
Staff  in  providing  informational  material  to 
members  of  the  General  Assembly  whenever 
requested  to  provide  such  information. 

19.  Resolution  6 — Committee  on  Blue  Shield  rec- 
ommendation that  Third  Party  Payors  Payments 
to  be  identical  in  both  Medical  School  hospitals 
and  Community  hospitals  with  teaching  pro- 
grams. 

Referred  to  the  Committee  on  Blue  Shield  and 
to  the  Insurance  Industry  Committee  of  the  So- 
ciety as  policy  position  in  review  of  third  party 
payment  cases.  Copies  of  the  correspondence 
sent  as  information  to  the  North  Carolina  Blue 
Cross  &  Blue  Shield,  Inc.  and  to  the  Health 
Insurance  Council  State  representative. 

20.  Report  L — Problem  of  Insurance  Industry  de- 
termination of  fees. 

Memorandum  outlining  Society  policy  mailed 
to  Presidents  and  Secretaries  of  County  Medi- 
cal Societies  along  with  a  copy  of  AMA  Reso- 
lution and  policy  on  similar  topic.  Copies  of  the 
correspondence  referred  to  Committees  on 
Blue  Shield.  Peer  Review,  and  Insurance  In- 
dustry. Information  also  transmitted  to  repre- 
sentative of  the  Health  Insurance  Council  State 
Committee. 

21.  Report  M — Medicaid  Requirements  regarding 
agreement,  acknowledgement  or  certification  by 
doctors  and  other  providers  of  service  as  required 
by  Federal  Regulation. 

Society  expression  of  preference  for  the  meth- 
od of  compliance  with  the  Federal  Regulation 
reported  to  the  State  Department  of  Social 
Services  with  the  Society  express  preference 
for  alternatives  offered  implemented  by  that 
department. 

22.  Report  N — Resolution  to  the  AMA  encouraging 
the  use  of  every  available  communication  tech- 
nique to  disseminate  topical  and  accurate  infor- 
mation to  physicians  and  the  public. 

Referred  to  the  AMA  for  consideration  at  the 
June  1972  Annual  Convention.  AMA  Refer- 
ence Committer  substitute  for  the  North  Caro- 
lina resolution  encompassing  basic  intent  of  the 
resolution  adopted  by  the  AMA  House  of  Dele- 
gates. 

23.  Report  E — Amendments  to  the  Constitution  and 
Bylaws,  encompassing  several  changes. 

Ratified  changes  implemented  in  the  Constitu- 
tion   and    Bylaws    as    printed    including    all 
changes  through  the  May  1972  Annual  Meet- 
ing of  the  Society. 
I  believe  also  that  all  of  us  are  aware  of  the  fact  that 
in  keeping  with  the  ultimate  responsibility  placed  upon 
this  House  that  the  House  has  the  prerogative  and  the 
responsibility    to    review   all   actions   of   the   Executive 
Council. 

So.  at  this  time,  I  will  recognize  President  Glasson 
and  ask  him  to  submit  summaries  of  actions  of  these 
meetings  to  you  with  specific  reports  that  have  emanated 
from  them. 


REPORTS  OF  THE  EXECUTIVE  COUNCIL 

PRESIDENT  GLASSON:  Each  of  you  has  received 
in  your  delegates  packet  summaries  of  the  actions  of 
the  Executive  Council  at  its  meetings  on  October  1st. 
1972  and  January  28th,  1973. 

You  also  have  before  you  a  summary  of  the  Execu- 
tive Council  meeting  on  May  6th.  1973,  just  about  two 
weeks  ago. 

These  three  summaries  represent  actions  by  the  Coun- 
cil which  it  was  felt  did  not  require  special  reports  but 
which  are  submitted  in  summary  form  for  your  con- 
sideration and  approval. 

You  also  have  in  your  delegate  packet  Reports  "A" 
through  "L"  which  originated  from  actions  of  the  Coun- 
cil at  the  October  1,  1972,  and  the  January  28.  1973. 
meetings  along  with  report  "M"  which  originated  from 
an  action  of  the  Council  on  May  6th.  1973. 

I  therefore  move  that  these  lettered  reports  as  printed 
be  received  for  consideration  by  the  House  of  Dele- 
gates and  referral  to  the  Reference  Committee  as  indi- 
cated in  each  report,  without  being  read  at  this  time  or 
further  identified. 

SPEAKER  DAVIS:  I  think  you  heard  his  motion 
that  the  summaries  be  accepted  and  the  reports  be  re- 
ferred to  appropriate  committee  as  designated  on  the 
individual  reports. 

Is  there  a  second  to  this  motion? 

[The    motion    was   duly   seconded   from   the    floor.] 

It  has  been  seconded  and  the  floor  is  open  for  dis- 
cussion. 

Dr.  Beddingfield! 

DR.  BEDDINGFIELD:  Mr.  Speaker,  does  this  in- 
clude the  summary  of  the  May  6th  meeting  of  the  Ex- 
ecutive Council? 

SPEAKER  DAVIS:  Yes,  sir,  summaries  of  all  three 
meetings. 

DR/BEDDINGFIELD:  I  have  one  question  I'd  like 
to  raise  about  the  report  of  the  May  6th  meeting,  if  I 
may,  sir?  On  page  2  down  just  below  the  center  of  the 
page  where  it  refers  to  a  resolution  received  from  Wil- 
son County,  I  note  that  you  and  the  Council  members 
have  disposed  of  this  resolution  already,  but  I  think  the 
principle  here  is  important. 

It's  my  understanding  that  our  constitution  dictates 
that  whenever  a  resolution  is  received  in  the  proper 
time,  the  proper  form,  from  a  county  society  it  cannot 
be  disposed  of  by  the  Executive  Council.  It  must  go  to 
the  House  of  Delegates. 

I  question  whether  or  not  the  referral  made  here  to 
the  AMA  delegation  was  a  proper  and  definitive  refer- 
ral— proper  to  refer  it  to  the  AMA  delegation  for 
their  opinion,  but  I  don't  believe  it's  within  the  authority 
of  the  Executive  Council  to  prevent  that  resolution  from 
becoming  the  property  of  this  House. 

SPEAKER  DAVIS:  Dr.  Beddingfield.  the  question 
was  raised  at  the  time  in  the  Executive  Council  on  May 
6th.  It  was  felt  by  the  headquarters  staff  that  this  was 
submitted  not  as  a  resolution  to  the  House  of  Delegates. 
but  was  submitted  to  the  Executive  Council  for  its  con- 
sideration and  it  is  my  memory  that  the  Executive  Coun- 
cil acted  as  they  did  with  this  in  mind. 

DR.  BEDDINGFIELD:  Well,  Mr.  Speaker,  this  was 
adopted  by  the  Wilson  County  Medical  Society  in  com- 
plete and  blind  faith  that  it  would  become  the  property 
of  this  House  of  Delegates  and  inasmuch  as  the  Execu- 
tive Council  is  responsible  to  this  House  of  Delegates 
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and  all  of  its  actions  are  answerable  to  this  House  of 
Delegates,  I  still  maintain  my  point. 

SPEAKER  DAVIS:  Dr.  Beddingfield.  you  have  a 
good  point  and  I  think  the  Executive  Council  took  the 
opposite  view  of  it  and  I  think,  with  your  forbearance, 
if  your  Society  is  prepared  to  enter  this  as  a  later  resolu- 
tion, then  I  think  it  might  accomplish  the  purpose. 

DR.  BEDDINGFIELD:  I  wouldn't  have  brought  it 
up  except  that  I  would  hate  to  see  it  treated  as  an  emer- 
gency resolution  which  we  don't  purport  it  to  be.  It  was 
introduced  in  due  time  and  it  would  require,  I  believe, 
two-thirds  majority  to  have  this  introduced  outside  the 
time  frame  as  an  emergency  resolution. 

So  I  brought  it  up  at  this  point  in  case  it  got  put  under 
New  Business  as  an  emergency  resolution. 

SPEAKER  DAVIS:  Dr.  Beddingfield,  I  think  you 
have  the  right  to  move  that  the  House  overrule  the  ac- 
tion of  the  Executive  Council.  That's  what  this  section  is 
all  about  if  you  so  desire. 

DR.  BEDDINGFIELD:  That's  the  reason  I  brought 
it  up  here,  not  trying  to  embarrass  the  Executive  Coun- 
cil. I  just  wanted  to  see  how  resolutions  got  to  the  at- 
tention of  the  House. 

And,  I  would  therefore  move.  Mr.  Speaker,  that  the 
House  overrule  the  Executive  Council  and  rule  that  the 
Wilson  County  resolution,  which  was  received  in  time, 
be  transmitted  to  a  Reference  Committee  along  with  the 
other  resolutions. 

SPEAKER  DAVIS:  I  think  you've  heard  Dr.  Bed- 
dingfield's  motion.  Is  there  a  second? 

DR.  LOUIS  deS.  SHAFFNER:  I  second. 

SPEAKER  DAVIS:  Is  there  discussion  of  the  mo- 
tion? 

DR.  BEDDINGFIELD:  I'm  simply  saying,  whether 
it's  a  good  resolution  or  whether  it's  a  bad  resolution, 
the  substance  of  it  has  nothing  to  do  with  the  issue  at 
the  moment.  This  is  a  resolution  from  a  county  medical 
society  to  the  State  Medical  Society  and  all  the  bases 
were  touched. 

It  was  sent  to  the  headquarters  office,  it  was  there 
in  due  time  and  it  belongs  to  this  House  of  Delegates. 
The  Executive  Council  does  not  have  the  right  to  dis- 
pose of  it  the  way  that  it  did. 

That's  the  point  pure  and  simple. 

As  a  matter  of  fact,  I  think  the  resolution  as  it  was 
submitted  was  confusing  and  wordy.  It  has  been  tre- 
mendously improved  and  a  substitute  resolution  which 
says  the  same  thing  in  one-fourth  of  the  words  will  be 
introduced  into  the  Reference  Committee  if  the  House 
of  Delegates  permits  the  resolution  to  go  to  the  Refer- 
ence Committee. 

So  I  made  a  motion  awhile  ago  that  the  ruling  be 
overruled. 

DR.  JOHNSON:  Mr.  Chairman.  I  would  like  to  make 
a  substitute  motion.  I  would  like  to  move  that  the  new 


resolution  submitted  from  Wilson  County  be  accepted 
by  the  House  at  this  time  and  that  it  be  referred  to  a 
Reference  Committee. 

SPEAKER  DAVIS:  You  heard  Dr.  Johnson's  sub- 
stitute motion.  Is  there  a  second? 

[The   motion    was   duly   seconded   from   the    floor.] 

Under  discussion,  Dr.  Johnson,  do  you  want  any  in- 
formation on  it?  Do  you  want  the  resolves  read  or  do 
you   think  the   substance   of  it   is  pretty   well   known? 

You've  asked  them  to  vote  for  a  substitute  motion 
on  a  matter  they  haven't  heard. 

DR.  JOHNSON:  I  can  talk  to  it  as  a  member  of  the 
four  delegates  group  from  this  House  to  the  American 
Medical  Association,  I  would  be  somewhat  uncomfort- 
able with  a  referral  of  this  type  for  the  four  delegates 
from  this  State  to  act  upon  and  I  am  in  concurrence 
with  the  explanation  which  Dr.  Beddingfield  has  given 
for  his  question  about  the  policy  taken  by  the  Executive 
Council  and  therefore  I  would  and  will  support  the  sub- 
stitute motion  which  I  did  make. 

(There  followed  considerable  discussion  before  the 
question  was  called  for. ) 

SPEAKER  DAVIS:  The  matter  before  you  is  a  sub 
stitute  motion  as  offered  by  Dr.  Johnson  that  the  sub 
stitute  resolution  which  Wilson  County  Medical  Society 
has  now  submitted,  this  second  resolution  be  accepted  by 
the  House  and  properly  referred  to  a  Reference  Com- 
mittee. 

Those  favoring  the  substitute  motion,  please  say 
"aye";  opposed  "no." 

[There  were  several  dissenting  votes.] 

The  "ayes"  have  it  and  the  substitute  motion  as  sub- 
mitted by  Wilson  County  Medical  Society  is  accepted. 
It  will  become  Resolution  No.  1 1  and  will  be  referred  to 
Reference  Committee  I. 

We're  now  back  to  the  basic  motion  of  Dr.  Glasson's 
that  the  summaries  of  the  Executive  Council  be  ac- 
cepted, that's  all  three  sessions  and  that  the  reports 
which  have  emanated  from  these  sessions  be  referred  as 
designated. 

Is  there  discussion  of  this  motion? 

[No  response] 

If  not.  those  favoring  the  motion,  please  say  "aye"; 
opposed  "no." 

And.  the  summaries  are  accepted  and  the  reports  are 
properlv  referred. 

REPORT   A 

Subject:  The  Annual  Budget  Estimates  for  1973. 

Referred:  Reference  Committee  No.  II 

The  Executive  Council,  at  its  meeting  on  October  1, 
1972.  considered  the  proposed  budget  for  1973  as  rec- 
ommended by  the  Committee  on  Finance. 

On  motion  made  and  seconded,  the  budget  estimates 
for  1973  were  adopted  by  the  Council. 

The  Budaet  Estimates  for  1973  are  as  follows: 
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BUDGET  ESTIMATES 
January  1,  1973  to  December  31,  1973 

1972  1973 
RECEIPTS:     (ESTIMATED) 

Estimated  balance  January  1.  1973 NIL  NIL 

Annual  Dues,  paying  members $512,000  $520,000 

Sales— Rosters.  Journals  &  RVS 3,500  3,500 

Revenue  Unexpected 1,000  3,000 

Technical  Exhibits 10.000  10.000 
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1972  1973 

Journal  Net  Advertisement — Local 10.000  10,000 

Journal  Net  Advertisement — National 32.000  35.000 

**AMA  Remittance  1%  of  dues  processed 3,400  3,700 

MEDPAC  Remittance  1%  of  dues  processed 220  220 

Rental  Income  (New  Headquarters  Facility) 49.182  49,936 

$621,427  $635,356 
IXPENDITURES:      (ESTIMATED) 

Schedule  A  $192,968  $205,140 

Schedule   B  75.888  82,252 

Schedule  C 33,150  34,750 

Schedule  D 29.075  14.160 

Schedule  E 7.900  8.260 

Schedule  F  22.225  22.060 

Schedule  G  43,981  43.609 

Schedule  M  216  240  225,125 


4,000 
18.000 


$621,427  $635,356 

XCESS  OF  RECEIPTS  OVER  EXPENDITURES —0—  — 0— 

XCESS  OF  EXPENDITURES  OVER  RECEIPTS —0—  — 0— 

RESERVES:    (Costs.  $26,104.55— Land) 

UBMITTED  TO  COMMITTEE  ON  FINANCE September  17.  1972 

SUBMITTED  TO  EXECUTIVE  COUNCIL  FOR  APPROVAL - October  1.   1972 

SUBMITTED  TO  HOUSE  OF  DELEGATES  FOR  APPROVAL - May  20,   1973 

EXECUTIVE  BUDGET 

\-  1   President,  expense  of  (travel  &  communications)* $  6.000  $     7.000 

\-  2  President's  secretarial  assistance 5.000  5.000 

\-  3  Secretary,  travel  of* i-000  ]-000 

A-  4  Executive  Director-Treasurer,  salary  of 21.500  24.000 

A-  5  Executive  Director-Treasurer,  travel  of* 6.000  6.000 

A-  6  Executive  Office.  Secretarial  &  Clerical  Assts.f 45.000  45'999 

A-  7  Executive  Office,  equipment-replacements 2,000 

A-  8  Executive  Office,  expense  of  (communications,  printing,  and  supplies,  repairs  & 

replacements  of  expendables) 18.000 

A-  9  Bonding  (in  effect  to  1975) 915  — 0— 

A-10  Audit   (~Quarterly  &  Annual) ^80°  2.000 

A-ll   Taxes  (salary  tax) 4-92?  6-440 

A-12  Insurance:  fire,  liability  &  Compensation 2,128  _,_00 

A-13  Membership  Record,  acctg.,  IBM  Machine  Rental,  Forms - 8,600  8,600 

A-14  Publications,  reports  &  executive  aids 300  300 

A-15  Assistant  Executive  Director,  salary  of  (See  A-23  in  1972) 0  17.200 

A-16  Assistant  Executive  Director,  travel  of  (See  A-25  in  1972) — 0 —  3,000 

A-17  Assistant  to  Executive  Director,  salary  of  (Title  changed) 11.900  12.900 

A-20  Administrative  Assistant,  salary  of 10,500  0 

A-21   Administrative  Assistant,  travel  of* 2,000  0 

A-22  Controller,   salary  of 14,400  15.400 

A-23   Field  Representative,  salary  of  (See  A-15  for  1973) 16,000  — 0 — 

Field  Representative,  salary  of  (Replacement) — 0 —  12.500 

A-24  Field  Representative,  salary  of 10,000  9,600 

A-25  Field  Representative,  travel  of* 5,000  5,000 

SI  92.968  $205,140 

B.  JOURNAL  BUDGET 

B-   1   Journal,  printing  and  mailing $  54,800  59.800 

B-  2  Journal,  cuts  for 300  — 0 — 

B-  3  Editor,  salary  of 2.500  B-ll* 

B-  4  Assistant  Editor,  salary  of 6.S50  B-ll* 


"  To  be  appropriated  to  Secretarial   Budget  A-6 

*  Basis:   Real  for  personal  maintenance  and  travel  (g   10c  per  mile  and/or  common  carrier  rate  and  for  official  purposes. 

f  Any  revenue  derived  from  collection  efforts  related  to  American   Medical  Association  dues  and  processing  of  same  shall  accrue  to  this  item  of 
the'  Budget. 

*  Transferred  to  B-ll. 
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B-  5  Editorial  Office,  expense  of  (12  Months  rent,  communications,  printing  and 

supplies,  repairs  and  replacements) 850  850 

B-  6  Journal  Business  Manager's  Office  expense  of  (  12  months  communications. 

printing  and  supplies,  repairs  and  replacements) 1,000  1,000 

B-  7  Business  Manager's  Office,  equipment  for 100  100 

B-  8  Journal,  travel  for  (Local  and  National) 200  200 

B-  9  Taxes  (salary  tax) 918  1,052 

B-10  Sales  tax  on  Journal  subscriptions  and  Roster  sales 1.870  2,200 

B-ll   Journal  Salaries  —0—  17,050 

B-13  Advertising  Secretary,  salary  of 6,500  B-ll* 


$  75,888  $  82,252 

C.  INTRA-FUNCTIONAL  ACTIVITY  BUDGET 

C-   1   Executive  Council  expense  of  and  travel  of  Councilors  including  district  travel $  4,000  $     4,600 

C-  2  Publication  of  Executive  Council  Minutes,  Transactions,  Annual  Reports 6,500  6.500 

C-  3  Legislative  Committee,  expense  of  (local  and  National  activity) 2.500  5.000 

C-  4  Maternal  Health  Committee,  expense  of  (secretarial,  communications. 

printing  and  supplies 3,600  600 

C-  5  Committee  on  Drug  Abuse 500  1.000 

C-  6  Committee  on  Arrangements C-l  1  C-ll 

C-  7  Scientific  Exhibits  Committee  and  Audio-Visual  Program,  expense  of  (including 

$200  for  Scientific  Exhibit  Awards  and  $200  for  Student  Scientific  Exhibit 

Award) 900  1.225 

C-  8  Committee  on  Mental  Health 400  400 

C-  9  Comittee  on  Mediation 400  400 

C-10  Committee  on  Chronic  Illness,  TB  &  Heart  Disease 400  400 

C-ll   Committees  in  general,  expense  of  (including  committees  under  $100  allocations) 4.500  4.500 

C-12  Committee  on  Nominations    100  C-ll 

C-13  Committee  on  Occupational   &   Environmental    Health 100  C-ll 

C-14  Committee  on  Professional   Insurance  C-ll  C-ll 

C-15  Committee  on  Relative  Value  Studies 550  600 

C-16  Committee  on  Negotiations  C-ll  C-ll 

C-17  Committee  on  Student  AM  A  (Section  &  Transportation  &  Delegate  to  SAM  A 

one  each  Medical  School  Chapter  (3)) 1,700  1,060 

C-18  Committee  on  Disaster  Emergency  Medical  Care C-ll  600 

C-19  Committee  on  Industrial  Commission C-ll  C-ll 

C-20  Committee  on  Constitution  and  By  Laws 300  500 

C-21   Committee  on  Medical-Legal   C-ll  C-ll 

C-22  Committee  Advisory  to  N.  C.  Dept.  of  Motor  Vehicles C-ll  C-ll 

C-23  Committee  on  Cancer  C-ll  C-ll 

C-24  Committee  on  Anesthesia  Study  400  365 

C-25  Committee  on  Child  Health  &  Infectious  Disease C-ll  C-ll 

C-26  Committee  on  Blue  Shield   C-ll  C-ll 

C-27  Committee  on  Hospital  &  Professional  Relations C-ll  C-ll 

C-28  Committee  on  Social  Services  Program C-ll  C-ll 

C-29  Committee  on  Memorial  Services   (Necrology) C-ll  C-ll 

C-30  Insurance   Industry  Committee 600  800 

C-31   Committee  on  Community  Medical  Care,  sponsorship  of  4-H  Health  activity  for 

one  trip  to  National  4-H  Club  for  State  Health  Winner,  and  Today's  Health 

subscription  to  4-H  Health  winners;  Dues  Rural  Health  Safety  Council: 

Miscellaneous  expense  500  500 

C-32  Committee  on  Retirement  Savings   Plan CI  1  C-ll 

C-34  Committee  on  General  Sessions  Program   (Scientific  Works) Cll  C-ll 

C-36  Committee  on  Family  and  Marriage  Counselling  &  Family  Life  Education 100  300 

C-37  Committee  on  Medicine    and    Religion 250  350 

C-38  Committee  on  AMA-ERF C-ll  C-ll 

C-39  Committee  on  Credentials  C-ll  C-ll 

C-40  Committee  on  Scientific  Awards  C-ll  C-ll 

C-41   Committee  on  Physicial  &  Vocational  Rehabilitation C-ll  C-ll 

C-42  Committee  on  Eye  Care  &  Eye  Bank C-ll  C-ll 

C-43  Committee  on  CHAMPUS    C-ll  C-ll 


:  Transferred  to  B-ll. 
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'-45  Council  on  Review  &  Development C-ll 

:    %46  Committee  on  Finance    C-ll 

J-47  Utilization  Committee  (Combined  with  Peer  Review) C-ll 

'-48  Committee  on  Medicare   200 

.'-49  Committee  on  Medical   Education  1,000 

>50  Committee  on  Comprehensive  Health  Service  Planning 250 

>51  Committee  on  Medical  Aspects  of  Sports 1,600 

?-52  Committee  on  Association  of  Professions C-ll 

M3  Committee  of  Physicians  on  Nursing 200 

54  Committee  Liaison  to  N.  C.  Pharmaceutical  Association C-ll 

-55  Committee  on  Personnel  &  Headquarters  Operation C-ll 

>56  President's  Communication  Program  (Newsletter) 400 

>57  Advisory  Committee  on  the  Crippled  Children's  Program C-ll 

58  Committee  on  Peer  Review  200 

3-59  Committee  on  Health  Care  Delivery 1,000 

$  33.150            $  34,750 

0.  EXTRA  FUNCTIONAL  ACTIVITY  BUDGET 

D-  1   Delegates  to  AM  A,  expense  of  (8  including  alternates  to  each  Annual  and 

Clinical  Session)  $  8,875                  9,700 

D-  2  Conference  Dues  200                     200 

D-  3  Woman's  Auxiliary  (contribution  to  entertainment,  travel  to  National  Auxiliary 

for  2  and  productions) 4,000                  4,260 

D-  4  Medical  History  Allocation,  printing,  promotion  and  mailing  of  Medical 

Society  History  1 6.000               —0— 


1973 

C-ll 

C-ll 
— 0— 
200 

1,000 

250 

1,000 

C-ll 

200 

C-ll 

C-ll 

1.200 

C-ll 

200 

1,000 

$  29,075  $    14.160 


E.  PUBLIC  RELATIONS  BUDGET 

E-  3  Committee  Chairman,  out  of  State  travel $        500  $        500 

E-  9  Audio-Visual  depiction,  photography,  radio-motion  pictures,  production. 

distribution  and  printing,  purchase  of  films,  etc — 0 —  — 0 — 

E-10  Educational  distribution:  reprints,  periodicals  press  materials,  pamphlets,  and 

dodgers  for  educational  purposes;  production,  distribution  and  printing. 

binding,  stuffing  and  mailing 500  500 

E-ll   News  and  press  releases,  production  and  printing  of 200  200 

E-12  Public  Relations  Bulletin,  production  and  printing  of 3.500  3,500 

E-13  State  High  School  Science  Fair  Program,  Award  for 350  160 

E-14  Exhibits  and  Displays:  purchase,  rental,  production,  fabrication  and 

transportation  of  : 300  350 

E-15  Conference  for  Medical  Leadership 1.000  1.500 

E-17  Today's  Health  Magazine  Subscriptions 850  850 

E-18  Collateral  Public  Relations  with  other  committees 500  500 

E-19  N.  C.  Rescue  Squad  First  Aid  Trophies 200  200 


$  7.900            $     8.260 

F.  ANNUAL  SESSIONS  (119th)  CONVENTION  BUDGET 

F-   1   Program.  Production  of $  2.000            $     2.000 

F-  2  Hotel  and  Auditorium  expense 4.400  4,700 

F-  3  Publicity  promotion,  expense  of  (reporters  and  expense) 600  600 

F-  4  Entertainment  (General  involving  personnel) 1.200  1.200 

F-  5  Orchestra  and  Floor  entertainment 2.500  2.500 

F-  6  Guest  Speakers  expense  and/or  honorarium 900  900 

F-  7  Banquet  Speaker,  fee  and  expense — 0 —                 — 0 — 

F-  8  Electric  Amplification,  operators,  installations  and  screening  auditorium 125               — 0 — 

F-  9  Booth  installations,  supplies,  expense  signs  (Scientific  and  Technical)  including 

exhibit  expense  &  promotion 5.000  4.500 

F-10  Projection,  expense  of  (service  rentals) 1.300  1.300 

F-ll   Badges  (members,  guest,  exhibitors,  Auxiliary) 100  250 

F-12  Reporting  Service  for  Transactions — (House  of  Delegates,  General  Sessions  and 

Reference  Committees)   2.500  2.500 

F-13  Rental,  extra  facilities,  trucks  for  sections  and/or  exhibits 250  200 

F-14  Exhibitors  entertainment 750  850 
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F-15  Banquet  expense  250 

F-16  Police  Security  350 

$  22,225 
G.  MISCELLANEOUS  BUDGET 

G-   1   Legal  Counsel,  retainer  fees  for $  10,500 

G-  2  Reporting,  Executive  Council  Meetings 2,000 

G-  3  Fifty  Year  Club  Pins  and  Certificates  and  President's  Jewel 150 

G-  4  Contingency  and  Emergency 4,821 

G-  5  Retirement  System  for  Society  Employees 19,300 

G-  6  Advalorem  Taxes  (NCMS  Property  on  Hwy.  70) 960 

G-  7  Association   of  Professions 200 

G-  9  AAMC  (Association  of  American  Medical  Colleges) 250 

G-10  Commissioners,  expense  of 1  500 

G-ll   Executive  Committee,  expense  of 300 

G-12  Officers,  expense  3,000 

G-13  Travel  and  Maintenance,  expense  of  essential  Headquarters  Staff  for  out-of-state 

meetings  and  instate  conferences 1,000 


1973  |;«ea 
200  ft*1 
360 


$  43,981 
M.  HEADQUARTERS  FACILITY 

Capital  Investments 

M-   1    Application  to  Mortgage  Payments — estimated  available $134,374 

M-  3  Mortgage  Payable  on  Greenfield  Property  @  1/5  of  $13,000  plus  19c  interest  on 

unpaid  balance  of  $5,200  ($2,600  plus  $364  interest) 3,146 

M-  4  Estimated  Interest  Cost  on  Mortgage  ($100,000  @  7%) 32,480 

Sub-total    $170,000 

Operating  Costs 

M-  5  Utilities  $  13,000 

M-  6  Insurance    1,400 

M-  7  Taxes    15.680 

M-  8  Water   700 

M-  9  Janitorial  Services  11,000 

M-10  Grounds  Maintenance  800 

M-ll  Building  Repairs  &  Maintenance 1,200 

M-12  Heating  A/C  Repairs  &  Maintenance  Elevator  Maintenance 2,460 


$  22,060 


$    1 1,300  lfe« 

2,000  I  »j0 

300  [provide 

4, 174  [  K'1 

19,175  »'» 

960js».1 

2()0    i" 

0 p1'"11 

1,500  I  Tk! 

300  V  Hit 

2.000  >''■•' 

1,700    ':-" 


$216,240 


43,609 


$162,261 

2.964 
7.000 

$172,225 


$   13,800 

1,700 

16,700 

500 

15,000 

1.000 

1.200 

3,000 

$225,125 


REPORT  B 

Subject:  Proposed  Changes  in  the  Constitution  and  By- 
laws 
Referred  to:  Reference  Committee  No.  II 
Re:  proposed  changes  in  the  Constitution  to  be  acted 
upon  by  the  House  of  Delegates  at  the  1973  annual 
meeting.  These  proposed  changes  were  accepted  by 
the  House  of  Delegates  at  the  1972  annual  meeting 
and  will  be  presented  to  the  House  of  Delegates  at 
the  1973  meeting  for  final  action. 
I.   Life  Members:  The  first  sentence  of  Article  IV. 
Section  3   now  reads:   "Life  Members  shall  consist  of 
those  physicians  who  have  been  members  of  The  Society 
consecutively  for  20  years  and  have  attained  the  age  of 
70  years." 

The  proposal  is  to  amend  this  first  sentence  to  read: 
"Life  Members  shall  consist  of  those  members  of  The 
Society  who  shall  have  retired  from  the  active  practice 
of  medicine  on  or  after  the  age  of  65  and  who  shall 


have  been  dues  paying  members  for  30  years,  or  who 
upon  reaching  the  age  of  70  shall  have  been  dues  paying 
members  for  20  years." 

II.  General  Sessions:  Article  VII.  Section  1  now 
reads:  "The  Society  shall  hold  annual  meetings,  during 
which  there  shall  be  held  daily  not  fewer  than  one  gen- 
eral session,  open  to  all  registered  members  and  to  other 
members  as  provided  under  Article  IV  above." 

The  proposed  change  would  not  require  a  daily  gen- 
eral session,  but  only  that  at  least  two  general  sessions 
be  held  during  the  annual  meeting.  Amend  this  section 
to  read:  "The  Society  shall  meet  annually  at  which  time 
there  shall  be  held  at  least  two  general  sessions,  which 
shall  be  open  to  all  registered  members  and  to  other 
members  as  provided  under  Article  IV  above." 

III.  Delegate  from  each  Specialty  Section :  The  ad  hoc 
Committee  on  Specialty  Sections  proposes  that  the 
House  of  Delegates  allow  one  delegate  from  each  spe- 
cialty section  to  be  a  member  of  the  House  of  Dele- 
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;ates  each  year.  This  can  be  accomplished  by  adding  a 
hrase  to  Article  V — House  of  Delegates,  so  that  it  will 
ead  as  follows:  "The  House  of  Delegates  shall  be  the 
egislative  and  business  body  of  The  Society,  and  shall 
onsist  of  delegates  elected  by  the  component  county 
societies  and  delegates  elected  by  the  student  members, 
px  officio  the  Past-Presidents  and  Past-Secretaries  and 
Ithe  officers  of  The  Society  as  defined  in  this  Constitu- 
tion, and  delegates  elected  by  the  Specialty  Sections  as 
provided  for  in  Chapter  XI.  Section  1,  of  the  Bylaws." 

IV.  The  following  is  a  Bylaws  change  that  is  proposed 
if  Item  III  above  is  approved  by  the  House  of  Dele- 
bates.  This  item  can  be  voted  on  for  final  action  at  the 
first  session  of  the  House  of  Delegates  at  the  1973  an- 
nual meeting. 

The  proposed  change  is  as  follows: 

If  the  House  approves  Item  III  above,  the  committee 
ialso  recommends  and  herewith  presents  as  a  first  read- 
ing, the  following  change  in  the  Bylaws  to  provide  for 
the  election  of  a  delegate  from  a  section: 

Amend  the  third  sentence  of  Chapter  XI,  Section  1, 
by  inserting  a  comma  (,)  in  lieu  of  the  word  "and" 
after  Chairman-Elect,  inserting  after  the  word  Secretary 
a  comma  (.)  and  the  words  "and  a  delegate  and  an 
alternate  delegate."  The  sentence  will  then  read: 

"During  the  meeting  of  each  section,  a  Chairman,  a 
Chairman-Elect,  a  Secretary,  and  a  delegate  and  an  al- 
ternate delegate  shall  be  elected  for  the  following  year, 
either  in  open  session  or  through  a  Committee  appointed 
for  the  purpose  by  the  Chairman  of  the  Section." 

REPORT  C 

Subject:  Statement  Regarding  Preventive  Use  of  Isonia- 

zid  as  a  Public  Health  Measure 
Referred  to:  Reference  Committee  No.  I 

On  the  recommendation  of  the  Committee  on  Chronic 
Illness,  TB  and  Heart  Disease,  the  Executive  Council 
at  its  October  1,  1972  meeting,  approved  the  following 
statement: 

STATEMENT  REGARDING  PREVENTIVE  USE  OF 
ISONIAZID  AS  A  PUBLIC  HEALTH  MEASURE 
The  Committee  on  Chronic  Illness  endorses  the  pre- 
ventive use  of  isoniazid  in  those  situations  where  in  the 
opinion  of  the  individual's  physician,  or  one  or  more 
physicians,  experienced  in  tuberculosis,  such  would  be 
in  the  best  interests  of  the  health  of  the  individual,  his 
family  or  community  from  the  point  of  view  of  prevent- 
ing further  spread  of  infection.  Those  included  may 
fall  into  one  of  the  following  groups: 

( 1  )  Infants  and  young  children  with  a  history  of 
household  exposure  to  an  infectious  case  of  tuber- 
culosis. 

( 2 )  Recent  close  household  older  child  and  adult 
contacts  of  an  infectious  case  of  tuberculosis  who 
have  significant  tuberculin  hypersensitivity. 

(3)  Previously  untreated  children  twenty  years  of 
age  and  under  who  have  significant  tuberculin  hy- 
persensitivity. 

(4)  Known  recent  tuberculin  coverters  of  any  age 
who  have  significant  tuberculin  hypersensitivity. 

(5)  Certain  medical  situations  involving  uncon- 
trolled diabetes  mellitus,  silicosis  and  those  with  peptic 
ulcer  about  to  undergo  gastrectomy  where  the  pa- 
tient has  significant  tuberculin  hypersensitivity  and 
for  those  who  are  placed  on  corticosteroid  therapy. 

(6)  Certain  previously  untreated  or  inadequately 


treated,  inactive  or  quiescent  cases  of  tuberculosis. 
( 7 )  The  committee  recommends  in  each  situation 
that  the  risk  of  known  side  effects  of  isoniazid  be 
evaluated  against  the  possible  advantages  to  the  in- 
dividual and  community  before  deciding  to  institute 
therapy,  and  that  when  isoniazid  is  prescribed, 
periodic  (monthly)  inquiries  be  made  of  patients 
receiving  it  in  order  to  detect  occurrence  of  any  ad- 
verse side  effects  as  early  as  possible. 
The  above  should  receive  the  consideration  and  en- 
dorsement of  local  medical  societies. 

REPORT  D 

Subject:    Recommendations   from   the   "Conference  on 

Access  to  Medical  Care" 
Referred  to:  Reference  Committee  No.  II 

The  Executive  Council  at  its  October  1.  1972,  meeting 
approved  the  recommendations  by  the  Committee  on 
Public  Relations  from  the  "Conference  on  Access  to 
Medical  Care"  held  September  9-10.  1972.  The  recom- 
mendations were  as  follows: 

A.  Increased  physician  efficiency  and  productivity 
.  .  .  E.  Harvey  Estes,  M.D.  inclusive  topics:  Including 
Use  of  Auxiliary  Personnel:  Multiphasic  Procedures; 
Improved  Delivery  Systems:  Automation:  Better  Rec- 
ords Systems.  Suggested  Methods  to  Increase  Efficiency 
and  Productivity  Without  Sacrificing  Quality  or  Increas- 
ing Costs. 

1.  Identify  and  publicize  innovative  systems  now 
being  used  by  North  Carolina  physicians  to  in- 
crease productivity. 

(a)  Solicit  through  Public  Relations  Bulletin  sub- 
mission of  methods  in  operation  to  enhance 
productivity. 

(b)  Publicize  methods  identified  in  Public  Rela- 
tions Bulletin  and  make  available  upon  re- 
quest from  headquarters  office  and/or  dis- 
played at  annual  meeting  and/or  presented 
at  Annual  Conference  for  Medical  Leader- 
ship. 

(c)  Ask  Specialty  section  chairmen  to  be  respon- 
sible for  the  submission  of  methods  to  en- 
hance productivity  from  their  respective  spe- 
cialties. 

(d)  Give  awards  for  the  most  innovative,  help- 
ful, and  practical  methods  to  improve  ef- 
ficiency and  enhance  productivity.  Award 
designations  will  be  decided  by  the  Awards 
Committee. 

2.  Support  existing  and  encourage  development  of 
new  educational  courses  at  local,  state,  and  re- 
gional levels  to  improve  the  proficiency  of  office 
health  personnel. 

(a)  Identify  and  promote  existing  courses  through 
the  Public  Relations  Bulletin. 

(b)  Support  and  encourage  efforts  for  develop- 
ment of  new  courses. 

3.  Encourage  development  of  in  service  programs  to 
upgrade  proficiencies  of  office  and  paramedical 
staff.  The  programs  might  include  practical  pack- 
ages dealing  with  how  to  handle  common  clinical 
problems  (patient  care  algorithms,  self-adminis- 
tered patient  questionnaires,  instructional  material 
for  the  patient,  instructional  material  for  the  of- 
fice staff,  etc. ) 

(a)    Promote     development     of    these     programs 


70 


1973  TRANSACTIONS 


through  specialty  chairmen  and  consider  for 
the  awards  described  above. 

(b)  Distribute  a  sample  of  an  existing  practical 
packet  with  descriptive  information  to  the 
Specialty  chairmen  and  make  available  from 
the  headquarters  office. 

(c)  Encourage  development  of  other  programs  ap- 
plicable to  physicians'  offices  and  hospitals 
using  multiple  methods  ( audio-visual  tech- 
niques, visiting  lecturers,  etc.)  should  also  be 
encouraged. 

(d)  Development  of  programs  in  medical  schools 
at  the  medical  student  and/or  resident  level 
to  improve  proficiency  in  practice. 

4.  Support  the  suggested  plan  for  a  talk  on  Practice 
Productivity  by  one  of  the  speakers  of  the  very 
successful  AAFP  Workshops  on  Practice  Produc- 
tivity. This  talk  to  be  delivered  at  the  Conference 
for  Medical  Leadership  of  the  NCMS. 
B.  Improved  Utilization  of  Existing  Services  and  Fa- 
cilities— Donald    B.    Koonce,    M.D.    inclusive    topics: 
Improved  Education  For  Parents  Concerning  Access  to 
Care:  Better  Communication  Between  Patient  and  Phy- 
sician; Crisis  and  Referral  Center  Services;  and  Regional 
Services. 

1 .  Undertake  program  for  each  county  medical  so- 
ciety to  plan  and  implement,  through  whatever 
local  resources  available,  an  educational  program 
through  the  news  media  to  instruct  the  public  as 
to  the  best  ways  to  utilize  existing  community 
health  services. 

(a)  Regional  Medical  Program  will  be  requested 
to  develop  sample  packaged  approaches  for 
different  sizes  of  county  medical  societies  to 
illustrate  how  this  might  best  be  done  .  .  . 
to  be  distributed  by  the  North  Carolina 
Medical  Society  with  assistance  for  commun- 
ity implementation  to  be  sought  from  the 
Office  of  Comprehensive  Health  Planning. 

(b)  The  list  of  county  medical  societies  complying 
with  this  recommended  program  will  be  pub- 
licized in  the  P.  R.  Bulletin. 

2.  Encourage    development   of   innovative    programs 

such  as  community  "way  stations"  and  desig- 
nation of  community  health  advocates  on  a 
trial  basis  to  assist  those  in  need  of  services 
to  find  the  most  appropriate  care. 

(a)  Publicize  existing  programs  in  P.  R.  Bulletin. 
NCMI  (such  as  the  programs  in  operation 
in  several  communities  out  from  Duke ) . 

(b)  Encourage  existing  health  agencies  (com- 
munity hospitals,  public  health  departments, 
health  planning  committees,  etc.)  working  in 
cooperation  with  county  medical  societies  to 
initiate  new  programs  to  assist  match  emer- 
gency and  non-emergency  public  health  needs 
with  available  resources. 

3.  Improved  transportation  services  should  be  pro- 
vided through  the  county  social  services  depart- 
ment, health  department,  civic,  fraternal,  and  re- 
ligious groups,  etc.  to  help  identify  the  elderly 
and  the  deprived  to  take  advantage  of  existing 
health  services. 

(a)  This  recommendation  should  be  published  in 
the  P.  R.  Bulletin  to  stimulate  county  medical 
society  interest  and  support. 


(b)  Interested  state  agencies  involved  should  be 
contacted  identifying  this  need  and  encourag- 
ing the  planning  and  development  of  newer 
and  more  responsive  programs  to  meet  trans- 
portation needs. 

4.  Develop  methods  through  confidential  peer  review 
mechanisms  to  identify  less-than-desirable  health 
care  utilization  profiles  for  both  patients  and  pro- 
viders to  assist  in  proper  utilization  of  existing 
services  and  facilities. 

(a)  Forward  this  for  consideration  to  Peer  Review 
Committee. 

5.  Plan  an  extended  program  of  health  communica- 
tion to  the  public  by  the  North  Carolina  Medi- 
cal Society  to  be  implemented  in  the  future  when 
the  present  financial  squeeze  from  construction  of 
headquarters  facility  has  eased. 

(a)  Similar  programs  of  other  state  medical  so- 
cieties will  be  catalogued  for  resources  to  as- 
sist with  the  planning. 

(b)  A  proposed  plan  will  be  prepared  by  the  Pub- 
lic Relations  Committee  for  later  considera- 
tion. 

C.  Improved  Emergency  and  Other  Services,  Both 
Out-Patient  and  Inpatient — George  W.  Paschal,  Jr., 
M.D.  inclusive  topics:  Communications;  Transporta- 
tion; Emergency  Personnel;  Use  of  Emergency  Room 
For  Non-Emergencies;  Convenience  Clinics;  Health  De- 
livery Systems  Inc. 

1.  Support,  promote,  and  assist  the  Regional  Medi- 
cal Program  goals  and  objectives  to  develop  and 
implement  appropriate  available  and  accessible 
emergency  medical  services. 

(a)  Promote  and  encourage  the  concept  of  emer- 
gency medical  services  as  an  integrated  sys- 
tem. 

(b)  Stimulate  and  support  local,  regional,  and 
statewide  groups  to  plan  for  emergency  medi- 
cal services. 

(c)  Implement  and  demonstrate  regional  or  sub- 
regional  comprehensive  emergency  medical 
services  systems. 

(d)  Encourage  and  support  educational  efforts 
for  professional  and  allied  health  personnel  in 
order  to  improve  their  abilities  to  provide 
emergency  medical  services. 

2.  Support  development  of  "model"  health  care  sys- 
tems including  expanded  transportation  and  com- 
munication capabilities,  part-time  use  of  physician 
and  allied  health  personnel,  use  of  new  physician 
support  occupations,  and  development  of  emer- 
gency care  and  self-help  methods  to  assure  health 
coverage  for  deprived  areas. 

3.  Explore  application  of  new  "house  call"  service 
programs  in  cooperation  with  appropriate  county 
medical  societies  now  being  implemented  in  dif- 
ferent areas  over  the  country. 

(a)  Invite  spokesmen  for  one  of  these  programs 
to  speak  at  Conference  for  Medical  Leader- 
ship. 

4.  Encourage  existing  community  home  nursing  ser- 
vices to  develop  new  programs  to  provide  "around 
the  clock"  services  for  acute  as  well  as  chronic 
medical  conditions. 

(a)   Inform   the   North   Carolina   Department   of 
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Health    and    the    office    of    Comprehensive 
Health  Planning  of  this  need. 

D.  Increased  Production  and  Improved  Distribution 
bf  Medical  Services  —  John  Glasson,  M.D.  and 
Charles  W.  Styron,  M.D.  inclusive  topics:  Rural  and 
Center  City:  Satellite  Clinics;  National  Health  Service 
Deprived  Area  Locum  Tenens. 

1.  Recommendations  regarding  Medical  Students  and 
Medical  Manpower  are  under  consideration  by  the 
Joint  Conference  Committee  at  this  time. 

2.  Evaluate  foreign  medical  graduates  as  a  possible 
additional  resource  for  medical  manpower  in 
North  Carolina. 

(a)  Request  foreign  medical  graduate  utilization 
rates  statistical  division  of  North  Carolina  Re- 
gional Medical  Program. 

(b)  Request  Committee  on  Community  Medical 
Care,  Mental  Health  Committee,  and  the  Sub- 
committee on  Medical  Students  and  Man- 
power of  Joint  Conference  Committee  to 
study  present  utilization  rate  of  foreign  medi- 
cal   graduates    and    make    recommendations. 

3.  Interest  fourth  year  medical  students  in  entering 
primary  care  medicine  (family  practice,  internal 
medicine,  and  pediatrics)  by  appropriation  of 
funds  through  next  legislature  to  allow  $100.00 
toward  translocation  expenses  for  each  medical 
student  (and  his  spouse)  to  take  one  community 
practice  experience  in  primary  care. 

(a)  Support  of  medical  schools  and  interested 
specialty  medical  societies  should  be  sought. 

(b)  Support  from  interested  legislators  should  be 
sought. 

4.  Consider  establishment  of  a  Rural  Medical  Day 
as  a  joint  venture  among  communities,  the  medical 
schools,  the  North  Carolina  Medical  Society,  the 
Academy  of  Family  Practice,  and  the  Committee 
on  Community  Health  Assistance. 

(a)  This  can  be  patterned  after  the  "Rural  Medi- 
cal Day"  of  the  Nebraska  Medical  Associa- 
tion. 
(  b)  The  Committee  on  Community  Health  as- 
sistance will  be  asked  to  coordinate  the  pro- 
posed project. 

5.  Support  implementation  of  MECO  (Medical  Edu- 
cation Community  Orientation)  to  assist  in  assur- 
ing an  adequate  supply  of  physicians  in  rural 
areas. 

(a)  Letter  to  membership  from  President  John 
Glasson  already  sent. 

(b)  Follow-up  staff  coverage  and  promotion  as 
needed. 

6.  Support    legislation     (patterned     after    Nebraska 
Legislative  Bill  No.   1489)  to  finance  the  cost  of 
any  medical  student,  resident,  or  intern   (limited 
to   $100.00  per  round   trip  with   the  service  not 
being  utilized  more  than  three  ( 3 )   times  by  any 
prospective  practitioner)  who  desires  to  personally 
inspect  practice  opportunities  throughout  the  state, 
(a)   Support  from  medical  schools,  interested  spe- 
cialty  medical  societies,   committee   or  com- 
munity health  assistance,  and  interested  legis- 
lators should  be  sought. 

E.  Problems  of  Financing  As  Hurdles  To  Access — 
Edgar  T.  Beddingfield,  r„  M.D.  inclusive  topics: 
Medicare  and   Medicaid   in   North  Carolina;   National 


Health  Insurance;  Private  and  Commercial   Insurance. 

1.  Continued  close  liaison  with  the  Social  Security 
Administration,  Prudential  Life  Insurance  Com- 
pany, and  North  Carolina  Department  of  Social 
Services. 

2.  Maintain  option  of  direct  billing  on  all  financing 
mechanisms  in  so  far  as  possible. 

3.  Educate  physicians,  hospitals,  and  patients  regard- 
ing their  participation  profile  compared  to  their 
peer  profile. 

(a)  Inform  the  Social  Security  Administration. 
Prudential  Life  Insurance  Company,  and  the 
Department  of  Social  Services  as  to  this  hur- 
dle in  financing  health  care  and  request  mak- 
ing confidential  profiles  available. 

4.  Reaffirm  and  publicize  the  North  Carolina  Medi- 
cal Society "s  policy  of  encouraging  the  use  of  al- 
ternative financing  mechanisms  with  proper 
evaluation. 

5.  Encourage  the  further  development  of  newer  mod- 
els of  shared  cooperative  business  offices,  busi- 
ness managers,  etc.  arrangements  among  prac- 
titioners. 

REPORT  E 

Subject:  Health  Education  Courses  concerning  Venereal 

Disease  for  Junior  and  Senior  High  Suhools. 
Referred  to:  Reference  Committee  No.  I 

At  the  October  1,  1972,  meeting  of  the  Executive 
Council,  approval  was  given  to  three  of  four  recommen- 
dations from  the  Committee  on  Community  Medical 
Care.  The  recommendations  are  as  follows: 

(1)  The  State  Superintendent  of  Public  Instruction 
advocate  to  all  local  Boards  of  Education  that  courses 
in  health  education  be  instituted  in  the  junior  and  senior 
high  schools  in  North  Carolina,  such  courses  to  be  de- 
signed to  acquaint  students  with  the  modes  of  transmis- 
sion of  venereal  diseases  and  their  symptoms  and  there- 
by encourage  prevention  and  early  treatment. 

(2)  That  county  medical  societies  establish  liaison 
relationships  with  school  systems  in  their  respective 
areas  and  provide  assistance  to  these  systems  in  the 
field  of  health  education  with  particular  reference  to 
venereal  diseases. 

(3)  The  Committee  urges  all  practicing  physicians 
in  North  Carolina  to  take  a  leading  role  in  providing 
adequate  community  services  for  case-finding  and  treat- 
ment of  cases  of  venereal  disease  and  encourages  the 
fullest  cooperation  with  public  health  authorities  so  as 
to  expand  epidemiological  investigation  and  control  of 
the  spread  of  venereal  diseases. 

REPORT  F 

Subject:  Recommendation  That  Medical  Students  Spend 

Time  in  Community  Practice  Setting. 
Referred  to:  Reference  Committee  No.  I 

At  the  October  1,  1972.  meeting  of  the  Executive 
Council,  approval  was  given  to  a  recommendation  from 
the  Committee  on  Community  Medical  Care  that  the 
medical  schools  provide  for  increased  community  in- 
volvement by  requiring  that  all  medical  students  spend 
at  least  four  weeks  of  their  medical  education  in  a 
community  practice  setting. 

It  was  reported  at  the  Committee  meeting  that  this 
is  a  requirement  at  one  of  the  Medical  Schools  in  North 
Carolina,  and  it  was  felt  that  medical  students  would 
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profit  greatly  from  this  practice  if  it  were  instituted  at 
the  other  two  schools  in  the  state. 

REPORT  G 

Subject:  Community  Practice  Physicians  on  Admitting 

Committees  or  Boards  of  Medical  Schools 
Referred  to:  Reference  Committee  No.  I 

The  Executive  Council  at  its  October  1,  1972,  meet- 
ing approved  a  recommendation  from  the  Committee 
on  Community  Medical  Care  that  community  practice 
physicians  be  included  on  the  Admitting  Committees  or 
Boards  of  the  Medical  Schools. 

In  the  Committee  discussion  the  feeling  developed 
that  if  practicing  physicians  could  be  placed  on  ad- 
mitting committees  then  this  might  have  a  balancing 
effect  towards  physicians  interested  in  going  into  com- 
munity practice  rather  than  academic. 

REPORT  H 

Subject:  Recommendations  of  the  Committee  on  Scien- 
tific Awards 

Referred  to:  Reference  Committee  No.  II 

At  the  October   1,    1972.   meeting  of  the  Executive 

Council,  the  following  recommendations  were  approved 

as  submitted  by  the  Committee  on  Scientific  Awards: 
Recommendations    of    the    Committee    on    Scientific 

Awards: 

( 1  )  Sections  no  longer  be  requested  to  submit  papers 

for  scientific  awards. 

(2)  The  General  Sessions  should  have  a  theme  for 
each  Annual  Meeting  with  topics  selected  of  general 
interest  to  all  physicians  in  North  Carolina. 

(3)  Sections  be  encouraged  to  develop  audio-visual 
programs  for  the  benefit  of  their  individual  specialty 
if  they  so  desire. 

(4)  All  papers  presented  before  the  General  Session 
be  eligible  for  the  scientific  awards. 

(5)  The  Awards  Committee  may  seek  advice  and 
counsel  of  physicians  particularly  qualified  on  the  sub- 
ject matter  to  be  judged. 

(6)  All  presentations  at  the  General  Sessions  should 
be  tape  recorded  for  the  benefit  of  the  Committee  on 
Scientific  Awards. 

( 7 )  The  offer  of  the  Durham-Orange  County  Medi- 
cal Society  for  the  presentation  of  an  award  for  the  out- 
standing paper  presented  by  a  medical  student  or  house 
officer  shall  be  accepted.  It  is  recommended  that  de- 
tails be  worked  out  so  that  this  award  will  be  made  at 
the  Annual  Meeting  of  the  North  Carolina  Medical 
Society  in   1974  or  as  soon  thereafter  as  it  is  feasible. 

REPORT  I 

Subject:  North  Carolina  Medical  Peer  Review  Founda- 
tion, Inc. 
Referred  to:  Reference  Committee  No.  II 

The  Executive  Council,  at  its  October  1,  1972,  meet- 
ing, approved  a  recommendation  from  the  Committee 
on  Peer  Review  that  the  North  Carolina  Medical  So- 
ciety establish  a  Foundation  for  Medical  Peer  Review 
for  quality  control. 

At  the  January  28,  1973,  meeting  of  the  Executive 
Council,  the  Committee  on  Peer  Review  recommended 
and  the  Executive  Council  approved  acceptance  of  the 
Articles  of  Incorporation  as  presented  for  the  North 
Carolina  Medical  Peer  Review  Foundation,  Inc.,  and  di- 


rected the  Medical  Society  Legal  Counsel  to  take  the   >pl' 
steps  to  incorporate  under  the  general  statutes  of  North 
Carolina. 

ARTICLES  OF  INCORPORATION  [fee 

OF  Let ! 

NORTH  CAROLINA  MEDICAL  PEER  REVIEW  '  »rpor 

FOUNDATION,  INC.  ([ode. 

The  undersigned  natural  persons  of  legal  age  do  make 
and  acknowledge  these  Articles  of  Incorporation  for  the  I? 
purpose  of  forming  a  non-profit  corporation  under  and    ;;vl 
pursuant  to  Chapter  55-A  of  the  General  Statutes  of    : 
North  Carolina,  entitled  "Non-Profit  Corporation  Act"     < ' 
as  amended,  and  to  that  end  do  hereby  set  forth: 

L  \, 

The  name  of  the  corporation  is  NORTH  CAROLINA    rk 
MEDICAL  PEER  REVIEW  FOUNDATION.  INC. 


II. 

The  duration  of  the  corporation  shall  be  perpetual. 

III. 

The  purposes  for  which  the  corporation  is  organized 
are: 

(a)  To  provide  a  professional  standards  review  or- 
ganization and  mechanism  for  reviewing  the  quantity, 
quality,  and  cost  of  medical  care,  and  the  utilization 
of  medical  and  hospital  facilities,  furnished  for  and  in 
connection  with  the  treatment  and  care  of  persons  in 
hospitals,  nursing  homes,  and  otherwise  in  North  Caro- 
lina which  are  paid  for  by  public  funds,  as  may  be  re- 
quired by  the  laws  of  the  United  States  or  of  North 
Carolina  and  regulations  enacted  pursuant  thereto,  or 
which  may  be  provided  or  paid  for  by  other  medical  or 
hospital  plans  or  programs  in  North  Carolina  which  the 
corporation  may  agree  to  review. 

(b)  To  collect  and  use  information  concerning  such 
review  to  encourage  and  promote  the  improvement  of 
medical  care  and  the  utilization  of  health  care  services 
and  facilities,  in  the  State  of  North  Carolina. 

(c)  To  do  and  perform  all  things  necessary  or  ap- 
propriate for  the  foregoing  purposes,  and  to  that  end 
the  corporation  shall  have  all  of  the  powers  and  privi- 
leges provided  by  laws. 

IV. 
The  corporation  shall  have  no  capital  stock. 

V. 

The  membership  of  the  corporation  shall  consist  of 
physicians  licensed  to  practice  medicine  in  the  State  of 
North  Carolina  who  shall  indicate,  in  the  manner  pro- 
vided in  the  bylaws,  their  desire  to  become  a  member, 
and  all  meetings  of  the  membership,  a  majority  of  the 
members  attending  in  person  or  by  written  proxy  shall 
constitute  a  quorum. 

VI. 

The  affairs  of  the  corporation  shall  be  governed  by 
a  Board  of  Directors  elected  by  the  members  in  such 
numbers  and  for  such  terms  of  office,  not  exceeding 
three  (3)  years,  annually  or  otherwise  as  provided  in 
the  bylaws.  The  Board  shall  elect  from  its  membership 
a  President,  a  Secretary,  a  Treasurer,  and  as  many 
Vice-Presidents  or  Assistant  Secretaries  or  Treasurers 
as  may  be  provided  in  the  bylaws.  The  offices  of  Secre- 
tary and  Treasurer  may  be  held  by  the  same  person. 
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Such  officers  shall  be  elected  for  terms  of  one  year  or 
.until  their  successors  are  elected  and  qualified. 

VII. 

The  corporation  shall  at  all  times  be  operated  in 
such  manner  as  to  remain  qualified  as  a  tax-exempt 
corporation  under  the  provisions  of  the  Internal  Revenue 
ICode,  and  particularly  Sections  4941-4945  of  said  Code, 
lor  any  successor  sections  or  amendments  thereto  if  ap- 
plicable. Accordingly,  in  no  event  and  at  no  time  shall 
the  corporation  permit,  undertake,  effect  or  consummate 
iany  transactions  or  conditions  which  would  result  in  the 
^imposition  of  any  excise  tax  or  penaltv  under  said  Sec- 

|tions  4941-4945. 

VIII. 
No  part  of  the  earnings  of  the  corporation  shall  inure 

;to  the  benefit  of  any  officer,  director  or  member  of  the 
corporation,  except  that  they  may  be  paid  reasonable 
compensation  for  services  actually  rendered  to  the  cor- 
poration. The  corporation  shall  distribute  its  income  in 

Isuch  a  manner  as  not  to  become  subject  to  a  tax  on  un- 
distributed income  and  shall  not  engage  in  any  act  of 
selfdealing   or   retain   any   access   business   holding,   or 

'make  any  investments  or  taxable  expenditures  inconsis- 
tent with  the  applicable  provisions  of  the  Internal  Reve- 
nue Code  now  existing  or  as  it  may  be  amended, 
which  would  adversely  affect  its  status  as  an  exempt 
organization  under  the  laws  or  regulations  of  the  Inter- 
nal Revenue  Code  of  the  United  States.  No  substantial 
part  of  the   activities  of  the  corporation  shall  consist 

'  of  carrying  on  propaganda  or  otherwise  attempting  to 
influence  legislation  or  participating  in  or  intervening  in 
(including  the  publishing  or  distributing  of  statements) 

'  any  political  campaign  on  behalf  of  any  candidate  for 
public  office.  Upon  dissolution  of  the  corporation,  the 

!  assets  of  the  corporation  shall,  after  the  discharge  of  all 
corporate  liabilities,  or  after  adequate  provision  has  been 
made  for  the  discharge  of  the  same,  be  distributed  to 

|  or  for  the  exclusive  use  of  a  charitable,  scientific,  or 
literary  or  other  type  of  organization  which  qualifies 

ifor  exemption  under  the  provisions  of  Section  501  (c) 
(3)  of  the  United  States  Internal  Revenue  Code  and 
Regulations  as  they  now  or  may  hereafter  exist,  as 
designated  by  the  Board  of  Directors  or  if  no  such 
designation  is  made  by  the  Board  of  Directors  of  the 
corporation,  to  such  a  corporation  designated  by  the 
Clerk  of  the  Superior  Court  of  Wake  County,  North 
Carolina. 

IX. 

The  initial  registered  office  of  the  corporation  is  806 
Wachovia  Bank  Building,  227  Fayetteville  Street,  Ra- 
leigh, North  Carolina,  and  the  name  of  its  initial 
registered  agent  at  such  address  is  Lee  C.  Smith. 

X. 

The  following  persons  shall  constitute  the  initial  di- 
rectors of  the  corporation  who  shall  serve  until  their 
successors  have  been  elected  and  qualified. 

John  Glasson.  M.D..  306  S.  Gregson  Street,  Dur- 
ham, North  Carolina  27701 

George  G.  Gilbert,  M.D.,  One  Doctors  Park,  Ashe- 
ville.  North  Carolina  28801 

E.  Harvey  Estes,  Jr.,  M.D..  Duke  University  Medical 
Center.  Durham,  North  Carolina  27710 

James  E.  Davis,  M.D.,  1200  Broad  Street.  Durham. 
North  Carolina  27705 


M.  Frank  Sohmer,  M.D.,  Professional  Building,  Win- 
ston-Salem, North  Carolina  27103 

(Five  above  named  are  incorporators. ) 

Chalmers  R.  Carr,  M.D.,  1822  Brunswick  Ave., 
Charlotte  28207 

Daniel  C.  Roane.  M.D..  602  Walnut  Street.  Wil- 
mington, North  Carolina  28401 

Charles  W.  Styron,  M.D.,  615  St.  Mary's  Street.  Ra- 
leigh. North  Carolina  27605 

Edward  G.  Bond,  M.D.,  Chowan  Medical  Center. 
Edenton,  North  Carolina  27932 

Joseph  B.  Warren.  M.D.,  Box  1465.  New  Bern,  North 
Carolina  28560 

E.  Thomas  Marshburn,  Jr.,  M.D..  1515  Doctors  Cir- 
cle, Wilmington,  North  Carolina  28401 

Harry  H.  Weathers,  M.D..  Central  Medical  Center. 
Roanoke  Rapids,  North  Carolina  27870 

Albert  Stewart.  Jr..  M.D..  114  Broadfoot  Avenue, 
Fayetteville,  North  Carolina  28305 

John  W.  Watson,  M.D.,  104  New  College  Street. 
Oxford,  North  Carolina  27565 

Jesse  Caldwell.  Jr..  M.D.,  114  W.  Third  Avenue. 
Gastonia.  North  Carolina  28052 

Thornton  R.  Cleek,  M.D..  379  S.  Cox  Street.  Ashe- 
boro,  North  Carolina  27203 

J.  Henry  Cutchin.  Jr.,  M.D.,  Sherrills  Ford.  North 
Carolina  28673 

Kenneth  E.  Cosgrove,  M.D..  510  7th  Avenue  West. 
Hendersonville.  North  Carolina  28739 

IN  WITNESS  WHEREOF.  The  undersigned  have 
hereunto  set  their  hands  and  seals,  this  21st  day  of 
February,  1973. 

S/John  Glasson,  M.D.  (SEAL) 
S/George  G.  Gilbert,  M.D.  (ESAL) 
S/E.   Harvey   Estes.   Jr.,   M.D.    (SEAL) 
S/James  E.  Davis.  M.D.  (SEAL) 
S/M.  Frank  Sohmer,  M.D.  (SEAL) 

Approved  as  incorporators  of  the  foundation  were: 
President  John  Glasson.  M.D.:  President-Elect 
George  G.  Gilbert,  M.D.;  Secretary  E.  Harvey  Estes, 
Jr.,  M.D.:  Speaker  of  the  House,  James  E.  Davis,  M.D.: 
Chairman  of  the  Committee  on  Peer  Review.  M.  Frank 
Sohmer,  M.D.; 

Nominated  as  the  initial  Board  of  Directors  were: 
President      John       Glasson.       M.D.:       President-Elect 
George  G.  Gilbert,  M.D.:  Secretary  E.  Harvey  Estes. 
Jr.,  M.D.;  Speaker  of  the  House,  James  E.  Davis,  M.D.: 
Vice  Speaker  of  the  House,  Chalmers  R.  Carr.  M.D.: 
Chairman  of  the  Committee  on  Peer  Review.  M.  Frank 
Sohmer.  M.D.;  the  ten  District  Councilors,  Edward  G. 
Bond,   M.D.,  J.   Benjamin  Warren.   M.D.:   E.   Thomas 
Marshburn.    Jr..    M.D.:    Albert    Stewart.    Jr..     M.D. 
John    W.    Watson,    M.D.;    Jesse    Caldwell.    Jr..    M.D. 
Thornton  R.  Cleek,  M.D.;  J.  Henry  Cutchin.  Jr..  M.D. 
Kenneth  E.  Cosgrove.  M.D.:  and  President  of  the  Old 
North  State  Medical  Society,  D.  C.  Roane,  M.D. 

REPORT  J 

Subject:  Reserve  Fund 

Referred  to:  Reference  Committee  No.  II 

The  Executive  Council,  at  its  January  28.  1973.  meet- 
ing, on  the  recommendation  of  the  Committee  on  Fi- 
nance recommended  that  the  Society  build  up  a  reserve 
fund  up  to  one  year's  operating  fund  by  setting  aside 
certain  monies. 
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The  motion  stated  that  the  Executive  Council,  con- 
sistent with  good  business  principles,  recommends  that 
the  Society  should  generate  a  reserve  equivalent  of  one 
year  of  normal  operating  expenses. 

In  order  to  do  this  gradually,  they  should  set  aside 
and  replenish  the  reserve  fund  from  the  following  pro- 
ceeds : 

1.  Cash  amount  from  closing  of  the  sale  of  the 
Highway  70  property. 

2.  Quarterly  payments  on  the  note  receivable. 

3.  Annual  collection  of  dues  from  new  members 
for  building  purposes. 

4.  5%  of  each  year's  operating  fund. 

5.  Income   from    the    investments    of   the    reserve 
fund. 

REPORT  K 

Subject:    Report  of  the  Subcommittee  on  Medical  Stu- 
dents and  Manpower.  North  Carolina  Joint  Confer- 
ence Committee  on  Medical  Care 
Referred  to:  Reference  Committee  No.  I 

The  January  28,  1973,  meeting  of  the  Executive 
Council  received  a  report  from  the  Subcommittee  on 
Medical  Students  and  Manpower  of  the  North  Carolina 
Joint  Conference  Committee  on  Medical  Care.  The 
Council  received  copies  of  the  report  which  was  printed 
in  the  March  issue  of  the  North  Carolina  Medical 
Journal. 

While  presenting  the  report.  Dr.  David  G.  Welton. 
Chairman  of  the  Joint  Conference  Committee,  stated 
that  the  report  represented  an  earnest,  diligent  and 
sustained  attempt  to  answer  the  questions  posed  in  the 
Lincoln  County  Resolution  (Res.  No.  1  — 1971  ). 

The  original  resolution  specified  that  the  study  be 
made  and  circulated  to  each  member  of  the  Society  for 
their  information,  thus  the  printing  in  the  North  Caro- 
lina Medical  Journal  as  the  most  economical  method  of 
getting  it  to  the  membership. 

On  motion  duly  made  and  seconded,  the  Executive 
Council   approved   that   the   report   be   referred   to   the 
House  of  Delegates  without  comment. 
A  copy  of  the  report  is  attached. 

Committees  and  Organizations 

SUBCOMMITTEE  ON  MEDICAL  STUDENTS 

AND  MANPOWER 

NORTH  CAROLINA  JOINT  CONFERENCE 

COMMITTEE  ON  MEDICAL  CARE 

At  the  meeting  of  the  House  of  Delegates  of  the 
North  Carolina  Medical  Society  in  May  1971.  the 
Lincoln  County  Medical  Society  introduced  a  resolu- 
tion5 asking  the  N.  C.  Medical  Society  "to  undertake 
a  study  to  determine  the  number  of  additional  medical 
students  needed,  and  another  study  to  determine  the 
most  economical  and  efficient  way  to  educate  these 
students."  The  then  President  of  the  N.  C.  Medical 
Society  requested  the  N.  C.  Joint  Conference  Com- 
mittee on  Medical  Care1'  to  undertake  these  studies 
and  report  back  to  the  Medical  Society  for  its  further 
consideration  and  aciion.  The  Joint  Conference  Com- 
mittee undertook  the  study  since  the  Committee's  con- 
cern is  to  stimulate  a  coordinated,  efficient,  economical 
medical    care    system    which    is    responsive    to    change 


*  See  Appendix  A 
t  See  Appendix  D 


and  in  which  there  will  be  equal  access  to  high  quality 
medical  care  for  all  citizens  of  North  Carolina.  The 
Joint  Conference  Committee  asked  a  subcommittee 
composed  of  the  Vice-President  for  Health  Affairs  at 
Duke,  Bowman  Gray  and  UNC.  with  John  Glasson, 
M.D.,  President  of  the  North  Carolina  Medical  Society, 
as  Chairman,  to  serve  as  a  subcommittee  and  prepare 
a  report.  The  subcommittee  met  as  a  group  six  times, 
in  addition  to  smaller  task  force  meetings,  consulted 
with  medical  school  deans  and  other  knowledgeable 
individuals  and  reviewed  official  reports. 

It  is  generally  agreed  that  there  is  a  need  for  im- 
proved health  services  throughout  the  United  States 
and  that  North  Carolina  participates  in  the  manpower 
shortages,  maldistribution  and  other  elements  of  this 
problem.  Among  other  approaches  being  used  to  meet 
these  needs  are:  new  types  of  health  personnel,  new 
programs,  innovative  forms  of  health  care  delivery 
and  efforts  to  improve  the  geographical  distribution 
of  physicians.  Particular  emphasis  has  been  placed  on 
the  health  needs  of  the  underserved  especially  the  rural 
and  inner  city  poor;  on  primary  physicians  for  the 
population  at  large  and  for  a  better  distribution  of 
physicians  by  specialty. 

One  important  aspect  of  the  problem  is  the  short- 
age of  practicing  physicians  and  other  health  profes- 
sionals nationally.  North  Carolina  reflects  the  national 
situation.  While  it  is  possible  to  provide  an  indication 
of  degrees  of  shortage,  it  is  difficult  to  be  precise  for 
many  reasons. 

A  key  part  of  this  report  deals  with  numbers  of 
medical  doctors  being  trained.  Current  data  indicate  a 
remarkable  increase  in  the  number  of  students  enter- 
ing medical  schools  throughout  the  country  during  the 
past  several  years,  and  the  universities  of  North  Caro- 
lina have  maintained,  or  possibly  exceeded,  the  national 
pace.  (Table  1  ) 

Conservative  estimates  of  need  and  supply  to  1980 
— prepared  by  the  Social  Research  Section  of  Division 
of  Health  Sciences.  (UNC-Chapel  Fill)  from  Depart- 
ment of  Labor  data  (3)  indicate  that  North  Carolina 
will  improve  on  its  ratio  compared  with  the  national 
average.  (Table  II) 

These  figures  exclude  physicians  who  are  retired  or 
employed  in  federal  services  and  take  into  account: 

(  1  )  that  it  takes  the  entering  medical  student  on  the 
average  8  years  of  education  and  training  be- 
fore he  goes  into  practice. 
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Table  I 
Entering  Medical  Students— North  Carolina  Schools* 


1964 

1965 

1966 

1968 

1970 

1971 

1972 

Expansion 

1964  to 

1972 

in  % 

foii 

Bowman  Gray 
NX.   Residents 

54 
31 

54 

23 

61 

24 

61 

24 

76 

42 

76 

40 

89 
45 

64% 

] 

Duke 
N.C.  Residents 

82 

18 

81 

8 

87 
6 

86 
15 

105 
25 

105 
26 

114 
31 

39% 

UNC 

N.C.   Residents 

70 

62 

70 

57 

75 
61 

75 

59 

100 
89 

110 
100 

130+ 
117 

57%  J 

1 1 

IN 

TOTAL 

206     205 
104       89 

ers 

year  student 

223     222 
91        98 

5  at  ECU 

281 
166 

291 
156 

333 
193 

86%$ 

Wt 

•» 
1 

■..? 
lii 

*  Excluding  repea 
t  Includes  20  first 
t  Excluding  ECU 

HOUSE  OF  DELEGATES 
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Table  II 
Ratio  of  M.D.'s  per  100,000  population  *(6) 

1970 


North  Carolina 
if    :United  States 
,.   iNorth  Carolina   United  States  lag 


106 
143 
26°, 


129 
161 
20% 


Number  of  persons  per  physician  (inverse  of  above  ratio) 

1970  1980 

North  Carolina  944  778 

United  States  699  621 

Per    Cent    gain,    1970-1980,    in    absolute    numbers    of  non-federal 
physicians: 

United  States  +29.0% 

North  Carolina  +35.0% 

!"The  Department  of  Labor  projection  shows  that  by  1980  the  an- 
ticipated   U.S.   production    of   physicians   will    equal    the   demand. 
(Table  III)  (3) 

*  Population  base:  (6) 
1970 — North  Carolina 
1970— United  States 
Projected  to  July  1,  1980 

North  Carolina 

United  States 


5,082.059 
203,211,926 


5,645,341— Up  10% 
232,966,000— Up  13% 


Table  III  (3) 

CHART  23 

Supply  of  physicians  is  expected  to  increase  substantially 
— enough  to  eliminate  overall  shortages  before  1980. 


Thousands  of  physicians 
500 

450 


400 


Projected  need  for  physicians' 


350 


300 


Lower 
estimate 


0 
1970 


Projected  supply  of  physicians 


1975 


1980 


See  text  footnote  33  in  this  chapter. 

Source:  Department  of  Labor,  based  on  data  from 

Department  of  Health,  Education,  and  Welfare,  December  1971. 


(2)  an  addition  to  practice  in  North  Carolina  of 
1.28%  of  graduates  of  U.S.  medical  schools 
other  than  those  in  N.  C.  and  0.66%  of  grad- 
uates of  foreign  medical  schools 

(3)  experience  for  retention  rate  for  N.  C.  schools 
for  last  10  years 

(4)  corrections  for  retirement  and  death. 

Another  factor  having  a  favorable  influence  on  re- 
tention of  physicians  in  the  state  is  the  admission  of 
in-state  students  to  the  private  medical  schools  ( Bow- 
man Gray  and  Duke)  in  addition  to  the  large  propor- 
tion enrolled  in  the  UNC  system.  In  1971  40  of 
Bowman  Gray's  76  first-year  admissions  were  residents 
of  Nor.h  Carolina,  as  were  26  of  Duke's  104  first-year 
students.  If  this  proportion  continues  in  subsequent 
classes  and,  retention  rates  remain  unchanged,  there 
will  be  an  additional  annual  gain  in  N.  C.  physicians, 
(/vppendix  C) 

In  the  private  schools,  where  no  capital  cost  is  in- 


volved but  some  support  is  being  provided  from  state 
funds  for  operations,  there  will  be  142  additional  North 
Carolina  residents  in  North  Carolina  medical  schools 
in  1973  above  the  number  in  1969. 

The  most  impressive  overall  statistic  is  the  current 
AM  A  projection  (7)  of  approximately  16,000  first-year 
places  by  1975,  well  ahead  of  "crisis"  needs  defined  by 
the  Howard  Committee  Report  ( 1 )  and  the  Carnegie 
Commission  Report  (2). 

It  is  essential  to  note  that  this  marked  expansion  of 
the  entering  classes  in  the  medical  schools  of  the  state 
and  the  nation  will  not  have  a  major  impact  on  medical 
care  for  several  years.  It  ordinarily  requires  7-9  years 
from  the  time  of  admission  to  medical  school  to  point 
of  entry  into  full-time  practice. 

Medical  education  is  one  of  the  most  costly  forms 
of  professional  education.  Present  progress  and  efforts 
of  N.  C.  in  medical  education  should  be  considered  in 
the  context  of: 

A.  North  Carolina's  efforts  in  other  professional 
educational  fields.  North  Carolina  appears  to  he  carry- 
ing its  share  of  the  national  medical  education  load  as 
shown  by  these  figures  (5) 

N.  C.  has  2.5%  of  the  nation's  population  (2.49969r 
in  1970)  and  N.  C.  Colleges  grant  2.5%  in  first  degrees. 
(Degrees  requiring  four  or  five  years) 

In  1972  N.  C.  had  2.5%  of  the  nation's  recipients 
of  the  M.D.  awarded  in  the  state.  From  data  on  first- 
year  admissions.  N.  C.'s  share  of  1976  M.D.'s  is 
expected  to  rise  to  2.9%  of  the  national  total. 

HEW's  National  Center  for  Educational  Statistics 
indicated  that  in  1969-70,  N.  C.  colleges  had  18,587 
of  the  nation's  792,316  degrees  or  2.35%  of  the  na- 
tion's total. 

Of  first  professional  degrees  requiring  six  or  more 
college  years  in  1970,  N.  C.  had  1.90%  of  the  nation's 
such  degrees — 1.25%  of  dentistry,  1.64%  of  law, 
3.32%  of  theology  and  2.4%  of  medicine. 

B.  North  Carolina's  reasonable  capability  to  support 
education:  U.S.  Department  of  Commerce  figures 
show  N.  C.  to  be  41st  in  per  capita  income  among  the 
states  in  1971:  the  percentage  of  lag  of  N.  C.  behind  the 
U.  S.  per  capita  income  in  1971  was  18.1%. 

It  should  be  emphasized  with  respect  to  the  overall 
problem  of  health  services  for  the  citizens  of  N.  C 
numbers  of  physicians  is  but  one  major  aspect.  Other 
aspects  include: 

1.  The  distribution  of  physicians  geographically  and 
by  specialty.  The  promotion  and  establishment  of  group 
practice  is  a  promising  development.  Multispecialty 
group  practice  that  is  based  on  primary  care  has 
significant  relevance  for  presently  underserved  areas. 
Furthermore,  appropriate  regionalization  is  easier  to 
accomplish  with  the  group  practice  mode.  Regionaliza- 
tion of  service  applies  to  primary  care  regardless  of 
whether  physicians  practice  in  formal  groups.  The 
goals  of  regionalization  should  be  to  create  an  ad- 
ministrative system  that  enhances  access  and  improves 
the  professional  quality  of  care.  If  situated  in  logical 
population  centers,  and  if  associated  with  adequate 
transportation  facilities,  regional  medical  care  can 
meet  goals  of  access.  It  appears  to  be  unrealistic  to 
assume  that  many  physicians  will  enter  into  practice 
in  service  areas  of  less  than  10.000  population. 

Despite  increased  production  of  physicians,  recent 
graduates  have  tended  to  go  into  specialties  and  have 
tended  to  concentrate  in  urban  areas.  This  has  led  to 
an  insufficient  number  of  physicians  delivering  primary 
care,  especially  internists,  pediatricians  and  family  prac- 
titioners. There  is  evidence  of  increasing  concern  re- 
garding this  problem  by  medical  schools  nationally  and 
in  North  Carolina.  Several  institutions  in  this  state 
have  developed,  and  others  are  now  developing,  pro- 
grams in  Family  Practice.  Preceptorships  have  been 
established   in  greater   numbers  to  encourage   medical 
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students  to  observe  community  physicians  in  practice. 
In  a  study  on  the  relationship  between  medical  edu- 
cation and  the  state-wide  per  capita  distribution  of 
physicians  by  Dr.  R.  M.  Scheffler  of  the  University  of 
N.  C,  it  has  been  shown  that  if  physicians  serve  as 
interns  and  residents  in  certain  areas  of  the  state, 
they  do  have  an  increased  tendency  to  practice  in  the 
state.  This  fact  is  being  taken  into  consideration  in  con- 
nection with  the  emerging  program  of  the  University 
of  N.  C.  Medical  School  to  place  residents  for  training 
in  satellite  hospitals  throughout  the  state. 

2.  Increased  use  of  non-physican  health  care  per- 
sonnel of  traditional  and  new  types.  The  use  of  non- 
physicians  to  assist  in  the  provision  of  health  services 
within  an  organized  medical  care  program  can  enhance 
total  productivity  of  physicians.  The  academic  medical 
centers  and  organized  medicine  in  North  Carolina  have 
been  in  the  forefront  in  developing  programs  for  the 
education  and  utilization  of  physician's  assistants  and 
nurse  practitioners  (Appendix  B).  It  is  fair  to  say  that 
in  the  areas  of  organization  of  health  services,  the 
training  of  auxiliary  health  manpower,  and  distribution 
of  physicians,  N.  C.'s  schools  of  medicine  and  organized 
medical  professions  are  currently  vigorously  up-to-date 
and,  in  some  instances,  providing  national  leadership. 
This  does  not  mean  to  imply  that,  collectively,  all  that 
should  be  done  has  been  accomplished  in  these  vital 
areas.  It  is  widely  recognized  that  new  and  better  ways 
of  delivering  health  services  should  be  continually 
sought  as  necessary  financial  support  becomes  available. 
In  view  of  the  significant  increase  in  the  size  of 
entering  medical  classes  nationally  and  in  this  state, 
plus  the  sharply  changing  character  of  physician- 
supply  projections,  the  state  requires  a  reasonable  and 
prudent  strategy  with  respect  to  its  additional  efforts 
in  this  area.  The  high  cost  of  medical  education,  the 
major  on-going  changes  in  delivery  of  health  services 
and  N.  C.'s  present  commitments  make  careful  evalua- 
tion and  continuing  study  necessary. 

Constraints  on  attaining  the  number  of  physicians 
that  will  be  needed  are  primarily  money  resources  for 
capital  facilities,  faculty,  operational  funds  and  scholar- 
ships. An  adequate  number  and  variety  of  patients  are 
required  for  teaching  in  university  clinics  and  hospitals, 
in  addition  to  access  to  patients  in  affiliated  community 
hospitals.  Though  the  Health  Professions  Education 
Act  of  1971  requires  expansion  of  medical  school  en- 
rollment to  be  eligible  for  federal  support,  appropria- 
tions do  not  meet  construction  costs  or  other  financial 
needs.  An  additional  strain  is  the  use  of  medical  school 
facilities  by  students  of  various  disciplines  in  the  health 
field,  e.g.  at  Duke  University  Medical  Center  there  are 
over  1 .700  learners.  A  trend  in  some  centers  to  train 
teachers  so  that  they  can  teach  new  professionals  out- 
side the  center  may  diminish  some  of  the  congestion. 
An  inclination  of  university  centers  to  share  exotic  and 
expensive  resources,  including  faculty,  may  have  a 
salutary  effect  on  cost. 

National  average  cost  figures  from  the  Association 
of  American  Medical  Colleges  indicate  that  the  capital 
outlay  for  each  additional  medical  student  in  an  exist- 
ing school  is  $400,000  to  $500,000  and  $1,000,000  for 
each  student  in  a  new  school.  Intensive  studies  are  in 
progress  at  the  national  level  to  determine  direct  edu- 
cational costs  for  medical  student  education  exclusive 
of  the  cost  of  teaching  hospital,  educational  programs 
for  interns  and  residents,  Ph.D.  education  in  the  basic 
medical  sciences  and  the  support  of  biomedical  re- 
search. Current  studies  in  two  of  North  Carolina's 
three  medical  schools  suggest  that  this  direct  educa- 
tional cost  now  ranges  between  $7,500  and  $9,500  per 
student  per  year.  It  is  recognized  that  a  large  item  in 
the  cost  of  medical  education  is  the  teaching  hospital 
and  the  generally  accepted  ratio  of  at  least  3  beds/stu- 


dent. Of  these  beds,  some  fall  into  the  very  expensive 
categories  of  secondary  specialty  and  tertiary  subspeci- 
alty care. 

It  has  been  generally  agreed  by  medical  educators 
that  by  present-day  standards,  a  new  one-  or  two-year 
medical  program  is  not  viable  unless  the  institution  is 
committed  to  the  prompt  development  of  an  M.D.  de- 
gree program,  or  unless  it  is  an  integral  program  of 
another  M.D. -granting  institution. 

It  is  apparent  from  reviewing  projections  of  physi- 
cians expected  in  N.  C.  by  1980,  we  will  have  increased 
their  numbers  at  a  rate  faster  than  the  rest  of  the 
country,  but  will  stil  lnot  have  reached  national  parity 
in  terms  of  numbers  of  practicing  physicians  per  100,- 
000  population.  To  attempt  to  produce  the  number 
of  entering  medical  students  each  year  which  would 
bring  us  to  national  parity  by  this  time  would,  if  it 
involved  the  financing  of  a  fourth  medical  school,  be 
an  obviously  expensive  way  to  meet  the  medical  care 
needs  of  the  people  of  North  Carolina,  and  it  might 
well  divert  attention  and  resources  from  the  correction 
of  many  other  elements  in  medical  care  delivery  which 
can  lead  to  increased  efficiency  and  productivity. 

It  has  also  become  apparent  that  the  outlook  for 
federal  funds  for  medical  school  facilities  is  presently 
very  unfavorable.  This  means  that  matching  funds  will 
not  likely  be  available  in  the  near  future  to  build  a 
new  medical  school  or  to  expand  existing  ones. 

The  recruitment  of  able  and  productive  faculty  for 
a  fourth  medical  school  would  also  seem  to  present 
some  problems  and  would  be  almost  prohibitively  ex- 
pensive. It  has  been  pointed  out  that  in  the  three  med- 
ical schools  of  N.  C  over  two-thirds  of  the  operating 
money  for  these  institutions  is  brought  in  by  the  pro- 
ductiveness of  the  faculty  itself  and  is  other  than  state- 
supplied  money,  e.g.  income  from  "federal  and  private" 
grants  and  from  medical  services. 

In  light  of  the  above  considerations,  the  subcom- 
mittee recommends  that  the  state  of  North  Carolina 
should  take  the  following  steps  during  the  next  bien- 
nium: 

1.  Establish  surveillance  activity  at  the  state  level 
by  the  Board  of  Governors  at  the  University  of  N.  C. 
or  other  appropriate  body  to  evaluate  progress  and 
support  an  appropriate  increase  in  the  number  of  N.  C. 
students  in  the  three  existing  medical  schools.  National 
and  state  trends  in  medical  education  should  be  care- 
fully monitored  so  that  the  use  of  N.  C.  resources 
can  relate  to  needs  which  have  been  clearly  defined. 

2.  Continue  the  present  contractual  arrangements 
through  the  Southern  Regional  Education  Board  with 
Meharry  Medical  School  in  which  20  M.D.  candidates 
and  13  D.D.S.  candidates  are  currently  enrolled. 

3.  Move  toward  the  provision  of  sufficient  resources 
to  permit  the  University  of  North  Carolina  School  of 
Medicine  to  admit   140-150  entering  students  by  1976. 

4.  In  view  of  the  increased  likelihood  that  N.  C. 
citizens  trained  in  N.  C.  medical  schools  are  much  more 
likely  to  practice  in  the  state,  it  is  suggested  that  in- 
creased support  for  N.  C.  students  in  Duke  and  Bow- 
man Gray  Medical  Schools  be  carried  out  at  a  level 
which  will  more  closely  approximate  the  cost  of  edu- 
cating a  student  and  help  assure  the  continued  viability 
of  these  institutions. 

5.  The  state  should  continue  to  support  activities 
aimed  at  increased  production  of  primary  care  phy- 
sicians such  as  Family  Practice  Programs,  and  should 
pay  particular  attention  to  efforts  at  providing  better 
distribution  of  available  physicians  and  allied  health 
personnel  in  rural  areas  and  in  the  poorly  provided 
inner  city  areas,  where  medical  care  is  most  needed. 
Attention   should  also  be   given   to   national   efforts  to 


scbieve 

ki  ■ 

r.  to 

-  r 

East  ( 


« 

■\ 
f. 
fa 
»l 

Cm 

In 

Caio 
lea 
repoi 

mil 

:■;•■ 
itels 

~:T 

::K- 
ercr, 

:. 
1 11 

k 

".: 
till 

aid 
'it 


Ut 
Ko 
:. 

■• 
loi 
In 

mo 


HOUSE  OF  DELEGATES 


77 


achieve  a  more  realistic  relationship  between  the  num- 
ber of  specialists  trained  and  the  need  for  these  par- 
ticular types  of  specialists  in  practice. 

6.  The  one-year  program  of  medical  education  at  the 
East  Carolina  University  should  be  phased  out  and 
replaced  by  an  Area  Health  Education  Center  (Ap- 
pendix E)  rather  than  a  medical  school.  This  opinion 
is  based  on: 

1.  recent  projections  on  physician  production  and 
need  as  previously  presented; 

2.  the  very  significant  increase  in  entering  class 
size  and  places  for  North  Carolinians  in  the  three 
schools  of  this  state  during  the  past  four  years; 

3.  the  high  cost  of  establishing  a  new  degree- 
granting  school  which  is  a  necessary  commitment 
to  the  accreditation  of  a  new  independent  two-year 
school,  and  the  fact  that  it  is  highly  unlikely  that 
federal  matching  funds  will  be  available  in  the  near 
future: 

4.  evidence  that  the  cost  to  the  State  for  the  opera- 
tion of  the  present  one-year  program  and  the  pro- 
posed two-year  program  at  East  Carolina  University 
is  very  high.  The  projected  cost  to  the  State  sub- 
stantially exceeds  the  cost  at  the  three  existing 
schools.  This  is  unavoidable  in  the  case  of  any  new 
medical  school: 

5.  national  evidence  that  the  establishment  of  a 
new  medical  school  has  very  little  influence  on  the 
retention  of  its  graduates  for  practice  in  physician- 
shortage  areas  in  its  region; 

6.  significant  benefits  to  health  care  in  Eastern 
North  Carolina  that  could  be  achieved  through  the 
establishment  of  an  Area  Health  Education  Center 
in  Greenville.  Such  a  center  would  concentrate  on 
the  training  of  house  staff,  the  continuing  education 
of  physicians  and  the  training  of  allied  health  pro- 
fessionals in  cooperation  with  the  established  schools 
of  medicine. 

Conclusion 

In  response  to  the  specific  questions  of  the  North 
Carolina  Medical  Society,  the  subcommittee  holds  that 
because  of  the  number  of  factors  mentioned  in  the 
report  that  will  have  a  major  impact  in  the  near  future 
on  the  organization  and  delivery  of  medical  care  and 
physician  productivity  and  mobility,  the  committee 
feels  that  it  is  not  possible  to  project  with  full  docu- 
mentation a  specific  number  of  additional  medical  stu- 
dents needed  to  be  educated  in  North  Carolina.  How- 
ever, based  on  presented  evidence  and  judgment,  the 
committee  has  clearly  indicated  that  the  number  of 
students  currently  enrolled  and  projected  to  be  enrolled 
in  the  three  four-year  medical  schools  should  be  an 
adequate  number,  and  that  the  most  economical  and 
efficient  way  to  educate  these  students  is  within  the 
existing  four-year  schools.  It  urges  continuing  surveil- 
lance on  this  matter  and  that  a  major  commitment  of 
state  funds  to  establish  another  medical  school  be  made 
only  if  and  when  evidence  clearlv  indicates  its  need. 

November  16.  1972 
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APPENDIX  A 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NORTH  CAROLINA  HOUSE  OF  DELEGATES 

Resolution:  1  (A-71  ) 

Introduced  by:  Lincoln  County  Medical  Society 
Subject:  Studies  Regarding  Medical  Students 
Referred  to:  Reference  Committee  No.  II 

(Charles  L.  Stuckey,  M.D..  Chairman) 

Whereas:  it  is  well  known  to  North  Carolinians  that 
there  is  a  strong  effort  being  made  to  establish  a  two- 
year  medical  school  at  East  Carolina  University,  and 

Whereas:  it  is  known  that  the  Board  of  Higher  Edu- 
cation recomemnded  that  a  study  be  done  on  this  and 
they  had  not  recommended  to  the  North  Carolina 
General  Assembly  that  the  money  be  appropriated,  and 

Whereas:  the  proponents  from  East  Carolina  Uni- 
versity bypassed  this  recommendation  and  went  directly 
to  the  legislators  and  secured  the  money,  and 

Whereas:  it  appears  that  the  cost  estimates  for  such 
a  two-year  school  are  from  $1.5  million  to  $20  million, 
and 

Whereas:  it  appears  from  published  information  that 
16  first-year  students  are  planned  for  the  fall  of  1971 
with  yearly  increases  planned  up  to  an  entering  class 
of  forty  in  1974.  and 

Whereas:  the  impact,  cost  and  feasibility  of  such  a 
project  vitally  interests  and  affects  all  the  physicians  of 
North  Carolina,  and 

Whereas:  the  cost  of  medical  care  and  medical  edu- 
cation are  concerns  of  consumers,  legislators,  tax- 
payers, and  physicians  and 

Whereas:  it  is  well-known  that  the  medical  schools 
of  the  United  States  are  now  in  serious  financial  diffi- 
culty, and 

Whereas:  we  have  three  excellent  medical  schools  in 
North  Carolina  which  entered  250  first-year  students 
in   1969-70  and  are  increasing  their  classes  each  year: 

Therefore:  The  Lincoln  County  Medical  Society  re- 
solves to  ask  the  Medical  Society  of  the  State  of  North 
Carolina  to  undertake  a  study  to  determine  the  num- 
ber of  additional  medical  students  needed  and  another 
study  to  determine  the  most  economical  and  efficient 
way  to  educate  these  students:  these  studies  to  be  pro- 
duced in  understandable  form  and  distributed  to  each 
member  of  the  Medical  Society  of  the  State  of  North 
Carolina  and  any  other  interested  physician  in  North 
Carolina.  Along  with  the  distribution  of  the  report  the 
Society  should  encourage  each  physician  to  make  his 
opinion  known  to  the  State  Society  and  his  own  legis- 
lators. 
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1973  TRANSACTIONS 


APPENDIX  B 

PHYSICIAN 

NURSE 

ASSISTANT 

PRACTITIONER 

OR  ASSOCIATE 

Bowman  Gray 

1969-71       8 

1970-72     12 

1971-73     20 

Entering  1972 

21 — no  attrition 

Duke  (affiliated 

Pediatric 

Student  Graduates 

program  with 

Nurse 

1965-67              4         3 

Practitioners 

1966-68           13       12 

Nursing  at 

180 

1967-69            14       13 

UNC-G;  UNC-C; 

Graduates 

1968-70            14       14 

ECU  and  WCU) 

in  2  years 

1969-71            40       29 

1970-72            40       39 

1971-73            40       — 

Entering  1972    40 

UNC 

1970       7 

Surgical  PA 

1971     12 

1971         4 

Entering  1972 

20 

APPENDIX  C 

Non-Federal  Physicians  in  North  Carolina  to  1985: 
Projection  by  Components  of  Incremental  Change* 

Incremental  Gains  of  Physicians: 


Year 

Total  Living 
January  1 

from  NC 
Schools 

Rest  of 
US 

Foreign 

Minus 
Deaths 

1970 
1971 
1972 
1973 

5386 
5528 
5681 
5844 

92 
96 

10-1 
101 

100 
112 
116 
121 

23 

20 
20 
20 

73 
75 
77 
79 

1974 

6007 

114 

126 

20 

81 

1975 

6186 

122 

134 

20 

84 

1976 

6378 

139 

140 

20 

87 

1977 

6590 

136 

147 

20 

89 

1978 

6804 

142 

153 

20 

92 

1979 

7027 

162 

161 

20 

95 

1980 

7275 

167 

168 

20 

98 

1981 

7532 

175 

176 

20 

102 

1982 

7801 

175 

183 

20 

105 

1933 

8074 

175 

190 

20 

108 

1S84 

8351 

175 

197 

20 

113 

1985 

8630 

Increase  to  1980—35%;  to  1985—54% 

*  For  sources,  assumptions,  and  methodology,  see  following  page. 
The  above  data  include  all  living  non-Federally-employed  physi- 
cians, including  interns,  residents,  and  fellows,  as  well  as  those 
not  in  active  medical  practice.  Excluded  are  osteopaths  and  Fed- 
erally-employed physicians. 


Notes  on  Physician  Projection  Assumptions  and 
Methodology: 

1  )  "Total  Living  January  1":  The  1970  figures  from 
the  Social  Research  Section's  data  precisely  matched  the 
figure  in  Health  Resources  Statistics.  1970.  Table  84. 
from  the  National  Center  for  Health  Statistics,  HEW. 
The  increments  added  in  the  row  for  1970  were  cal- 
culated prior  to  receipt  of  Health  Resources  Statistics. 

1971 .  with  the  reassuring  result  that  the  projected  1971 
figure  of  5528  differed  from  the  published  figure  of 
5524  by  only  4. 

2)  "Physicians  Added  from  North  Carolina  Medical 
Schools":  Production  of  MDs  by  the  medical  schools 
was  based  on  data  for  entering  students  through  Fall, 

1972.  and  graduates  through  June,  1972.  and  involved 
analysis  of  the  past  fifteen  years  of  experience  by  the 
schools  plus  data  and  statements  from  each  medical 
school  in  May,  1972.  The  basic  consideration  is  the 
production  of  physicians,  and  the  small  amount  of  at- 
trition is,  according  to  medical  school  policy  and  per- 
formance, almost  exactly  covered  by  in-transfers  from 
other  schools  and  other  degree  programs.  This  was 
explicitly  affirmed  by  Dr.  Osterhout,  Associate  Director 
for  Admissions  at  Duke.  Data  for  both  UNC  and  Duke 
bore  this  out,  and  Bowman  Gray  showed  a  small  5% 
slippage  from  first-year  students  to  graduates,  which  is 
projected.  It  is  assumed  that  there  will  be  a  continuing 
balance  between  numbers  repeating  a  year  or  taking 
leave  for  research  or  other  degrees,  and  the  numbers 


graduating  on  an  accelerated  basis  or  in  combined- 
degree  transfer  programs. 

The  projected  number  of  entering  students — and 
graduates — was  held  constant  at  the  entering  level  of 
Fall.  1972.  Further  increases  would  constitute  new 
factors  to  be  entered  into  the  projection  model. 

Based  on  past  experience,  it  is  projected  that  35% 
of  graduates  from  each  medical  school  will  be  in  the 
North  Carolina  physician  pool  throughout  the  five  years 
after  receipt  of  the  MD.  In  the  past,  there  was  virtually 
no  variation  among  the  schools'  graduate  retention 
rates.  However,  after  passage  of  five  years  beyond  the 
MD,  by  which  time  virtually  all  graduates  had  com- 
pleted internship,  residencies,  and  military  service, 
there  was  a  striking  divergence  of  migration  of  the 
schools'  graduates.  For  UNC  graduates,  30  of  the  65 
percent  of  graduates  who  had  been  outside  the  State 
for  five  years  after  graduation  returned  to  the  State 
for  practice;  for  Bowman  Gray,  10  of  the  65  percent 
returned  to  the  State;  but  for  Duke  there  was  a  net 
loss  of  5  of  the  35  percent  who  had  been  in  the  State 
after  graduation.  This  was  true  from  data  for  1950-1967 
quite  consistently,  so  those  five-year-delay  rates  were 
included  in  the  projection. 

By  attributing  to  in-state  resident  students  and  grad- 
uates of  Bowman  Gray  and  Duke  the  same  ultimate 
retention  rates  as  those  for  UNC,  we  add  to  the  pre- 
vious projection: 


Through:    1978: 
1979 

1980 
1981 
1982 
1983 
1984 


no  change 

+  17  —  thus  1980  total  would  be 


+  20 
+  20 
+  20 
+  20 


17  higher 


thus  1985  total  would  be 
114  higher  (one  addi- 
tional death  would  be 
subtracted ) 


East  Carolina  University  has  its  first  entering  class  of  20 
first-year  medical  students  in  Fall,  1972.  Since  there  is 
no  experiential  base  for  projection  of  the  ECU  students, 
the  projection  model  here  assumes  a  continuation  of  20 
entering  students  each  year,  with  eventual  MD  a  pro- 
duction and  geographic  retention  at  the  UNC  rates.  If 
this  holds  true,  which  is  using  the  most  favorable  rates, 
by  January,  1980,  there  should  be  28  physicians  in 
North  Carolina  who  began  medical  school  at  ECU. 

3)  "Physicians  Added  from  the  Rest  of  the  U.S.": 
Based  on  a  study  of  data  since  1950  shown  in  the 
AMA's  Medical  School  Alumni.  1967.  a  consistent 
1.28%  of  graduates  of  all  U.S.  medical  schools,  ex- 
cluding graduates  of  the  North  Carolina  medical 
schools,  have  settled  in  North  Carolina.  This  1.28% 
is  projected  for  future  U.  S.  medical  graduates,  whose 
numbers  have  been  recently  projected  upwards  in  HEW 
data  and  in  the  President's  Manpower  Report  to  Con- 
gress, U.  S.  Department  of  Labor,  1972. 

4)  "Physicians  Added  from  Foreign":  Medical 
School  Alumni.  1967.  provided  data  showing  a  rather 
constant  receipt  in  North  Carolina  since  1950  of  0.66% 
of  all  foreign  medical  graduates  entering  the  U.  S.  for 
practice.  The  Public  Health  Service's  Health  Man- 
power Sourcebook.  Section  20,  1968.  projected  a  de- 
crease in  entry  of  foreign  graduates  to  3,000  annually, 
however,  may  be  more  than  compensated  for  by  reentry 
to  the  U.  S.  of  American  nationals  receiving  MDs  in 
other  countries,  a  rather  new  trend.  Nevertheless,  this 
increment  to  North  Carolina  manpower  is  the  smallest 
and  least  likely  to  change  in  future  numbers  even  with 
large  national  changes. 

5)  "Annual  Deaths":  A  ten-year-experience  mortality 
study  by  the  Social  Research  Section  showed  an  average 
crude  death  rate  for  white  males  of  North  Carolina 
ages  35-69  of  13  per  1000  in  that  population.  This  is 
almost  precisely  the  death  rate  nationally  employed  for 
physicians  in  Health  Manpower  Sourcebook,  Section  20, 
1968.  Since  most  physicians  are  white  males  in  these 
ages,  and  since  death  rates  for  older  males  have  stabi- 
lized nationally,  the  13/1000/year  rate  for  deaths  is 
used. 
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Congress  on  Medical  Education 
HEALTH  EDUCATION  CENTERS 

Their  Role  in  Medical  Education 

Margaret  S.  Gordon,  Ph.D. 

The  uneven  distribution  of  physicians  and  other 
health  personnel  in  the  United  States  is  a  familiar  prob- 
lem and  a  matter  of  grave  concern  to  all  those  inter- 
ested in  overcoming  shortages  of  health  manpower.  In 
1965.  the  number  of  active  non-federal  physicians  per 
100.000  population  ranged  from  89  in  the  East  South 
Central  states  to  171  in  the  Middle  Atlantic  states.1  If 
we  consider  data  for  individual  states  (excluding  the 
District  of  Columbia),  we  find  that  the  differences  tend 
to  be  even  more  pronounced,  ranging  from  69  in 
Alaska  and  Mississippi  to  199  in  New  York  in  1967." 
Similar  differences  are  found  for  other  health  man- 
power categories,  such  as  dentists  and  nurses. 

In  general,  states  with  low  ratios  of  health  manpower 
to  population  tend  to  be  characterized  by  low  per  capita 
income  or  sparse  population  or  both.  Multivariate  an- 
alyses of  factors  associated  with  differences  in  physican- 
population  ratios,  summarized  by  Fein  and  Weber,  have 
indicated  significantly  positive  associations  with  such 
variables  as  state  per  capita  income,  average  physicians' 
incomes  in  the  state,  and  the  number  of  undergraduate 
and  graduate  medical  students  in  medical  schools  in 
the  state.3  But,  along  with  the  problem  of  shortages  of 
physicians  and  other  health  manpower  in  low-income 
and  sparsely  populated  states,  there  are  also  acute  short- 
ages in  the  poverty  areas  of  large  cities.  In  the  last 
several  years,  there  have  been  frequent  newspaper  and 
television  stories  about  small  towns — not  necessarily 
located  in  sparsely  populated  states — that  lack  a  doc- 
tor and  are  desperately  seeking  to  attract  one  to  the 
community. 

Quite  apart  from  the  purely  economic  factors  that 
attract  physicians  to  certain  areas,  another  type  of 
attraction  that  clearly  plays  an  important  role  is  the 
presence  of  a  strong  medical  school  and  one  or  more 
teaching  hospitals  in  the  area.  Increasingly,  graduates 
of  US  medical  schools  in  recent  decades  have  tended 
to  look  forward  to  a  career  that  combines  research, 
training,  and  specialized  practice  in  a  high-quality 
teaching  hospital.  This  is  the  type  of  career  toward 
which  their  medical  training  has  been  aimed.  Short  of 
a  staff  appointment  in  a  teaching  hospital,  many  physi- 
cians are  attracted  to  practice  in  metropolitan  areas  that 
have  such  hospitals,  to  whose  specialists  they  can  refer 
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patients.  Yet  it  is  clear,  as  the  cases  of  Mississippi  and  a 
number  of  other  low-income  states  suggest,  that  the 
mere  presence  of  a  medical  school  cannot  overcome 
the  disadvantages  of  low  per  capita  income  in  general 
and  widespread  rural  poverty  in  particular  as  deterrents 
to  the  attraction  of  physicians. 

There  is  agreement  among  health  manpower  special- 
ists that  the  achievement  of  a  more  adequate  geographi- 
cal distribution  of  physicians  and  of  other  health  per- 
sonnel is  likely  to  be  accomplished  only  slowly  and 
through  the  combined  influence  of  a  number  of  differ- 
ent policy  measures.  The  recently  enacted  Emergency 
Health  Personnel  Act  of  1970  (Public  Law  91-623) 
authorizing  the  Public  Health  Service  to  provide  health 
care  in  communities  and  areas  with  inadequate  health 
personnel  and  services  constitutes  one  type  of  step  to- 
ward meeting  this  objective,  but  a  step  which,  in  my 
opinion,  would  have  little  prospect  of  success  were  it 
not  for  the  growing  concern  among  young  medical 
school  graduates  about  the  need  to  overcome  deficien- 
cies in  the  delivery  of  health  services  to  the  poor.  In 
the  absence  of  this  concern,  it  would  be  difficult  to 
attract  physicians  to  participate  in  this  type  of  service. 

Overcoming  deficiencies  in  the  financing  of  health 
care  is  another  step  that  is  needed  to  achieve  more 
even  geographical  distribution  of  health  manpower. 
Most  experts  are  agreed  that  a  comprehensive  national 
health  insurance  bill  is  likely  to  be  enacted  in  the 
not-too-distant  future  and  that  the  most  significant 
legislative  controversies  in  his  connection  will  not  be 
over  enactment  or  nonenactment,  but  over  the  extent 
to  which  such  legislation  replaces  or  merely  supple- 
ments existing  private  health  insurance  plans  and  over 
the  degree  to  which  it  changes  existing  patterns  of  re- 
imbursement of  hospitals  and  physicians.  But  in  any 
case,  it  may  well  be  that  even  though  national  health 
insurance  helps  to  overcome  the  lack  of  capacity  of 
persons  in  impoverished  and  rural  areas  to  pay  for 
health  services,  it  may  not  overcome  shortages  of  health 
personnel  in  those  areas  without  the  additional  feature 
of  special  financial  or  nonfinancial  incentives  to  attract 
health  manpower  to  locate  there. 

Whatever  financing  mechanisms  may  be  adopted  to 
attract  health  manpower  to  shortage  areas.  I  believe 
that  the  development  of  area  health  education  centers 
along  the  lines  recommended  by  the  Carnegie  Commis- 
sion on  Higher  Education  in  its  recent  report  on  med- 
ical and  dental  education1  would  play  a  significant  role 
in  providing  incentives  of  a  largely  noneconomic  nature 
for  physicians  and  other  health  personnel  to  locate  in 
areas  now  inadequately  served,  and  in  improving  the 
quality  of  health  care  in  those  areas.  These  centers 
could  also  play  a  highly  important  role  in  providing  a 
more  adequate  geographical  distribution  of  health  man- 
power educational  opportunties.  in  improving  the  qual- 
ity of  medical  education  by  providing  clinical  experi- 
ence for  MD  candidates  and  house  officers  in  a  wider 
variety  of  settings,  and  in  upgrading  the  quality  of 
medical  care  in  the  area. 

The  Commission  has  suggested  the  development  of 
126  new  area  health  education  centers  in  the  United 
States,  the  great  majority  of  which  would  be  in  com- 
munities located  at  some  distance  from  an  existing  or 
developing  medical  school  or  from  any  of  the  nine  new 
medical  schools  recommended  by  the  Commission. 
However,  ten  of  the  suggested  area  centers  would  be 


located  in  very  large  metropolitan  areas,  such  as  New! 
York   and   Los  Angeles,   where   we  believe   there   is  e'3", 
need  for  a  somewhat  higher  ratio  of  medical  educatior  '  '. , 
facilities   to   population.   All   of   the   centers   would  be 
affiliated  with  the  nearest  appropriate   medical  school:  ' 

What  would   be  the  functions  of  these  area  health 
education   centers?   To   some   extent,    the   Commission  * 
modeled  its  concept  of  such  a  center  on  existing  insti-  :x"' 
tutions  such  as  the  Mary  I.  Bassett  Hospital  in  Coopers-  " 
town,  NY,  and  to  some  extent  we  envisaged  functions 
that  went  somewhat  beyond  those  of  existing  centers.  ""„ 
The  functions  we  recommended  were  as  follows: 


1.  To  maintain  a  community  hospital  of  outstanding 
quality,  many  of  whose  patients  would  he  admitted  on 
a  referral  basis  from  smaller  communities  in  the  sur- 
rounding area. 

2.  To  conduct  educational  programs  under  the  super- 
vision of  the  faculty  of  the  university  health  science 
center  with  which  the  area  center  is  affiliated. 

3.  To  have  these  educational  programs  include  (a) 
residency  programs:  (b)  clinical  instruction  for  MD 
candidates  and  DDS  candidates  who  would  come  there 
from  the  university  health  science  center  on  a  rotating 
basis;  (c)  clinical  experience  for  students  in  allied 
health  programs:  (d)  continuing  education  programs 
for  health  manpower  in  the  area,  in  cooperation  with 
local  professional  associations. 

4.  To  provide  guidance  to  comprehensive  colleges  and 
community  colleges  in  the  area  in  the  development  of 
training  programs  for  allied  health  professions. 

5.  To  cooperate  with  hospitals  and  community  agen- 
cies in  the  planning  and  development  of  more  effective 
health  care  delivery  systems. 

6.  To  conduct  limited  research  programs  concerned 
primarily  with  the  evaluation  of  health  care  delivery 
systems. 


And 
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There  are  several  reasons  for  believing  that  develop- 
ment of  these  area  health  education  centers  would  be 
a  significant  factor  in  overcoming  the  uneven  distribu- 
tion of  physicians  in  relation  to  populations. 

First,  it  has  been  found  that  well  over  half  of  those 
receiving  residency  training  tend  to  practice  in  the  state 
where  they  received  that  training.'  Thus,  there  is  some 
basis  for  anticipating  that  a  significant  proportion  of 
residents  receiving  training  in  these  centers  would  de- 
cide to  stay  on  and  practice  in  the  area. 

Second,  area  health  education  centers  would  play  a 
role  similar  to  that  of  medical  schools  in  attracting 
physicians  to  practice  in  their  areas  in  order  to  join 
the  staff  of  a  hospital  affiliated  with  a  medical  school 
or  at  least  to  refer  difficult  cases  there,  and  to  partici- 
pate in  high-quality  continuing  medical  education  pro- 
grams supervised  by  medical  school  faculty  members. 

The  influences  would  be  most  effective  in  increasing 
the  supply  of  physicians  in  ghetto  areas  of  large  cities 
and  in  moderate-sized  communities  that  are  not  too 
remote  from  large  population  centers  and  are  located 
in  states  with  average  or  above-average  per  capita  in- 
comes. They  would  be  least  effective  in  areas  located 
in  states  with  relatively  low  per  capita  incomes  and 
those  that  are  remote  from  any  large  population  centers. 
However,  in  the  latter  areas  the  area  health  education 
centers  could  play  a  role  along  with  other  measures  in 
attracting  physicians  and  other  health  personnel.  The 
other  measures  that  would  be  needed  include  ( 1 )  such 
developments  as  the  provisions  of  the  Emergency 
Health  Personnel  Act.  which  in  effect  if  not  in  name 
calls  for  an  experimental  national  health  service  corps, 
and  (2)  the  development  of  special  financial  incentives 
to  attract  health  personnel  to  disadvantaged  areas. 
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How  would  these  centers  improve  the  quality  of 
ledical  education?  I  am  impressed  with  the  views  of  a 
umber  of  medical  educators  that  the  clinical  training 
■f  both  MD  candidates  and  house  officers  is  too  heavily 
jriented  to  the  complex  and  highly  specialized  cases 
.  hat  are  seen  in  university  teaching  hospitals.  Growing 
lumbers  of  medical  students  appear  to  share  this  view. 
Clinical  training  for  MD  candidates  on  a  rotating  basis 
nd  for  residents  in  a  community-oriented  hospital 
vould  provide  a  broader  range  of  clinical  experience, 
.ipecial  arrangements  could  be  made  for  residents  to 
ihift  from  these  area  centers  to  the  main  university 
eaching  hospital  for  short  periods  to  obtain  experience 
vith  more  highly  specialized  cases. 

The  area  health  education  centers,  as  we  envisage 
Ihem,  would  also  improve  the  quality  of  health  man- 
power education  in  their  areas  through  their  roles  in 
providing  clinical  experience  for  students  in  nursing 
and  allied  health  professions,  in  providing  guidance  to 
comprehensive  colleges  and  community  colleges  in  the 
development  of  training  programs  for  nurses  and  allied 
lealth  personnel,  and  in  providing  continuing  educa- 
tion programs  for  health  manpower  under  the  super- 
vision of  a  university  health  science  center. 

Another  important  advantage  of  the  development  of 
,area  health  education  centers  would  be  to  remove  the 
pressure  to  develop  much  more  costly  full-scale  medical 
schools  in  communities  that  are  too  small  to  provide 
an  adequate  supply  of  specialized  cases  for  a  university 
teaching  hospital  or  are  located  quite  close  to  existing 
medical  schools.  The  Carnegie  Commission  has  recom- 
mended nine  new  medical  schools  in  metropolitan  areas 
with  populations  of  350,000  or  more  that  do  not  now 
have  a  medical  school  and  are  not  located  near  an 
area  that  does  have  a  medical  school.  One  of  these 
areas,  Duluth,  Minn,  now  has  a  developing  school.  A 
good  example  of  an  area  that  is  large  enough  to  be 
appropriate  for  a  medical  school  but  for  which  we 
recommended  an  area  health  education  center  instead 
because  of  its  location  quite  near  an  existing  medical 
school  is  Fort  Worth,  Tex,  which  is  only  about  30 
miles  from  Dallas  where  the  University  of  Texas  South- 
western Medical  School  and  Baylor  University  Medical 
Center  are  located. 

The  cost  of  developing  area  health  education  centers 
is  likely  to  vary  considerably  from  area  to  area,  de- 
pending in  large  part  on  the  quality  of  existing  hospital 
facilities  and  whether  they  now  have  internship  and 
residency  programs.  There  are  about  20  communities 
outside  of  large  metropolitan  areas  that  would  be  suit- 
able for  the  location  of  area  health  education  centers 
that  now  have  hospitals  affiliated  with  medical  schools 
and  are  conducting  sizable  house  officer  programs.3  The 
great  majority  of  these  are  communities  that  were  sug- 
gested as  appropriate  locations  for  area  health  educa- 
tion centers  in  the  Commission's  report.  There  are  other 
communities  with  hospitals  that  have  internship  and 
residency  programs  that  are  not  as  yet  affiliated  with 
medical  schools.  Some  of  these  hospitals  both  in  the 
affiliated  and  nonaffiliated  group  are  located  in  states 
that  have  relatively  low  ratios  of  physicians  to  popula- 
tion. 

The  Commission's  recommendation  for  area  health 
education  centers  has  aroused  widespread  interest,  and 
there  are  indications  that  federal  officials  have  favorable 
attitudes   toward    its    implementation.    In    conclusion,    I 


suggest  that  initial  pilot  programs  might  be  developed 
centering  around  community  hospitals  that  now  have 
internship  and  residency  programs  and  that  are  located 
in  states  with  low  physician-population  ratios.  There 
are  also  a  few  neighborhood  health  centers  supported 
by  Office  of  Economic  Opportunity  funds  in  ghetto 
areas  of  large  cities  that  have  interns  and  residents  and 
that  have  developed  high-quality  health  service  pro- 
grams. Such  centers  would  also  be  logical  choices  for 
pilot  area  health  education  programs  that  could  be 
developed  in  conjunction  with  innovations  in  more 
effective  delivery  of  health  services  to  the  community. 
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REPORT  L 

Subject:  Summary  of  Observations  and  Recommenda- 
tions of  the  Annual  Convention  Commission 
Referred  to:  Reference  Committee  No.  I 

At  the  January  28,  1973,  meeting  of  the  Executive 
Council  a  summary  of  the  observations  and  recommen- 
dations of  the  Annual  Convention  Commission  was  pre- 
sented by  Dr.  Josephine  E.  Newell.  The  recommenda- 
tions were  approved  by  the  Executive  Council  for 
submission  to  the  House  of  Delegates  as  follows: 

REPORT  TO  THE  EXECUTIVE  COUNCIL 

Mr.  President.  Members  of  the  Executive  Council: 

In  response  to  a  recommendation  of  the  Council  on  Re- 
view and  Development,  and  the  consequent  mandate  of  the 
Executive  Council,  to  hold  a  joint  meetine  of  the  commit- 
tees under  the  ANNUAL  CONVENTION  COMMISSION 
(COMMISSION  III),  I,  as  Chairman  of  the  Annual  Con- 
vention Commission  have  taken  the  following  actions: 

1.  Questionnaire  letter  on  October  6,   1972,  concerning  the 
format  of  the  Annual  Meeting  to: 

a.  Officials  of  the  North  Carolina  Medical  Society 

b.  Members  of  each  committee  under  the  Annual 
Convention  Commission 

c.  Past   President  of   the   North   Carolina   Medical 
Society 

d.  Executive  Staff  of  the  North  Carolina  Medical 
Society 

A  copy  of  this  letter  is  in  your  handbook. 

2.  A  second  questionnaire  letter  to  the  same  people  on  No- 
vember 9,  1972 — (copy  in  handbook). 

3.  Tabulated  results  of  all  answers  for  consideration  at  the 
"Joint  Meeting." 

4.  Called  the  Joint  Meeting  of  all  the  people  named  in   1 
(a)  at  the  Headquarters  Office  on  January  7,  1973. 

Of  the  approximately  seventy  people  concerned,  thirty- 
three  (33)  attended  the  Joint  Meeting  on  January  7 — a  cold, 
snowy  Sunday.  For  five  hours,  this  group  participated  in  a 
lively  discussion  of  the  following  questions: 

1.  Continuing  Education 

2.  The  financing  of  such  a  program 

3.  Increased  attendance  at  Annual  Meetings 

4.  Increased  attendance  and  interest  in  the  General 
Sessions 

5.  The  Memorial  Service 

6.  The  Conjoint  Session 

7.  Dates  of  the  Annual  Meeting 

8.  Site  of  the  Annual  Meeting 

A  summary  of  the  observations  and  recommendations  is  as 
follows: 
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A.  CONTINUING  EDUCATION 

There  is  a  need  for  a  program  of  continuing  education 
with  incorporation  in  the  program  of  the  General 
Sessions  for  the  following  reasons: 

1.  The  updating  of  the  "grass  roots  physician" 

2.  PSRO  requirements  for  re-certification 

3.  The  responsibility  of  the  North  Carolina  Medical 
Society  to  provide  the  necessary  postgraduate 
continuing  education  pre-requisite  for  re-certifi- 
cation. 

Recommendation: 

The  Annual  Convention  Commission  recommends 
that  Continuing  Education  be  compulsory.  We  fur- 
ther recommend  that  the  matter  be  referred  to  the 
Committee  on  Medical  Education,  for  incorporation 
in  the  program  of  the  General  Session  of  the  An- 
nual Meeting  and  that  the  Committee  on  Medical 
Education  define  the  details,  requirements  and  man- 
ner in  which  it  can  be  obtained  as  well  as  alternative 
solutions  for  members  who  find  it  impossible  to 
attend  the  Annual  Meeting. 

Method  Considered: 

The  Continuing  Education  Program  would  be 
planned  by  the  coperative  efforts  of  the  three  4- 
year  medical  school  faculties  in  North  Carolina,  in 
cooperation  with  the  Regional  Medical  Program. 

Financing: 

The  Continuing  Education  program  would  be  sup- 
ported by  a  registration  fee  for  the  Annual  Meeting. 

B.  CONJOINT  SESSION 

It  is  desirable  to  continue  a  Conjoint  Session  of  the 
State  Board  of  Health  with  a  General  Session  of  the 
North  Carolina  Medical  Society  for  the  following 
reasons: 

1.  It  is  required  by  the  General  Statutes  of  the  State 
of  North  Carolina. 

2.  The  Conjoint  Meeting  allows  the  North  Carolina 
Medical   Society  to  have  a  strong  voice  in  the 

appointment  of  the  members  of  the  State  Board 
of  Health. 

3.  The  State  Board  of  Health  and  the  North  Caro- 
lina Medical  Society  have  enjoyed  an  unusual 
state  of  cooperation. 

Recommendation: 

1.  The  Annual  Convention  Commission  recom- 
mends that  we  discourage  any  legislation  which 
would  delete  the  Conjoint  Session. 

2.  It  further  recommends  that  the  Conjoint  Session 
be  held  in  a  different  time  slot  during  a  General 
Session. 

C.  MEMORIAL  SERVICE 

Recom  mendation  : 

The  Annual  Convention  Commission  recommends 
that  the  Memorial  Service  be  held  at  the  beginning 
of  the  FIRST  GENERAL  SESSION  and  that  it  be 
extraordinarily  brief.  It  should  consist  of  a  printed 
list  of  the  deceased  members,  a  reading  of  their 
names  and  a  moment  of  silence. 

D.  GENERAL  SESSIONS 

Recommendations  : 

1.  A  program  of  Continuing  Education  shall  be  the 
major  "portion  of  the  General  Session. 

2.  A  portion  of  the  General  Session  shall  be  de- 
voted to  socio-economic  aspects  of  the  practice 
of  medicine. 

3.  The  last  10  minutes  of  the  First  and  Second  Gen- 
eral Session  shall  consist  of  the  awarding  of  one- 
fourth  (Vi)  of  the  door  prizes  (at  each  of  the 
two  sessions).  These  prizes  will  be  contingent 
ONLY  on  attendance  at  each  General  Session 
and  tickets  shall  be  given  ONLY  to  members 
who  attend  each  Session. 


4.  One  half  of  the  door  prizes  shall  be  awarded  ai 
the  THIRD  GENERAL  SESSION  —  including 
the  Grand  prize.  These  prizes  shall  be  contin 
gent  on  attendance  at  the  THIRD  GENERAL 
SESSION  and  the  PUNCHED  TICKETS,  show- 
ing each  member's  attendance  in  the  Technical 
Exhibit  Area,  as  practiced  in  the  past  years. 

E.  HOUSE  OF  DELEGATES 

Recognizing  the  fact  that  the  House  of  Delegates  is  ar1 
autonomous  body,  the  Annual  Convention  Commis 
sion  offer  no  recommendations.  Considerable  discus 
sion  was  had  at  the  Joint  Meeting  and  the  modus 
operandi  of  the  HOUSE  OF  DELEGATES  was  left 
in  the  capable  hands  of  our  Speaker  of  the  House 
and  Vice-Speaker  of  the  House — both  of  whom  at- 
tended and  participated  in  the  Joint  Meeting. 

F.  SITE  OF  THE  ANNUAL  MEETING 

Recommendation: 

The  Annual  Convention  Commission  recommend: 
that  an  annual  investigation  and  report  be  made  by 
the  Executive  Headquarters  Staff  as  to  a  site  more 
appropriate  (than  Pinehurst)  for  the  Annual  Meet- 
ing. 

In  your  handbook  you  will  find  a  working  format.  It  is 
called  a  working  format  because  we  are  sure  that  it  needs 
improvement  but  it  does  encompass  the  recommendations 
of  the  Joint  Meeting.  I  direct  your  attention  to  this  forma, 
and  invite  your  constructive  criticism. 

In  conclusion,  I  would  like  to  state  that  this  report  is  the 
culmination  of  three  months'  work  and  that  it  also  con- 
stitutes the  annual  report  of  the  Chairman  of  the  Annual 
Convention  Commission. 

Josphine  E.  Newell,  M.D.,  Chairman 
Annual  Convention  Commission 
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TIME 

9:00  a.m. 
9:30  a.m. 


10:00  a.m. 
10:30  a.m. 
11:00  a.m. 
11:30  a.m. 
12:00  Noon 
12:30  p.m. 

1.00  p.m. 
1:30  p.m. 

2:00  p.m. 
2:30  p.m. 
3:00  p.m. 
3:30  p.m. 
4:00  p.m. 
4:30  p.m. 
5:00  p.m. 
530  p.m. 


9:00  a.m. 

9:30  a.m. 

10:00  a.m. 

10:30  a.m. 

11:00  a.m. 

12:00  Noon 

12:30  p.m. 

1:00  p.m. 

1:30  p.m. 

2:00  p.m. 

2:30  p.m. 

3:00  p.m. 

3:30  p.m. 

4:00  p.m. 

4:30  p.m. 

5:00  p.m. 

5:30  p.m. 


8:30  p.m. 


SATURDAY  or  WEDNESDAY 

SPECIAL 
SOCIAL  CONVENTION       MEETINGS 

Rcg:s:ration  opens  Pathology  Section 
Exhibits  Installa-     N&P  Section 

tion — Scientific 

&  Technical 


Dutch  Luncheon — 
Section  on  N&P 


SUNDAY  or  THl RSDAY 


SOCIAL 


Section  on  O&T 

Section  on  Radi- 
ology 


SPECIAL 
MEETINGS 


CONVENTION 

Registration  opens 

Prayer  Breakfast     Section  on 

Dermatology 
Exhibits  Open —      Section  on 
Scientific  &  Tech.        Urology 


House  of 
Delegates 


Social  Hour — 
NCSIM 

Social  Hour — 
Univ.  of  Va. 
Med.  Alumni 

Meeting — Execu- 
tive Council  of 
NCSIM 
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1:10  P 
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MONDAY  or  FRIDAY 


TIME 

7:30  a.m. 


8:00  a.m. 
8:30  a.m. 


8:40  a.m. 
10:30  a.m. 
10:50  a.m. 

11:00  a.m. 


1:00  p.m. 
1:00  p.m. 
2:00  p.m. 
6:00  p  m. 
6:30  p.m. 


7:00  p.m. 
7:30  p.m. 


TIME 

7:30  a.m. 
8:00  a.m. 
8:30  a.m. 
8:30  a.m. 


9:00  a.m. 
10:30  a.m. 


10:50  a.m. 
11:15  a.m. 


SOCIAL 

Breakfast — Aux. 
Bd.  of  Directors 


CONYENTION 


SPECIAL 
MEETINGS 


Registration  opens 
Exhibits  open 
1st  General 

Session  and 

Memorial 

Service 
Continuing 

Education 
Address: 

Socio-economic 
Door  prizes 
Audio-visual 

opens 


Aux.  Pres-Elect's 

Party 
Luncheon — UNC 

Med.  Alumni 


Specialty  Sections: 

O&O 

Family 
Physicians 

Pediatrics 

PH&E 
N.  C.  Board  of 

Medical 

Examiners 


Social  Hour  for 

Exhibitors 
Social  Hour — 

MCV 
Social  Hour — 

Duke 
MEDPAC  Banquet 
Dinner— MCV 
Dinner — Duke 


Reference  Cmtes 
Audio-Visual 


TUESDAY  or  SATURDAY 
SOCIAL 


SPECIAL 
CONVENTION      MEETINGS 


Registration  opens 
Exhibits  open 
2nd  General 

Session 
Conjoint  Session 
Continuing 

Education 
Address:  NCMS 

President 
Door  prizes 


Specialty  Sections: 

Surgery 

Internal 
Medicine 
OB  &  Gyn 
Anesthesiology 


11:30  a.m. 

Audio-Visual  opens 

12:30  p.m. 

Luncheon- 

-  BG 

12:30  p.m. 

Social  Hour — 

NCSIM 

1:00  p.m. 

Luncheon— 
NCSIM 

2:00  p.m. 

House  of 
Delegates 

2:00  p.m. 

Audio-Visual 

6:30  p.m. 

President's 
Reception 

7:30  p.m. 

President's  Dinner 

WEDNESDAY  or  SUNDAY 

SPECIAL 

TIME 

SOCIAL 

CONVENTION      MEETINGS 

7:30  a.m. 

Breakfast— 

-Aux. 

8:00  a.m. 

Registration  opens 

8:30  a.m. 

Exhibits  open 

8:30  a.m. 

3rd  General 
Sessions — 
Continuing 
Education 

10:30  a.m. 

Presentation  of 
Awards 

11:00  a.m. 

Address:  NCMS 
President 

11:30  a.m. 

Presentation  of 
Prizes 

ADJOURN  SINE  DIE 

REPORT  M 

Subject:  Donation  of  Human  Tissue  for  Transplantation 
— Statement  of  Policy  N.  C.  Medical  Society  and  the 
N.  C.  Hospital  Association 

Referred  to:  Reference  Committee  No.  II 

The  Executive  Council,  at  its  May  6,  1973,  meeting. 


on  recommendation  from  the  Committee  on  Public  Re- 
lations, approved  the  following  proposed  Statement  of 
Policy  of  the  North  Carolina  Medical  Society  and  the 
North  Carolina  Hospital  Association  on  Donation  of 
Human  Tissue  for  Transplantation: 

DONATION  OF  HUMAN  TISSUE  FOR 

TRANSPLANTATION  STATEMENT  OF  POLICY 

THE  NORTH  CAROLINA  MEDICAL  SOCIETY 

AND  THE  NORTH  CAROLINA  HOSPITAL 

ASSOCIATION 

Transfusions  of  blood,  the  most  common  transplant. 
have  been  universally  accepted  for  years.  Well  estab- 
lished today,  but  for  many  years  beyond  the  realm  of 
surgical  research,  are  the  transplantations  of  corneas 
(the  clear  portion  of  the  front  of  the  eye)  to  those  per- 
sons whose  corneas  have  been  clouded  by  injury  or 
disease. 

Needed  Human  Tissues 

Not  all  blindness  can  be  cured,  but  it  is  estimated 
that  one  in  every  twenty-five  blind  persons  could  have 
his  vision  restored  through  the  transplantation  of  a 
donated  cornea.  Eye  donations  are  received  from  those 
people  who  have  generously  pledged  their  eyes  to  be 
used  following  their  death.  At  the  current  rate  of 
receiving  these  donations,  decades  will  pass  before  the 
supply  meets  the  demand. 

The  North  Carolina  Medical  Society  and  the  North 
Carolina  Hospital  Association  recognize  that,  as  science 
perfects  methods  of  improved  matching  of  donor  and 
recipient  tissues,  the  need  for  whole  organs  for  trans- 
plantation, and  whole  bodies  for  medical  education  may 
increase  substantially. 

The  first  whole  organ  transplant  from  one  person  to 
another  was  accomplished  in  1954.  Since  that  time, 
numerous  tissues  and  parts,  from  persons  both  living 
and  dead,  have  been  used  to  give  life  and  to  treat  vic- 
tims of  disease  and  injuries.  It  is  not  unusual  for  a  de- 
ceased donor  to  contribute  a  kidney  to  each  of  two  re- 
cipients, his  corneas  to  two  blind  persons  and  possibly 
organs  to  still  other  persons. 

The  human  tissues  now  needed  are:  Blood,  Blood 
Vessels,  Bone,  Bone  Marrow,  Cartilage.  Eyes,  Fascia, 
Heart,  Intestine,  Kidney,  Liver,  Lung,  Pituitary  Glands, 
Skin.  Spleen,  Teeth,  Thymus  Glands. 

Kidney  Donations 

The  kidney  is  the  organ  most  frequently  transplanted. 
Nationally,  there  have  been  more  than  ten  thousand 
kidney  transplants  performed.  Renal  grafting,  after  a 
decade  of  intensive  research,  is  now  an  accepted  therapy 
for  selected  patients  dying  of  end  stage  kidney  disease. 

The  North  Carolina  Medical  Society  and  the  North 
Carolina  Hospital  Association  recognize  that  there  are 
many  North  Carolina  citizens  undergoing  expensive, 
but  essential,  dialysis  treatment  in  order  to  remain 
alive.  They  further  recognize  that  if  there  were  suf- 
ficient donor  kidneys  available  from  recently  deceased 
persons,  many  of  these  victims  could  be  significantly 
helped  and  the  need  for  dialysis  reduced. 

Pituitary  Gland  Donations 

The  human  Pituitary  gland  is  the  only  source  of  a 
substance  known  as  Human  Growth  Hormone.  In  1958 
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medical  scientists  made  a  dramatic  breakthrough  in  the 
fight  against  one  form  of  dwarfism.  They  discovered 
that  this  hormone,  when  injected  into  hypopituitary 
dwarf  children  during  their  vital  growth  years,  may 
double  or  triple  the  growth  rate.  A  single  human  pitui- 
tary gland  will  yield  up  to  5  mg  of  growth  hormone. 
The  major  problem  with  this  course  of  treatment  is  ob- 
taining enough  donated  pituitaries.  In  some  cases  of 
potential  dwarfism  it  may  take  hormone  from  fifty 
pituitary  glands,  in  others  as  many  as  two  hundred 
may  be  needed. 

Uniform  Anatomical  Gift  Act 

The  transplantation  of  tissues  and  organs  has  become 
so  well  accepted  that  a  Uniform  Anatomical  Gift  Act 
is  now  the  law  in  most  states.  North  Carolina  passed 
this  law  in  1969,  making  it  possible  for  an  individual's 
wishes  to  be  respected  regarding  the  disposition  of  part 
or  all  of  his  body  immediately  following  his  death. 

Essentially,  the  model  law  for  donation  states:  1)  any 
person  eighteen  or  more  years  of  age  may  donate  all  or 
part  of  his  body  for  research,  transplantation  or  place- 
ment in  a  tissue  bank;  2)  a  donor's  valid  statement 
of  gift  is  paramount  to  the  rights  of  others  except 
where  a  state  autopsy  law  may  prevail;  3 )  if  a  donor 
has  not  acted  in  his  lifetime,  his  survivors  may  do  so, 
in  a  specified  order  of  priority;  4)  physicians  who  ac- 
cept organs  or  tissues  in  good  faith  are  protected  from 
law  suits.  The  physician  attending  at  the  time  of  death, 
if  acquainted  with  the  donor's  wishes,  may  dispose  of 
the  body  under  the  Uniform  Anatomical  Gift  Act; 
5)  the  time  of  death  must  be  determined  by  a  doctor 
who  is  not  involved  in  the  transplantation,  and  the  at- 
tending physician  must  not  be  a  member  of  the  trans- 
plant team;  6)  the  donor  may  revoke  the  will  and  the 
donation  may  be  rejected.  The  most  important  clause 
permits  the  donation  to  be  made  by  will  (without  wait- 
ing for  probate)  or  other  written  or  witnessed  docu- 
ments. 

The  provisions  of  the  Uniform  Anatomical  Gift  Act 
are  so  designed  that  the  offer  is  exercised  after  death. 
Therefore,  the  donor  should  reveal  his  intentions  to 
as  many  of  his  relatives  and  friends  as  possible,  includ- 
ing his  physician. 

Other  Needs  For  Human  Bodies 

Research  is  in  need  of  whole  bodies  for  medical 
education.  All  physicians  must  have  a  thorough  knowl- 
edge of  the  structure  of  the  human  body.  This  is  taught 
early  in  their  medical  training  by  a  course  in  anatomy. 
The  need  for  these  can  be  met  by  those  persons  who 
were  interested  enough,  during  their  lifetime,  to  make 
such  a  pledge  to  science  for  the  betterment  of  all  man- 
kind. 

When  anatomical  donations  have  been  made  through 
the  North  Carolina  Eye  and  Human  Tissue  Bank.  Inc.. 
using  the  Uniform  Donor  Pledge,  several  different  op- 
portunities are  presented  for  one  to  give  the  gifts  of 
sight  and  life.  One  may  pledge:  his  eyes,  any  needed 
organs  or  parts,  only  the  specific  organs  or  parts  desig- 
nated by  the  donor,  or  his  entire  body  for  anatomical 
study.  There  is  no  fee  charged  for  the  services  of  the 
North  Carolina  Eye  and  Human  Tissue  Bank  and  all 
necessary  arrangements  are  made  through  their  office. 

The  North  Carolina  Medical  Society  and  the  North 


Carolina  Hospital  Association,  fully  aware  of  the  phy- 
sician and  the  community  hospital,  to  a  successful,  co- 
ordinated anatomical  gift  program  for  North  Carolina: 
1  )  Encourage  the  study  of  transplantation  and  re- 
search, the  diffusion  of  knowledge  and  an  expanded 
program  of  public  education  as  to  the  need,  and  the 
legal  and  medical  methodology  of  making  anatomical 
gifts  to  medical  science. 

2 )  Support  legislative  efforts  to  achieve  maximal 
organ  procurement  and  transportation  service  potential. 

3)  Encourage  all  its  members  to  keep  a  supply  of 
the  necessary  donation  forms  and  informative  literature 
in  their  offices  and  hospitals  so  that  the  public  will  be 
aware  of  the  need  for  organs  and  aware  of  their  physi- 
cian's and  hospital's  approval  of  such  donations. 

4 )  Urge  its  members  to  assist  the  North  Carolina 
Eye  and  Human  Tissue  Bank,  Inc.,  the  North  Carolina 
Kidney  Foundation,  the  North  Carolina  Human  Growth 
Foundation,  the  North  Carolina  Anatomical  Board  and 
other  interested  agencies  in  obtaining  their  objectives  to 
secure  more  donors,  retrieve  more  needed  human  tissues, 
organs  and  bodies  to  be  used  by  the  transplanting 
surgeons,   hospitals  and  medical  schools  of  the  State. 

5)  Encourage  its  members  to  actively  participate  in 
the  retrieval  of  donated  organs  and  tissues  and  to  pro- 
vide leadership  in  the  development  of  community  re- 
sources through  hospitals,  civic  and  professional  organi- 
zations, committees  and  etc.,  to  accomplish  this. 

RESOLUTIONS 

You  have  also  in  your  delegates  packets,  a  copy  of  the 
first  ten  resolutions  that  were  submitted.  Again,  these  are 
already  the  property  of  the  House,  having  been  de- 
termined as  proper  resolutions. 

We  have  already  designated  the  referral  and  so  we 
will  not  re-refer  these.  Dr.  Carr  has  asked  that  I  empha- 
size that  Resolution  No.  1 1,  the  one  from  Wilson  County 
that  you  just  accepted,  will  go  to  Reference  Committee  I. 

Resolution:  1 

Introduced  by:  Craven-Pamlico  County  Medical  Society 
Subject:   Phase  III  of  the  Economic  Control  Program 

Discriminatory  Restrictions  of  Physicians 
Referred  to:  Reference  Committee  No.  I 

WHEREAS,  Phase  III  of  the  Economic  Control  Pro- 
gram has  been  directed  toward  only  limited  segments 
of  the  economy,  and 

WHEREAS,  the  Health  Service  Organizations  have 
been  subjected  to  exceptional  and  prolonged  restrictions 
not  applicable  to  other  groups,  and 

WHEREAS,  the  induction  into  military  service  has 
been  discontinued  for  all  individuals  except  physicians 
and  dentists. 

BE  IT  RESOLVED,  that  the  Craven-Pamlico  Medical 
Society  go  on  record  as  considering  these  actions  as 
discriminatory  and  unjust. 

Resolution:  2 

Introduced  by:  Cleveland  County  Medical  Society 
Subject:  Phase  III  of  the  Economic  Control  Program, 

Discriminatory  Restrictions  of  Physicians 
Referred  to:  Reference  Committee  No.  I 
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RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety urge  the  American  Medical  Association  to  take 
two  immediate  actions: 

(  1  )  Challenge  in  the  courts  by  means  of  a  class  action 
the  current  discriminatory  wage-price  regulations 
which  effectively  are  depriving  American  physi- 
cians of  equal  protection  under  the  law. 

(2)  Urge  the  AMA  membership  to  undertake  a  tele- 
gram and  letter  campaign  directed  at  U.S.  Con- 
gressmen and  Senators  protesting  the  discrimi- 
nation of  the  phase  3  wage-price  regulations, 
pointing  out  that  physicians'  fees  are  and  have 
been  a  very  minor  part  of  the  health-care  cost 
inflation. 

Resolution:  3 

Introduced  by:  Pitt  County  Medical  Society 

Subject:    Salary   for  President   of   the   North   Carolina 

Medical  Society 
Referred  to:  Reference  Committee  No.  II 

WHEREAS,  the  President  of  the  North  Carolina 
Medical  Society  usually  spends  at  least  one  half  of  his 
reasonable  working  hours  carrying  out  the  responsi- 
bilities of  his  office, 

WHEREAS,  the  President  does  suffer  considerable 
loss  os  income  while  in  office. 

WHEREAS,  most  of  the  President's  professional  ex- 
penses can  be  expected  to  continue  while  he  is  in  of- 
fice, 

BE  IT  RESOLVED,  that  the  President  of  the  North 
Carolina  Medical  Society  will  be  paid  a  salary  of  $25.- 
000  per  year. 

BE  IT  RESOLVED,  that  the  President  will  con- 
tinue to  be  paid  all  reasonable  expenses  incurred  in  per- 
forming his  North  Carolina  Medical  Society  duties. 

Resolution:  4 

Introduced  by:  Pitt  County  Medical  Society 

Subject:   AMA  Policy  Requiring  Dues  in  Arrears  for 

Reinstatement 
Referred  to:  Reference  Committee  No.  I 

WHEREAS,  a  policy  of  the  American  Medical  As- 
sociation requires  members  of  a  State  Association  on  or 
after  July  1,  1950.  who  withdraw  from  the  national 
organization  to  pay  a  year's  dues  in  arrear  if  they  re- 
join, unless  individually  excepted. 

WHEREAS,  the  above  policy  is  not  likely  to  encour- 
age previous  members  to  rejoin  the  AMA, 

WHEREAS,  spokesmen  for  the  AMA  have  repeatedly 
expressed  the  opinion  that  unity  of  the  medical  pro- 
fession is  of  the  utmost  importance. 

BE  IT  RESOLVED,  that  the  above  policy  should  be 
discontinued. 


BE  IT  RESOLVED,  that  a  copy  of  the  above  por- 
tion of  this  Resolution  be  sent  to  the  North  Carolina 
Medical  Society  and  to  the  American  Medical  Associa- 
tion for  consideration  by  their  respective  House  of  Dele- 
gates. In  the  AMA  copy,  the  word  "should"  in  the  first 
Resolution  paragraph  will  be  replaced  with  the  word 
will."  Appropriate  cover  letters  describing  the  action 


taken  by  the  Pitt  County  Medical  Society  and  urging 
passage  will  be  sent. 

Resolution:  5 

Introduced  by:    Edgecombe-Nash  County  Medical  So- 
ciety 
Subject:    Professional  Standards  Review  Organizations 
Referred  to:  Reference  Committee  II 

WHEREAS,  Congress  passed  Public  Law  92-603  in 
October  of  1972.  section  294F  of  which  calls  for  the 
establishment  of  a  network  of  Professional  Standards 
Review  Organizations,  and 

WHEREAS,  the  Executive  Council  of  the  North 
Carolina  Medical  Society  has  approved  Articles  of  In- 
corporation for  a  Statewide  Foundation  for  Peer  Re- 
view, and 

WHEREAS,  we  believe  private  physicians  and  sur- 
geons should  re-declare  their  continued  dedication  to: 

1 .  The  high  ethics  of  our  profession,  and 

2.  The  free  and  complete  exercise  of  our  independent 
medical  judgement  solely  in  the  service  of  our 
individual  patients. 

THEREFORE  BE  IT  RESOLVED,  that: 

1.  We  will  not  collaborate  with  any  scheme  that  im- 
pairs in  any  manner  the  conscientious,  confidential. 
loyal,  and  mutual  responsibility  between  patients 
and  their  personal  physicians,  and 

2.  Accordingly,  we  will  not  collaborate  with  Profes- 
sional Standards  Review  Organizations,  since  this 
scheme  inherently  conflicts  with  the  best  interests 
of  patients,  and 

3.  That  all  component  societies  of  the  North  Caro- 
lina Medical  Society  join  in  our  refusal  to  col- 
laborate with  political  medicine,  and 

4.  That  the  North  Carolina  Medical  Society  by  ac- 
tion of  the  House  of  Delegates  withdraw  its  sup- 
port and  dissolve  the  North  Carolina  Medical  Peer 
Review  Foundation,  Inc. 

Resolution:  6 

Introduced  by:  Guilford  County  Medical  Society 
Subject:  Continuing  Education  for  Physicians 
Referred  to:  Reference  Committee  No.  I 

WHEREAS,  the  Guilford  County  Medical  Society  is 
strongly  in  favor  of  continuing  education  for  physicians. 

Now  therefore  be  it  resolved  that  the  Guilford  County 
Medical  Society  propose  the  following  for  consideration 
to  the  House  of  Delegates  of  the  North  Carolina  Medi- 
cal Society  at  the  annual  meeting  in  May  1973 : 

a.  Continued  education,  as  approved  by  the  Execu- 
tive Committee  of  the  North  Carolina  Medical 
Society,  and  proof  thereof  being  made  a  require- 
ment for  membership  in  the  North  Carolina  Medi- 
cal Society. 

b.  The  Bylaws  of  the  North  Carolina  Medical  So- 
ciety be  changed  accordingly  by  the  House  of  Dele- 
gates of  the  Society. 

Resolution:  7 

Introduced  by:  Guilford  County  Medical  Society 
Subject:    Establishment  of  Professional  Standard's  Re- 
view Organization  (PSRO)  in  Guilford  County 
Referred  to:  Reference  Committee  No.  II 
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WHEREAS,  the  Guilford  County  Medical  Society  is 
interested  in  quality  medical  care,  and 

WHEREAS,  we  believe  that  quality  medical  care  is 
best  supervised  on  the  local  county  level. 

Now  therefore  be  it  resolved  that  the  Guilford  County 
Medical  Society  propose  the  following  for  consideration 
of  the  House  of  Delegates  of  the  North  Carolina  Medi- 
cal Society  at  the  annual  meeting  in  May  1973: 

a.  That  the  Guilford  County  Medical  Society  estab- 
lish a  separate  non-profit  foundation  to  admin- 
ister Professional  Standard's  Review  within  Guil- 
ford County. 

b.  That  this  foundation  be  included  in  the  plans  of 
the  North  Carolina  Medical  Society  for  statewide 
Professional  Standard's  Review  Organization 
(PSRO). 

Resolution:  8 

Introduced  by:  Buncombe  County  Medical  Society 
Subject:    Developing   and    Implementing   a   Continuing 

Medical  Education  Program 
Referred  to:  Reference  Committee  No.  I 

WHEREAS,  at  least  six  state  medical  associations 
have  made  a  policy  decision  which  will  have  the  effect 
of  requiring  continuing  medical  education  as  an  addi- 
tion for  membership;  and 

WHEREAS,  numerous  medical  specialty  societies 
have  developed  continuing  medical  education  require- 
ments for  continued  membership;  and 

WEHREAS,  over  30  state  medical  societies  in  the 
past  year  have  indicated  their  interest  in  implementing 
the  development  of  formalized  Continued  Medical  edu- 
cation programs  with  minimal  voluntary  participation 
requirements  as  prerequisites  for  continued  membership 
in  the  society;  and 

WHEREAS,  the  ultimate  aim  of  continuing  medical 
education  programs  for  physicians  is  improvement  of  the 
health  and  well  being  of  the  individual  patient  and  of 
the  public  by  correction  of  outdated  medical  knowledge, 
introduction  of  new  medical  knowledge  as  rapidly  as  it 
becomes  clinically  applicable,  improved  utilization  of 
specific  skills  and  techniques  by  individual  physicians, 
and  by  overall  improvement  in  the  performance  of  in- 
dividual physicians  as  a  result  of  this  participation  by 
physician-learners;  and 

WHEREAS,  the  effectiveness  and  enthusiastic  re- 
sponse to  these  formalized  programs  has  been  well  docu- 
mented in  those  states  in  which  it  has  been  enacted; 


THEREFORE,  let  it  be  resolved  that  the  Buncombe 
County  Medical  Society  proposes  that  the  North  Caro- 
lina Medical  Society  formally  appoint  a  committee  to 
determine  the  feasibility  and  desirability  of  developing 
and  implementing  a  formal  continuing  medical  educa- 
tion program  similar  to  the  successful  program  of  the 
Oregon  State  Medical  Society. 

Resolution:  9 

Introduced  by:  Buncombe  County  Medical  Society 
Subject:   Prevention  of  Injuries  in  Interscholastic  Ath- 
letics 
Referred  to:  Reference  Committee  No.  I 


WHEREAS,  the  proper  conditions  of  the  athlete  in 
football  is  necessary,  not  only  for  top  performance  but 
also  for  the  prevention  of  injuries;  and 

WHEREAS,  almost  50%  of  all  football  injuries  occur 
during  the  first  three  weeks  of  practice;  and 

WHEREAS,  the  State  Department  of  Public  Instruc- 
tion has  appointed  a  committee  to  study  football  in- 
juries and  search  for  ways  to  minimize  them, 

THEREFORE,  be  it  resolved  by  the  North  Carolina 
State  Medical  Society  Meeting  in  their  session  at  Pine 
hurst  in  May  of  1973  that; 

We  recommend  to  the  Department  of  Public  Instruc 
tion  of  the  State  of  North  Carolina  that  they  permit  the 
following  additional  conditioning  sessions  on  a  volun 
tary  basis. 

1.  Three  days  a  week. 

2.  Two  hour  sessions  per  day. 

3.  No  equipment  other  than  footballs  and  basketballs. 

4.  No  contact. 
So  as  to  improve  pre-season  conditioning  thereby  to 

decrease  the  number  of  athletic  injuries. 

Resolution:  10 

Introduced  by:  Wake  County  Medical  Society 

Subject:   Opposition  to   Review  of  Patients  or  Patient 

Records  by  Non-peers 
Referred  to:  Reference  Committee  No.  I 

WHEREAS,  on  April  18,  1973,  a  delegation  from  the 
Central  Carolina  Comprehensive  Health  Planning  Coun 
cil  conducted  a  survey  at  Rex  Hospital.  Raleigh,  N.  C, 
in  depth  of  patients  currently  in  the  hospital  in  regard 
to  diagnosis,  present  health  status,  and  proper  utiliza- 
tion of  bed  space  without  prior  knowledge  or  approval, 
or  acceptance  by  the  hospital  staff  or  the  Wake  County 
Medical  Society;  and 

WHEREAS,  this  survey  constituted  study  of  patient 
records;  and 

WHEREAS,  nurses  were  requested  to  make  judg- 
ments of  the  appropriate  disposition  of  these  patients; 
and 

WHEREAS,  this  survey  did  not  consist  of  peer  re- 
view but  of  review  by  non-professionals,  i.e.  non-medi- 
cal doctors; 

Be  it  thereby  resolved  that  the  North  Carolina  Medi- 
cal Society  go  on  record  as  opposing  any  review  of 
patients  or  patient  records  by  non-peers  and  that  the 
North  Carolina  Hospital  Association,  the  office  of  Com- 
prehensive Health  Planning,  the  Department  of  Ad- 
ministration, and  the  Department  of  Human  Resources 
be  apprised  of  this  position. 

Resolution:  11 

Introduced  by:  Wilson  County  Medical  Society 
Subject:  Regulation  in  the  Practice  of  Medicine 
Referred  to:  Reference  Committee  I 

WHEREAS,  medicine  is  probably  the  most  closely 
regulated  of  all  professions,  and 

WHEREAS,  the  vast  majority  of  regulations  in  the 
field  of  medicine  are  self-imposed,  and 

WHEREAS,  the  act  of  regulating  involves  the  im- 
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position  of  value  judgments  of  others  on  the  judgments 
of  the  individual  physician,  and 

WHEREAS,  oftentimes,  these  regulating  and  accredit- 
ing agencies  are  composed  of  non-peers  of  the  physi- 
cians being  regulated, 

BE  IT  RESOLVED,  that  the  composition  of  the  mem- 
bership of  all  these  regulating  and  accrediting  agencies 
(licensure,  specialty  boards,  auditing  agencies,  com- 
mittees, commissions,  governmental  and  non-govern- 
mental )  should  be  truly  representative  of,  and  peers  of 
those  whom  they  regulate;  and 

BE  IT  RESOLVED,  that  County  Medical  Societies, 
State  Medical  Societies,  and  the  AMA  utilize  all  their 
collective  influence  and  persuasive  powers  to  implement 
this  policy. 

SPEAKER  DAVIS: 

There  will,  of  course,  be  no  discussion  of  these  mat- 
ters at  this  time.  They  are  properly  referred. 

I  would  like  to  remind  you  that  you  have  a  pink 
sheet  also  on  the  personnel  and  meeting  place  of  both 
of  the  Reference  Committees  and  to  point  out  to  you 
any  member  of  the  Society,  delegate  or  not,  has  a  right 
to  attend  and  participate. 

These  are  public  sessions  open  to  anyone,  member 
of  the  Society  or  not,  physician  or  not,  who  has  input 
into  the  matter  under  discussion;  you  might  participate 
at  the  discretion  of  the  chairman,  but  these  are  open 
sessions.  What  we  seek  is  the  greatest  possible  input. 

[Whereupon    Dr.    Carr    then    assumed    the    Chair.] 

CONSTITUTION  AND  BYLAWS 

VICE  SPEAKER  CARR:  We  now  return,  because  we 
purposely  changed  this  around  a  little  bit,  to  the  report 
of  the  Committee  on  Constitution  and  bylaws  if  my 
friend  and  near  relative.  Dr.  Carr,  will  come  up  here, 
we'll  get  the  report  of  the  Committee  on  Constitution 
and  bylaws  which  requires  some  action,  in  two  areas. 

DR.  HENRY  J.  CARR,  JR.  [Chairman,  Committee 
on   Constitution   and   bylaws  of   the   Medical   Society] 

Today,  we  have  three  proposed  constitutional  amend- 
ments and  one  bylaw  amendment  to  come  before  the 
House  of  Delegates  for  final  action. 

This  is  Report  "B"  in  your  packet. 

The  constitutional  changes  pertain  to  one,  life  mem- 
bers, two,  general  sessions  and,  three,  delegates  from 
specialty  sections. 

The  bylaws  change  pertains  to  the  mechanism  by 
which  delegates  are  elected  by  the  specialty  sections. 

The  proposed  constitutional  changes  were  accepted  by 
the  House  of  Delegates  in  1972  and  are  now  submitted 
to  the  1973  House  of  Delegates  for  final  action  today. 

The  proposed  bylaw  change  was  sent  to  all  county 
medical  society  presidents  and  delegates  more  than  one 
week  in  advance  of  this  meeting  and  it  is  also  sub- 
mitted to  the  1973  House  of  Delegates  for  final  action 
today. 

These  proposed  changes  are  as  follows: 

I.  Life  Members: 

The  first  sentence  of  Article  IV.  Section  3.  page  2 
in  your  Constitution  and  Bylaws  now  reads: 

Life  Members  shall  consist  of  those  physicians  who 

have  been  members  of  The  Society  consecutively  for 

20  years  and  have  attained  the  age  of  70  years. 

The  proposal  is  to  amend  this  first  sentence  to  read: 


Life  Members  shall  consist  of  those  members  of 
The  Society  who  shall  have  retired  from  the  active 
practice  of  medicine  on  or  after  the  age  of  65  and 
who  shall  have  been  dues  paying  members  for  30 
years,  or  who  upon  reaching  the  age  of  70  shall  have 
been  dues  paying  members  for  20  years. 
The  second  item  regarding  General  Sessions: 
Article  VII,  Section  1,  page  6  of  your  Constitution 
and  Bylaws  now  reads: 

The  Society  shall  hold  annual  meetings,  during 
which  there  shall  be  held  daily  not  fewer  than  one 
general  session,  open  to  all  registered  members  and  to 
other  members  as  provided  under  Article  IV  above. 
The  proposed  change  would  not  require  a  daily  gen- 
eral session,  but  only  that  at  least  two  general  sessions 
be  held  during  the  annual  meeting. 

The  proposal  is  to  amend  this  section  to  read: 

The  Society  shall  meet  annually  at  which  time  there 
shall   be   held   at  least   two   general   sessions,   which 
shall  be  open  to  all  registered  members  and  to  other 
members  as  provided  under  Article  IV  above. 
The  third  item: 

Delegates  from  each  Specialty  Section : 
The   ad  hoc  Committee   on  Specialty  Sections  pro- 
posed that  the  House  of  Delegates  allow  one  delegate 
from  each   specialty   section   to   be   a   member   of   the 
House  of  Delegates  each  year. 

This  can  be  accomplished  by  adding  to  Article  V, 
House  of  Delegates,  page  6,  the  phrase  ".  .  .  and  dele- 
gates elected  by  the  specialty  sections  as  provided  for  in 
Chapter  XI,  Section  1,  of  the  Bylaws." 

Article  V  of  the  Constitution  regarding  House  of 
Delegates  would  then  read  as  follows: 

The  House  of  Delegates  shall  be  the  legislative 
and  business  body  of  The  Society,  and  shall  consist 
of  delegates  elected  by  the  component  county  societies 
and  delegates  elected  by  the  student  members,  ex 
officio  the  Past  Presidents  and  Past  Secretaries  and 
the  officers  of  The  Society  as  defined  in  this  Con- 
stitution and  delegates  elected  by  the  Specialty  Sec- 
tions as  provided  for  in  Chapter  XI,  Section  1.  of 
the  Bylaws. 

The  Committee  on  Constitution  and  Bylaws  recom- 
mends   adoption    of    these   constitutional    amendments. 
VICE  SPEAKER  CARR:   Inasmuch  as  Dr.  Carr  is 
not  a  member  of  the  House  of  Delegates,  he  cannot 
propose  a  motion.  Do  I  hear  a  motion  to  any  one  or 
all  three  of  these  be  approved? 
DR.  BIGHAM:  I  so  move. 
VICE  SPEAKER  CARR:  Is  there  a  second? 
[The  motion  was  duly  seconded  from  the  floor.] 
Approval  or  adoption  of  changes  in  the  Constitution 
require   a  two-thirds  vote  of  those  registered  and   the 
last  count  I  had  from  Mr.  Hilliard,  there  were  163  and 
two-thirds  I  believe  would  constitute  about  108. 

We  will  vote  on  them  separately  and  we  will  simply 
designate  them  as  proposed  change  number  one,  num- 
ber two  and  number  three,  if  that's  agreeable  to  you 
without  rereading  them. 

All  those  in  favor  of  the  adoption  of  the  proposed 
change  in  the  Constitution  number  one  please  stand. 
[Whereupon     those     in     favor     stood     up     to     be 
counted.] 

That  appears  to  the  Chair  to  carry. 
I  hate  to  ask  you  to  keep  jumping  up  and  down, 
but  maybe  you  need  the  exercise! 
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Constitutional  change  number  two  is  in  order  to  be 
voted  on. 

All  those  in  favor  of  constitutional  change  number 
two  please  stand. 

[Whereupon  those  in  favor  stood  up  to  be 
counted.] 

The  same   applies.    It   appears   to   be   unanimous. 

Constitutional  change  number  three,  all  those  in  favor 
please  stand. 

[Whereupon  those  in  favor  stood  up  to  be 
counted.] 

All  three  have  been  approved  and  are  now  part  of 
your  Constitution. 

DR.  HENRY  CARR:  The  following  is  a  bylaw 
change  that  is  proposed  since  the  constitutional  amend- 
ment regarding  delegates  from  the  specialty  sections 
have  been  approved. 

The  proposed  change  is  as  follows: 

Amend  the  third  sentence  of  Chapter  XI,  Section  1. 
page  55,  by  inserting  a  comma  in  lieu  of  the  word 
"and"  after  '"Chairman-elect,"  inserting  after  the  word 
"Secretary"  a  comma  and  the  words,  "and  a  delegate  and 
an  alternate  delegate." 

The  sentence  would  then  read: 

During  the  meeting  of  each  section,  a  chairman, 

chairman-elect,   a  secretary,  and   a   delegate  and   an 

alternate  delegate  shall  be  elected  for  the  following 

year,  either  in  open  session  or  through  a  committee 

appointed  for  the  purpose  by  the  chairman  of  the 

section. 

The  Committee  on  Constitution  and  Bylaws  recom- 
mends adoption  of  this  change  in  the  bylaws. 

VICE  SPEAKER  CARR:  Do  I  hear  a  motion  to 
that  effect? 

LWhereupon  the  motion  was  severally  made.] 

It  has  been  moved.  Is  it  seconded? 

[The  motion  was  severally  seconded  from  the 
floor.! 

It  has  been  seconded  by  several  people. 

Is  there  any  discussion?  This  is  a  bylaw  change 
and  requires  only  a  simple  majority  so  I'll  call  for  a 
voice  vote. 

All  those  in  favor  of  this  change  please  say  "aye"; 
opposed  "no." 

The   "ayes"   have   it   and   the   change   is  adopted. 

Dr.  Carr  now  has  two  proposed  changes  in  the  Con- 
stitution and  Bylaws  which  may  I  remind  you  can  only 
be  read  this  afternoon.  It  will  be  referred  to  a  Ref- 
erence Committee  to  be  debated.  If  you  wish  to  discuss 
it  you  may  appear  at  the  Reference  Committee  who 
will  bring  its  report  back  to  us  on  these  as  to  whether 
the   House   should   accept   them    or   not.   on   Tuesday. 

DR.  HENRY  CARR:  Upon  request  of  student  mem- 
bers from  Bowman-Gray  School  of  Medicine,  University 
of  North  Carolina  School  of  Medicine.  Duke  Univer- 
sity School  of  Medicine,  upon  request  of  the  Committee 
Advisory  to  Student  AMA  Chapters,  and  upon  request 
and  approval  of  the  Executive  Council,  the  Committee 
on  Constitution  and  Bylaws  submits  the  following  pro- 
posed constitutional  amendment  to  be  considered  by  the 
1973  House  of  Delegates  for  acceptance  by  this  House 
of  Delegates  and  for  final  action  by  the  1974  House  of 
Delegates. 

Article  IV.  Section  7.  page  4  of  the  Constitution  re- 
garding student  members,  the  first  sentence  now  reads: 
Any  student  who  is  regularly  enrolled  as  a  candi- 


date for  the  degree  of  doctor  of  medicine  in  a  school 
in  the  State  of  North  Carolina,  and  who  is  an  active 
member  of  his  local  Student  American  Medical  As- 
sociation Chapter  shall  be  eligible  for  student  mem- 
bership. 

The  proposed  change  would  delete  the  phrase, 
".  .  .  and  who  is  an  active  member  of  his  local  Student 
American  Medical  Association  Chapter." 

The  new  first  sentence  would  then  read  as  follows: 

Any  student  who  is  regularly  enrolled  as  a  candidate 

for  the  degree  of  doctor  of  medicine  in  a  school  in  the 

State  of  North  Carolina,  shall  be  eligible  for  student 

membership. 

The  remainder  of  Section  7  of  Article  IV  of  the 
Constitution  on  page  4  would  remain  unaltered. 

The  Committee  on  Constitution  and  Bylaws  recom- 
mends this  amendment. 

The  following  bylaws  proposed  amendment  is  sub- 
mitted by  the  Committee  on  Constitution  and  bylaws 
to  the  House  of  Delegates  for  first  reading  today  and 
final  action  the  second  session  of  the  House  of  Dele- 
gates on  Tuesday,  May  22nd,  1973. 

This  amendment  was  requested  and  approved  by  the 
Executive  Council  and  is  recommended  by  the  Com- 
mittee on  Constitution  and  Bylaws. 

It  is  proposed  to  delete  the  Committee  on  Negotia- 
tions as  a  standing  committee  in  the  bylaws  of  the 
North  Carolina  Medical  Society. 

Mr.  Speaker,  this  concludes  my  report. 
VICE  SPEAKER  CARR:  You  have  heard  the  report 
of  the  Committee  on  Constitution  and  Bylaws  and  we 
will  refer  these  three  proposed  changes,  one  to  the  Con- 
stitution, and  two  of  the  bylaws,  to  Reference  Com- 
mittee II.  Dr.  Caldwell's  committee. 

[Whereupon  Speaker  Davis  then  resumed  the  Chairi.] 

NOMINATING  COMMITTEE 

SPEAKER  DAVIS:  We're  now  ready  to  have  a  very 
brief  recess  for  the  purpose  of  district  caucusing  to  or- 
ganize and  bring  forth  a  nomination  for  your  district 
to  the  Nominating  Committee. 

Again,  these  are  only  nominations.  The  House  will 
have  to  act  on  them  as  soon  as  we  reconvene. 

May  I  bring  to  your  attention  recent  changes  in  the 
bylaws  which  say  that  beginning  with  the  1974  annual 
meeting,  election  to  the  Nominating  Committee  will 
be  for  a  term  of  three  years. 

Currently,  there  is  a  limit  of  two  years.  It  goes  on  to 
say  at  the  1973  annual  meeting,  one  member  from  each 
of  the  First,  Fourth  and  Eighth  Districts  will  be  elected 
for  a  full  term  of  three  years,  one  member  from  each 
of  the  Second.  Sixth  and  Tenth  Districts  will  be  elected 
for  a  partial  term  of  two  years,  one  member  from  each 
of  the  Third,  Fifth.  Seventh  and  Ninth  Districts  will  be 
elected  for  the  partial  term  of  one  year. 

This  is  a  little  bit  ambiguous  as  to  whether  or  not 
current  members  of  the  Nominating  Committee  are 
eligible  to  run  for  re-election. 

The  Executive  Council  was  asked  to  interpret  the 
bylaws  and  on  May  6th  at  their  most  recent  meeting, 
they  declared  that  in  their  judgment  present  tenure  on 
the  Nominating  Committee  does  not  disqualify  a  man 
from  being  elected  today  for  a  full  term  of  three  years, 
or  partial  two  years  or  partial  one  year,  but  you  can't 
elect  an  officer  of  the  Society. 

[Whereupon  there  followed  a  fifteen  minute  recess 
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for  district  caucuses  and  selection  of  a  Nominating 
Committee.] 

SPEAKER  DAVIS:  Will  the  House  of  Delegates 
please  come  to  order. 

We  now  have  nominees  for  election  to  the  Nominat- 
ing Committee: 

From   the   First    District.    Dr.    John   A.    Payne,   III, 

Second  District,  Dr.  J.  Elliott  Dixon, 

Third  District,  Dr.  David  B.  Sloan,  Jr.. 

Fourth  District,  Dr.  Lawrence  M.  Cutchin, 

Fifth  District.  Dr.  Joseph  W.  Baggett, 

Sixth  District,  Dr.  Oscar  L.  Sapp,  III, 

Seventh  District,  Dr.  James  D.  Greenwood,  Jr., 

Eighth  District.  Dr.  Roy  S.  Clemmons, 

Ninth  District,  Dr.  Thomas  E.  Fitz. 

Tenth  District.  Dr.  B.  Ray  Olinger. 

May  I  have  a  motion  that  these  men  be  elected  to  the 
Nominating  Committee? 

[Whereupon  the  motion  was  made  and  seconded 
from  the  floor.] 

Those  favoring  please  say  "aye";  opposed  "no." 

Your  Nominating  Committee  has  been  elected. 

NEW  BUSINESS 

SPEAKER  DAVIS:  The  House  is  now  open  for  New 
Business.  Is  there  any  such  New  Business? 

DR.  JULIAN  KEITH  [Forsyth  County]:  Mr. 
Speaker!  I'm  Julian  Keith,  delegate  from  Forsyth  Coun- 
ty! I  wish  to  present  a  resolution  that  our  county 
medical  society  recently  adopted  and  we  ask  that  it  be 
presented  to  this  body  to  be  referred  to  the  appropriate 
committee  for  their  deliberation.  It  concerns  the  de- 
livery of  primary  medical  care  in  the  State  of  North 
Carolina. 

SPEAKER  DAVIS:  As  you  know,  late  resolutions 
must  be  accepted  by  two-thirds  vote  of  the  House  in 
order  to  be  considered. 

Is  there  a  motion  that  this  request  be  granted? 

[Whereupon  the  motion  was  made  and  seconded 
from  the  floor.] 

Those    favoring    please    say    "aye";    opposed    "no." 

It  is  accepted.  Dr.  Keith,  please  read  the  resolves  of 
your  resolution. 

Resolution:  12 

Introduced  by:  Forsyth  County  Medical  Society 
Subject:  Suggested  Resolution  Regarding  the  Delivery  of 

Primary    Medical    Care    for    Winston-Salem.    North 

Carolina 
Referred  to:  Reference  Committee  I 

WHEREAS.  The  North  Carolina  Medical  Society, 
individually  and  collectively,  is  vitally  concerned  with 
every  aspect  of  the  medical  care  of  the  people  of  North 
Carolina,  and 

WHEREAS.  The  Medical  Society  of  the  State  of 
North  Carolina  recognizes  that  there  are  certain  de- 
ficiencies in  the  delivery  of  primary  medical  care  to 
the  people  of  North  Carolina,  particularly  in  the  rural 
or  less  urbanized  areas  of  the  State  of  North  Carolina: 
and 

WHEREAS,  the  members  of  the  North  Carolina 
State  Medical  Society  feel  that  it  is  necessary  to  take 
positive  action  to  alleviate  this  problem:  therefore, 

BE  IT  RESOLVED: 


1.  That  the  North  Carolina  Medical  Society  make  it 
known  that  it  considers  the  solution  of  problems 
concerned  with  the  delivery  of  primary  care  the 
most  urgent  among  the  medical  needs  of  the  State, 
and 

2.  That  it  authorizes  the  establishment  by  the  presi- 
dent of  a  special  committee  to  study  this  matter 
and  to  recommend  methods  and  mechanisms  for 
providing  access  of  all  citizens  of  this  State  to 
primary  care  of  a  desirable  quality.  Such  a  study 
should  include  an  analysis  of:  (A)  the  organiza- 
tion, administration,  manpower  requirement  and 
acceptability  of  the  various  modalities  by  which 
primary  care  is  delivered;  (B)  desirable  linkages 
with  secondary  and  tertiary  care  facilities  and 
emergency  facilities;  and  (C)  suggestions  for  ad- 
ditional research  or  demonstrations  that  should  be 
conducted  to  further  clarify  problems  and  solu- 
tions. 

The  Committee  report  shall  be  presented  to  the 
Council  and  published  in  the  North  Carolina  Medical 
Journal  for  information  for  members  of  the  Society 
as  early  as  possible. 

BE  IT  FURTHER  RESOLVED;  That  a  copy  of  this 
report  shall  also  be  forwarded  to  the  Board  of  Gov- 
ernors of  the  University  of  North  Carolina  and  the 
appropriate  Committees  concerned  with  the  delivery  of 
medical  care  that  constitute  a  part  of  the  General  As- 
sembly of  the  State  of  North  Carolina. 

SPEAKER  DAVIS:  This  is  received,  it  becomes 
Resolution  12.  and  it  will  be  referred  to  Reference 
Committee  I,  Dr.  Cosgrove,  Chairman. 

Is  there  other  New  Business  to  come  before  the 
House?  If  not,  I  have  three  brief  announcements. 

First,  that  Resolution  No.  1 1  on  the  yellow  sheet  of 
paper,  the  Wilson  County  resolution,  is  at  your  seat 
and  I  commend  Mr.  Hilliard  and  the  staff  for  a  very 
expeditious  piece  of  work  in  getting  this  out  to  you. 

Resolution  No.  12  will  be  printed  and  available  at 
the  registration  desk  this  evening  for  all  desiring  a  copy. 

I  would  ask  the  newly  elected  members  of  the  Nomi- 
nating Committee  to  meet  with  the  Constitutional  Sec- 
retary on  the  podium  immediately  following  adjourn- 
ment. 

Is  Dr.  Gamble  still  in  the  House? 

Dr.  Gamble,  on  behalf  of  this  House  of  Delegates 
and  the  North  Carolina  Medical  Society  I  would  like  to 
ask  you  to  stand  up  and  let  us  applaud  you  for  your  ef- 
forts on  behalf  of  medicine  in  the  General  Assembly. 

We  appreciate  your  work! 

[Whereupon  the  entire  assemblage  then  accorded 
Dr.  Gamble  a  standing  ovation.] 

If  there  is  no  other  business  I  will  entertain  a  motion 
to  adjourn  until  Tuesday  afternoon  at  two  o'clock,  re- 
minding you  again  of  the  Reference  Committee  meet- 
ings tomorrow  afternoon  at  two  o'clock. 

[Whereupon  the  motion  was  duly  made  and  sec- 
onded from  the  floor.] 

The  motion  is  made. 

Those  in   favor  please  say   "aye";  opposed   "no." 

The  motion  is  carried. 

We  stand  adjourned  until  Tuesday  afternoon. 

Thank  you.  gentlemen. 

[The  meeting  adjourned  at  five-twelve  o'clock.] 
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Abridge  Minutes  of  the  Meetings  of  the  House  of  Delegates 


TUESDAY  AFTERNOON  SESSION 

May  22,  1973 


The  Second  Session  of  the  House  of  Delegates  of  the 
North  Carolina  Medical  Society  convened  at  two-twenty 
o'clock.  Dr.  James  E.  Davis,  Speaker  of  the  House  of 
Delegates,  presiding. 

SPEAKER  DAVIS:  Will  the  adjourned  meeting  of 
the  House  of  Delegates  please  be  in  order? 

I'll  ask  to  serve  today  as  Tellers,  Dr.  Roy  Bigham, 
again  as  Chief  Teller;  Dr.  George  Watson;  Dr.  Charles 
Nicholson;  Dr.  Charles  Herring,  and  Dr.  Walter  Bur- 
well. 

If  I  may,  just  a  word  of  explanation  of  procedural 
matters. 

The  resolutions  that  you  will  be  considering  this 
afternoon  will  be  those  that  have  been  submitted  to 
the  House  and  accepted  by  the  House  and  that  will  be 
the  main  motion. 

The  recommendation  that  the  Reference  Committee 
brings  to  you  is  one  source  of  information  for  you  to 
use  in  making  your  decision  as  to  support  the  resolu- 
tion or  not. 

So,  if  a  resolution  is  before  you  and  the  Reference 
Committee  recommends  rejection  of  the  motion,  the 
basic  resolution  is  the  matter  before  you.  If  you  are  in 
favor  of  it,  you  vote  yes;  if  you  are  opposed  to  it,  you 
vote  no. 

The  Reference  Committee  recommendation  is  a  sug- 
gestion to  you. 

These,  of  course,  do  not  require  a  second.  The  Ref- 
erence Committee  has  multiple  delegates  on  it  and  they 
bring  in  the  recommendation  with  a  second. 

There  is  some  confusion  in  the  minds  of  all  of  us 
about  the  terms  to  approve,  to  accept  and  to  adopt. 
With  your  permission,  I  would  like  to  read  to  you 
briefly  from  the  procedure  of  the  House  of  Delegates 
of  the  American  Medical  Association,  which  is  also 
based  on  Sturgis's  Parliamentary  Procedure  as  is  this 
House : 

When  the  House  wishes  to  acknowledge  that  a 
report  has  been  received  and  considered  and  that 
no  action  upon  it  is  either  necessary  or  desirable, 
the  appropriate  proposal  for  action  is  that  the  report 
be  filed. 

This  does  not  have  the  effect  of  placing  the  Society 
on  record  as  approving,  or  accepting  responsibility 
for  any  of  the  material  in  the  report. 

When  a  report  offers  recommendations  for  action 
these  recommendations  may  be  adopted,  approved  or 
accepted,  each  of  which  has  the  effect  of  making 
the  Society  responsible  for  the  matter. 

In  the  interest  of  clarity,  the  use  of  the  terms, 
accept  for  information,  or  to  approve  in  principle, 
should  be  avoided. 

When  the  House  does  not  wish  to  assume  respon- 
sibility for  the  recommendations  of  a  report  in  its 
existing  form,  it  may  take  action  to  refer  back  to 
committee,  to  refer  elsewhere,  to  reject  the  report 
in  its  entirety  or  in  specific  part,  or  to  adopt  as 
amended. 

As  you  understand,   a   resolution   is   accepted   when 


it's  received  so  to  vote  again  to  receive  it  for  informa- 
tion is  incongruous. 

I  strongly  recommend  that  we  follow  the  same  pro- 
cedure in  this  House. 

I  would  like  at  this  time  to  commend  our  Reference 
Committees  for  what  I  think  was  unusually  fine  action 
yesterday.  I  had  the  opportunity  to  visit  both  com- 
mittees and  I  think  all  of  us  should  be  proud  of  the 
dignified,  the  open  and  fair  manner  in  which  their 
transactions  were  conducted. 

Both  were  well  attended  and  discussions  were  well 
participated  in.  I  don't  think  there  was  any  issue  or  any 
opinion  or  any  voice  that  desired  to  be  heard  that  was 
not  done  so. 

It's  particularly  pleasing  to  see  the  large  number  of 
students  present  and  to  see  that  the  students  were 
also  participating. 

You  understand  the  resolution  is  the  main  motion. 
The  recommendation  is  only  that. 

Dr.  Wilkerson,  may  we  have  a  report  from  the 
Credentials  Committee? 

DR.  WILKERSON:  Mr.  Speaker,  we  have  160  at 
the  present  time  and  we're  checking  that  count. 

SPEAKER  DAVIS:  The  bylaws  require  only  that  we 
have  a  majority  of  those  registered,  but  we  would 
like  to  have  an  accurate  number  in  case  a  two-thirds 
vote  is  required  during  any  time  of  our  procedure. 

At  this  time,  we  will  begin  consideration  of  report  of 
Reference  Committee  I  and  I'll  recognize  Dr.  Kenneth 
Cosgrove  and  ask  the  other  members  of  his  committee 
to  please  come  forward. 

REFERENCE  COMMITTEE  I 

DR.  COSGROVE  [Chairman,  Reference  Commit- 
tee 1 1 : 

May  I  first  introduce  my  very  capable  committee 
members:  Dr.  Larry  Cutchin  of  Tarboro  and  Dr.  Al- 
bert Stewart  from  Fayetteville. 

Reference  Committee  I  deliberated  into  the  wee  small 
hours  and  now  presents  this  report  with  reserved  op- 
timism. [Laughter] 

REPORT  C 

The  first  item  on  this  report  is  Report  "C"  which 
involves  the  statement  of  preventive  use  of  Isoniazid 
as  a  public  health  measure. 

This  committee  endorses  the  general  concept  of  this 
report  but  recommends  that  it  be  referred  back  to 
committee  for  re-evaluation  of  indicated  uses  of  Isonia- 
zid. 

This  action  is  prompted  by  authoritative  advice  of- 
fered by  doctors  present  at  the  Reference  Committee 
meeting. 

SPEAKER  DAVIS:  Dr.  Cosgrove.  this  originated 
from  the  Committee  on  Chronic  Illness.  Tuberculosis 
and  Heart  Disease.  I  presume  that's  the  committee  to 
whom  vou're  recommending  referral. 

DR.COSGROVE:  That's  right. 

SPEAKER  DAVIS:  Report  "C"  is  before  you  for 
consideration  for  adoption. 
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Is  there  discussion? 

[No  response] 

If  not,  those  favoring  adoption,  please  say  "aye"; 
those  opposed  "no." 

The  "ayes"  have  it  and  Report  "C"  is  referred  back 
to  the  Committee  on  Chronic  Illness,  Tuberculosis  and 
Heart  Disease. 

REPORT  E 

DR.  COSGROVE:  Report  "E"  involves  health  edu- 
cation courses  concerning  venereal  disease  for  junior 
high  and  senior  high  schools  and  the  Reference  Com- 
mittee recommended  approval  of  this  report. 

SPEAKER  DAVIS:  Report  "E"  is  before  you  for 
consideration  of  adoption. 

Is  there  discussion  of  Report  "E"? 

[No  response] 

If  there  is  no  discussion,  those  favoring  adoption  of 
Report  "E"  please  say  "aye":  opposed  "no." 

Report  "E"  is  adopted. 

REPORT  F 

DR.  COSGROVE:  Report  "F"  concerns  the  recom- 
mendation that  medical  students  spend  time  in  com- 
munity practice  settings. 

It  was  the  consensus  of  this  committee  that  medical 
students  in  general  are  not  aware  of  the  workload, 
responsibilities  and  satisfactions  involved  in  the  private 
practice  of  medicine.  We  felt  that  such  medical  student 
exposure  is  an  important  part  of  a  doctor's  educational 
process,  regardless  of  his  future  intentions. 

Therefore,  this  committee  recommends  approval  of 
this  report. 

SPEAKER  DAVIS:  Report  "F"  with  a  recommenda- 
tion for  adoption  is  before  you. 

Is  there  discussion? 

Microphone  three! 

MR.  ALLEN  R.  WENNER  [Medical  Student  Dele- 
gate. University  of  North  Carolina] :  Allen  Wenner 
from  UNC. 

The  students  from  UNC  feel  that  although  the  spirit 
of  this  report  is  excellent,  the  idea  of  requiring  it 
would  be  objectionable  in  that  this  would  turn  people 
off  to  community  practice  and  we  feel  this  should  be 
an  elective  in  the  fourth  year. 

SPEAKER  DAVIS:  I  hear  you  speaking  against 
adoption  of  this  resolution. 

DR.  ALFRED  L.  FERGUSON  [Pitt  County]: 
I'd  like  to  point  out  to  the  students  who  are  against 
this  that  if  in  so  doing  a  preceptorship,  or  spending 
some  time  out  "in  the  field"  turns  a  student  off,  it's 
certainly  better  to  find  it  out  as  a  student  than  wait  un- 
til you  get  there  as  practitioners. 

SPEAKER  DAVIS:  Is  there  further  discussion  of 
Report  "F"? 

[No  response] 

If  not.  those  favoring  adoption  please  say  "aye"; 
those  opposed  "no."  [There  were  several  dissenting 
votes.] 

It  appears  the  "ayes"  have  it  and  Report  "F"  is 
adopted. 

REPORT  G 

DR.  COSGROVE:  Report  "G"  concerns  community 
practice  physicians  on  admitting  committees  or  boards 
of  medical  schools  and  the  Reference  Committee  dis- 
cussion revealed  that  two  of  the  medical  schools  have 


instituted  such  a  policy  which  they  also  consider  to  be 
desirable  and  beneficial. 

Therefore,  this  committee  recommends  approval  of 
this  report. 

SPEAKER  DAVIS:  Report  "G"  is  before  you  with 
recommendation  for  adoption. 

Is  there  discussion? 

[No  response] 

If  not,  those  favoring  please  say  "aye";  those  op- 
posed "no." 

Report  "G"  is  adopted. 

REPORT  K 

DR.  COSGROVE:  Report  "K."  This  concerns  the 
report  of  the  Subcommittee  on  Medical  Students  and 
Manpower  of  the  North  Carolina  Joint  Conference 
Committee  on  Medical  Care. 

This  Reference  Committee  would  like  to  commend 
the  Subcommittee  of  the  North  Carolina  Joint  Confer- 
ence Committee  on  Medical  Care  for  its  very  thorough 
and  objective  report  of  the  medical  student  and  man- 
power shortage  in  the  State  of  North  Carolina.  This 
committee  deplores  the  political  and  divisive  overtones 
involved  with  this  report. 

It  was  felt  by  this  Reference  Committee  that  the 
designated  subcommittee  fulfilled  its  charge  to  undertake 
a  study  (a)  to  determine  as  far  as  possible  the  number 
of  additional  medical  students  needed  in  North  Carolina 
and  (b)  to  determine  the  most  economical  and  efficient 
way  to  educate  these  students. 

The  Reference  Committee  was  not  unanimous  in  its 
approval  of  this  report.  One  member  of  this  committee 
voted  that  this  report  be  received  as  information  and 
two  members  voted  approval  of  this  report. 

Reference  Committee  I  therefore  recommends  that 
this  report  be  approved. 

SPEAKER  DAVIS:  Report  "K"  with  recommenda- 
tion from  the  Reference  Committee  for  adoption  is  be- 
fore you. 

Is  there  discussion? 

DR.  BEDDINGFIELD:  Mr.  Speaker! 

SPEAKER  DAVIS:  Dr.  Beddingfield! 

DR.  BEDDINGFIELD:  Ed  Beddingfield  from  Wil- 
son County! 

I  offer  a  substitute  motion  to  the  effect  that  the 
report  be  filed. 

SPEAKER  DAVIS:  Is  there  a  second  to  the  sub- 
stitute motion? 

DR.  CHARLES  NICHOLSON  [Carteret  County]: 
f  second  it. 

SPEAKER  DAVIS:  It  has  been  moved  and  sec- 
onded that  Report  "K"  be  filed. 

Is  there  discussion? 

DR.  FIT:Z  Mr.  Speaker,  what  exactly  does  this 
mean? 

SPEAKER  DAVIS:  This  means  actually  that  the  So- 
ciety takes  this  report  and  files  it  for  whatever  purposes, 
present  or  future,  that  might  be  applied  to  it.  It  does 
not  accept  any  responsibility  for  it. 

Is  there  further  discussion  on  the  substitute  motion? 

Microphone  number  two! 

DR.  FITZ:  Mr.  Speaker.  Fitz  of  Catawba! 

I  rise  in  support  of  the  recommendation  of  Refer- 
ence Committee  I.  I  feel  that  this  Society  should  go  on 
record  as  taking  a  stand  one  way  or  the  other  on  this 
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issue,  for  if  we  receive  it  as  information  only  or  file  it, 
we  are  taking  a  stand  for  or  against  it. 

I  feel  that  the  integrity  of  this  House  of  Delegates 
and  consequently  the  Medical  Society  of  North  Carolina 
is  involved  and  the  physicians  we  are  representing 
here  should  be  willing  to  take  a  stand  and  I  think  that 
we  should  approve  the  recommendation  of  the  com- 
mittee. 

SPEAKER  DAVIS:  I  hear  you  speaking  against  the 
substitute  motion. 

DR.    DONALD    B.    KOONCE    [AMA    Delegate]: 
Mr.  Speaker,  this  is  Koonce  from  New  Hanover  County! 
I  would  like  to  speak  against  the  substitute  motion 
for  several  reasons. 

First  of  all,  last  year  we  appointed  a  committee  to 
bring  us  a  report  which  they  have  done  very  admirably 
and  I  think  for  us  to  file  the  information  of  this  group, 
as  you've  tried  to  explain  to  them,  when  this  was  pre- 
sented to  the  House  of  Delegates  on  Sunday,  it  was 
accepted  as  information  at  that  time. 

Therefore,  it  doesn't  have  to  be  accepted  for  infor- 
mation now.  The  whole  purpose  is  to  file — the  purpose 
of  the  substitute  motion  is  to  file  it  where  it  will  be  held 
for  reference  if  anybody  wants  to  bring  it  back. 

Well,  now,  my  feeling  is  very  strong  in  favor  of  the 
report  of  the  Reference  Committee.  They  have  done  a 
good  job.  They  have  brought  it  to  us  and  I  think  the 
opposition  is  very  much  like  the  Baptists  in  their  argu- 
ment against  drink,  serving  whiskey  by  drinks,  is  that 
they're  willing  to  bring  it  to  a  referendum  so  they  can 
defeat  it  and  I  think  that's  exactly  what's  being  done  at 
the  present  time.  It  is  a  delaying  process  and  I'm  very 
much  opposed  to  it. 

DR.  JOSEPH  B.  WARREN  [Craven  County]: 
J.  B.  Warren,  Second  District  Councilor.  Craven-Pamli- 
co County  Medical  Society! 

I  rise  to  speak  in  favor  of  the  substitute  motion  en- 
tered by  Dr.  Ed.  Beddingfield. 

I  was  at  the  Reference  Committee  meeting  yesterday 
and  I  heard  the  speeches  for  and  against  this  report.  I 
heard  our  President,  John  Glasson,  suggest  that  this 
report  be  received  as  information  and  John  Glasson  was 
head  of  the  subcommittee  that  originated  the  report. 
I  heard  Dr.  John  Gamble  who  two  years  ago  entered 
the  Lincoln  County  resolution  which  culminated  in  this 
report  make  the  same  suggestion. 

I  was  amazed  when  I  read  the  committee's  recom- 
mendation: "We  recommend  approval  of  this  report." 
I  read  two  pages  from  the  body  of  this  report  on  page 
two.  which  shows  that  North  Carolina  lagged  in  1970 
26  per  cent  behind  the  national  level  and  that  in  1980 
will  be  20  per  cent  behind  the  national  level. 

I  do  not  believe  that  we  will  be  able  to  point  with 
any  pride  to  this  figure. 

At  this  rate  of  improvement,  it  will  be  about  the  year 
2025  before  we  reach  the  national  level.  I  do  not  believe 
that  this  Society  can  in  effect  say  to  the  people  of 
North  Carolina,  or  to  our  legislators,  that  this  is  good 
enough. 

The  people  of  North  Carolina  call  at  one  doctor's 
office  to  another  to  obtain  medical  care  and  new  ar- 
rivals in  that  same  area  are  having  similar  problems. 
They  know  there  is  not  enough  medical  care  available. 
Legislators  from  over  the  State  know  there's  not 
enough  medical  care  available  and  have  already  taken 
steps  in  the  right  direction  by  setting  up  a  reserve  fund 


for  the  purpose  of  establishing  a  fourth  medical  school. 
If  they  hear  that  we  have  approved  this  report,  our 
effectiveness  with  our  legislators  will  be  compromised 
because  we  will  have  assumed  the  position  contrary  to 
their  own. 

This  report  has  already  done  its  damage,  first  by  being 
leaked  through  some  mysterious  source  to  the  press, 
secondly  by  being  published  in  the  North  Carolina  Medi- 
cal Journal  before  being  accepted  by  this  House  of  Dele- 
gates. 

A  fourth  medical  school  has  much  support  in  the 
East  and  little  in  the  West.  As  Councilor  of  the  Second 
District  which  encompasses  Greenville,  I  have  great 
difficulty  in  placating  some  of  our  members  who  wanted 
to  resign  following  the  leak  earlier  this  year  just  before 
the  State  Budget  Committee  met. 

I  feel  that  this  Society  will  lose  members  in  the  East 
with  the  approval  of  this  report  and  that  approval  of 
this  report  would  be  divisive. 

Therefore,  I  stand  with  Dr.  Beddingfield,  Dr.  Gamble 
and  Dr.  Glasson  in  urging  the  acceptance  of  this  report 
for  information  and  urge  that  the  report  be  filed. 

SPEAKER  DAVIS:  Dr.  Warren,  you  speak  in  favor 
of  the  substitute  motion. 

DR.  JOHN  H.  HALL  [Guilford  County]:  John 
Hall.  Guilford  County! 

I  fully  recognize  the  emotionalism  placed  in  the  sub- 
ject matter  at  hand,  but  I  don't  think  we  can  deny 
that  eighteen  months  of  hard  work  have  gone  into  this 
report. 

I  don't  think  we  can  hide  from  an  assemblage  of 
facts. 

Now,  if  you  want  to  recognize  on  the  basis  of  emo- 
tionalism and  of  the  spirit  put  into  it.  and  the  fantastic 
enthusiasm  behind  the  move  for  the  development  of  a 
fourth  medical  school  in  Eastern  North  Carolina  and 
in  fact,  I  think  it's  something  to  be  proud  of,  is  the 
uniform  support  it  has  among  the  doctors  and  the  great 
support  it  would  have,  if  indeed  it  comes  about. 

But.  I  don't  think  we  can  hide  from  the  report.  I  think 
to  file  it  would  be  a  big  mistake  and  for  this  reason  I 
speak  against  the  substitute  motion. 

Let's  get  the  facts  on  the  table.  If  you  still  want  to  go 
ahead  with  it,  if  the  state  legislature  still  wants  to  go 
ahead  with  it,  let  it  be  done,  but  let's  have  the  facts  in 
front  of  us  when  we  do  it. 

I'd  like  to  say  one  other  thing. 

There's  a  mistake  often  made  in  downgrading  North 
Carolina  placing  it  fortieth  and  forty-fifth  and  every 
other  rank  you  want  to  name  when  the  comparisons 
are  not  valid. 

I  don't  care  if  you're  talking  family  income,  you're 
living  in  a  State  where  cost-of-living  is  15  to  20  per  cent 
below  the  national  average.  When  you're  talking  about 
doctors  per  thousand,  we  may  also  be  below  the  national 
average,  but  over  the  course  of  the  last  generation, 
we've  graduated  more  medical  M.D.  graduates  than 
most  states,  far  more. 

We  have  three  medical  schools  when  a  lot  of  states 
have  one  and  two  and  I  don't  think  this  can  be  ig- 
nored. The  graduation  of  M.D.'s  is  not  equivalent  to  the 
number  of  M.D.'s  practicing  in  the  state.  There  are  a  lot 
of  ways  of  getting  M.D.'s  to  practice  in  your  state. 
We're  going  to  see  a  big  influx  this  year  from  the  mili- 
tary. They  like  North  Carolina  and  I  already  can  count 
a  dozen  who  are  coming  here  in  the  next  month  or  two 
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out  of  the  military,  none  of  whom  have  lived  in  North 
Carolina. 

I  speak  against  the  substitute  motion  and  for  the 
Reference  Committee's  recommendation. 

DR.  CHARLES  W.  STYRON  [Immediate  Past 
President  of  the  Medical  Society]:  Mr.  Chairman, 
Charles  Styron  from  Raleigh,  Wake  County! 

There  seems  to  be  substantial  fear  on  the  part  of  some 
members  of  the  House  that  the  Medical  Society  will  be 
polarized  if  this  issue  is  brought  to  a  vote. 

I  do  not  share  this  point  of  view.  I  believe  polariza- 
tion will  occur,  but  I  think  polarization  on  this  issue 
only. 

Now  I  should  favor  the  establishment  of  a  new  medi- 
cal school  if  the  need  is  demonstrated,  if  the  State  of 
North  Carolina  can  afford  the  fourth  medical  school 
and,  finally,  if  the  university  is  equipped  to  do  the  high 
quality  job  which  means  board  accreditation. 

I  should  like  to  point  out  that  in  contrast  to  the  infor- 
mation that  we  received  at  the  Reference  Committee 
yesterday,  the  Board  of  Higher  Education  has  not  re- 
ceived this  report,  in  full — the  final  report  that  is,  so  I 
should  like  to  correct  the  record  in  this  respect. 

Now  we've  seen  many  figures  including  letters  which 
have  been  written  on  the  cost  of  the  new  medical  school. 
I  have  gathered  a  few  figures  which  I  think  would  be 
of  some  interest  to  the  members  of  this  House. 

Hershey  Medical  School  has  spent  now  $150  million 
in  the  establishment  of  its  medical  school. 

The  University  of  Massachusetts  at  Worcester,  $145 
million. 

The  addition  to  the  Duke  Hospital,  now  a  700  bed 
hospital,  has  cost  $91  million  and  the  increase  from  54 
to  89  students  at  Bowman-Gray  has  cost  $43  million. 

I  should  like  to  point  out  that  no  federal  construc- 
tion costs  are  guaranteed.  These  are  completely  wiped 
out  at  the  moment.  I  understand  also  that  additions  of 
teaching  beds  cost  $80,000  per  bed. 

I  refer  again  to  the  favoring  of  a  medical  school  if 
the  State  of  North  Carolina  can  afford  the  fourth  medi- 
cal school. 

Now,  I  mention  these  figures,  Mr.  Chairman,  for  the 
simple  reason  that  we  have  not  been  privileged  to  see 
them  in  print.  We've  seen  various  advertisements  and 
letters  and  we've  seen  some  comments,  but  I  believe 
that  the  people  of  North  Carolina  simply  do  not  know 
the  costs  involved  in  the  production  of  doctors  throigh  a 
medical  school. 

This  is  what  this  report  is  all  about! 

I  believe  that  this  House  of  Delegates,  Mr.  Chairman, 
ought  to  take  a  position  on  this  problem. 

The  fact  that  we  vote  against  or  for  an  issue  is 
neither  here  nor  there. 

The  issue  should  stand  on  its  own  merits.  I  believe 
that  we  owe  it  to  ourselves  and  I  think  we  owe  it  to 
the  citizens  of  our  State  and  to  the  politicians  who 
represent  us  to  tell  them  how  we  feel  about  this  issue 
and  I  don't  think  we  should  dodge  the  issue. 

For  this  reason.  Mr.  Chairman,  I  speak  against  the 
substitute  motion. 

DR.  LENOX  D.  BAKER  [Past  President  of  the 
Medical  Society] :  Lenox  Baker! 

I've  been  on  the  floor  for  so  long,  some  fifteen  years, 
I  think  everybody  knows  me. 

I  didn't  get  up  specifically  for  Charlie's  report,  but 
Charlie's  report  won't  hold  water.  It's  statistical  in  nature 


and  we  should  use  statistics  like  a  drunk  uses  a  lamp 
post,  for  support  and  not  illumination! 

He  speaks  of  the  costs  of  building  hospitals  at  Hershey 
and  other  places,  and  at  Duke.  There's  no  need  of  build- 
ing a  new  hospital  to  have  a  four  year  medical  school 
at  East  Carolina  University  at  Greenville,  the  beds  are 
already  there  in  Greenville — new,  and  Rocky  Mount — 
new.  in  Wilson — new,  in  Kinston — new.  in  New  Bern 
— new.  in  Tarboro — new. 

The  beds  are  lying  there,  there  would  be  no  costs 
involved. 

The  only  trouble  is  that  we  run  those  beds  without 
adequate  care  of  the  patients. 

But  that's  not  the  reason  why  I  rise.  This  Society  is 
split  and  although  this  body  is  a  legal  body  and  it  may 
speak  for  the  plurality  of  this  Society,  I  don't  believe 
it  can  speak  for  the  majority  for  there  are  too  many 
people  undecided  on  this  matter  and  there  are  too  many 
on  each  side. 

The  report  was  not  made  by  representatives  of  the 
run-of-the-mill  members  of  this  organization,  represent- 
ing the  practice  of  medicine  in  the  State  of  North  Caro- 
lina. It  was  a  special  interest  group.  Without  naming  in- 
dividuals, you  look  over  the  membership  and  see 
whether  they  represent  Clinton  or  Morehead  City,  or 
any  other  town  east  or  west. 

Now,  if  we  approve  the  subcommittee's  report,  a  two- 
to-one  report,  and  too  small  a  committee,  we  are  tell- 
ing the  people  of  North  Carolina  that  we  doctors 
don't  want  any  more  doctors. 

Now.  if  we  go  the  other  way,  we'll  get  accused  of 
spending  their  money. 

I  suggest  that  we  accept  this  substitute  motion  but 
with  this  one  plea,  that  every  man  in  this  room  and 
every  man  who's  a  member  of  this  Society,  make  a 
pledge  to  himself  that  as  an  individual  he  will  work 
with  his  members  of  the  General  Assembly,  he  will  work 
with  schools,  he  will  work  with  everyone  to  be  in- 
fluenced. 

Let's  do  this  as  individuals.  This  body  cannot  speak 
for  the  majority  and  if  it  attempts  to  do  so.  we're 
going  to  have  one  hell  of  a  fight  and  I  shall  enjoy  it. 

SPEAKER  DAVIS:  Dr.  Baker  speaks  in  favor  of  the 
substitute  motion. 

DR.  WILLIAM  L.  CLARKE.  JR.  [Catawba 
County] : 

Clarke  from  Catawba! 

I  speak  against  the  substitute  motion. 

This  report  is  the  property  of  this  House  of  Dele- 
gates. I  feel  that  we  ought  to  have  the  privilege  of 
talking  about  it  and  deciding — we  mention  here  that 
we  do  have  opinions  one  way  or  the  other.  Let's  not 
prevent  the  main  question.  Let's  talk  about  the  main 
report   and    try   to   get   away   from   the   evasive    issue. 

SPEAKER  DAVIS:  Dr.  Clarke  speaks  against  the 
substitute  motion. 

DR.  BFDDINGFIELD:  Mr.  Speaker.  I  have  no  de- 
sire or  intent  to  try  the  patience  or  endurance  of  this 
House  by  continued  statistical  recitations  or  by  rhetoric. 

I'd  like  to  point  out  about  three  things  and  I  shall  sit 
down. 

Number  one,  I  do  not  agree  with  Dr.  Koonce  that 
the  House  received  this  report  as  information.  It  re- 
ceived it  for  consideration  and  that's  what  going  on 
right  now. 

Point  two.  certainly  the  predominant  testimony  be- 
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fore  the  Reference  Committee  where  this  debate  should 
properly  have  taken  place  yesterday,  was  in  favor  of 
filing  this  report. 

By  the  testimony  offered,  it  was  something  like  five- 
to-one.  The  majority  report  of  the  Reference  Committee 
does  not  accurately  reflect  the  testimony  they  heard  in 
this  room  24  hours  ago. 

There  is  an  insufficient  consensus  within  the  Society, 
as  was  exemplified  before  the  Reference  Committee 
yesterday  and  the  dialogue  has  gone  on  through  the 
months  and  through  the  years  to  express  a  single  cor- 
porate opinion  of  the  North  Carolina  Medical  Society 
saying  that  we  as  a  group  believe  this. 

One  final  thing,  I  do  not  believe  that  whatever  we 
do  here  will  end  the  debate  on  the  East  Carolina  propo- 
sition. As  a  matter  of  fact,  the  report  of  the  Joint  Con- 
ference Committee  went  far  beyond  its  mandate  from 
this  House  of  Delegates  in  compiling  the  report  of  the 
manpower  of  the  state. 

They  weren't  asked  to  make  these  recommendations 
that  are  dividing  us  now.  We  got  much  more  than  we 
asked  for. 

The  debate  will  go  on. 

Dr.  Hall  said  the  facts  are  on  the  table.  This  is  my 
point — I  do  not  think  all  the  facts  are  on  the  table.  The 
debate  will  go  on. 

We  need  more  facts  before  expressing  a  corporate 
opinion.  The  motion  to  file  will  not  preclude  further 
debate  on  this  issue  and  I  urge  support  of  the  substitute 
motion. 

DR.  GAMBLE:  John  Gamble! 

Mr.  Speaker,  ladies  and  gentlemen.  I  rise  to  support 
the  substitute  motion. 

Primarily  because  of  the  technicalities  involved,  but 
for  other  reasons  also. 

If  each  of  you  will  take  the  time  to  look  at  this  report 
today,  and  see  the  resolution  as  submitted  by  Lincoln 
County  Medical  Society,  you  will  see  that  the  committee 
was  charged  to  do  three  things. 

And,  they  ask  for  answers  on  the  three  things. 

They  ask,  one,  how  many  additional  physicians  does 
North  Carolina  need? 

That  answer  is  not  in  this  report. 

They  asked  a  double  barreled  question,  what's  the 
quickest  and  most  efficient,  or  economical  way,  to  pro- 
vide these  physicians? 

The  answer  is  not  there. 

Then  following  these  requests  for  information,  it  was 
asked,  once  this  information  was  created  that  it  be 
disseminated  to  the  membership  of  this  Society  and  to 
those  other  interested  people  who  might  want  the  infor- 
mation. 

That  is  the  minimal  request  of  the  resolution. 

I  think  that  should  be  enough  in  itself  to  say  that 
we  have  received  the  report,  we  appreciate  the  report, 
we  realize  it  was  hard  work.  The  purpose  has  been 
accomplished  of  the  resolution  and  so  be  it. 

Now,  there's  something  that  goes  beyond  just  that. 
Mr.  Speaker,  because  I  really  wonder  if  we  did  choose 
to  approve  it  or  adopt  it.  so  to  speak,  that  a  parlia- 
mentary inquest  wouldn't  be  in  order  to  justify  such  a 
procedure. 

But.  let's  go  a  step  further. 

If  we  adopt  this  report,  this  body  is  taking  the  re- 
sponsibility of  speaking  for  the  membership  and  it  does 


have  the  authority  but  we  don't  know  whether  it's  well 
founded  in  this  issue. 

The  matter  has  become  one  of  national  importance. 

This  is  a  public  issue.  It's  an  issue  that  he  can  get 
public  support  on  and  is  able  to  get  senators  who  repre- 
sent fifty  states  to  agree  that  it's  a  public  issue  and  that 
they  will  support  it  as  a  public  issue  in  their  own  state 
and  will  vote  to  give  them  socialized  medicine  because 
the  people  are  disenchanted  with  the  type  of  medical 
care  that  they  receive. 

The  legislature  is  disenchanted  with  the  type  of  medi- 
cal care  that  their  citizens  and  their  constituents  are 
receiving. 

If  we  adopt  this  report,  we  will  be  saying  that  we 
shall  continue  to  keep  physicians  in  short  supply.  That 
is  what  it's  saying  that  they're  in  short  supply  now  and 
we've  been  told  that  we'll  have  enough  doctors  as  soon 
as  the  war  is  over  since  1944  and  we  haven't  caught 
up.  It's  worse! 

The  same  people  who  made  those  plans  for  us  are 
still  planning  for  us  and  they  are  going  to  plan  us  into 
the  same  rut  in  this  inexplainable  position  for  physicians 
and  we  will  continue  to  have  a  mounting  antagonism 
from  the  public  towards  the  medical  profession. 

I  say  this: 

Most  of  the  people  do  not  resent  the  physician  and 
his  charges.  There  is  some  comment  that  some  charges 
are  too  high,  but  by  and  large  everyone  in  this  room 
has  patients  who  are  pleased  to  pay  him  for  the  services 
they  receive. 

What  they're  disgruntled  about  is  the  service  they 
cannot  get  and  there  are  many  people  who  can't  get 
service. 

I've  heard  people  in  the  legislature  chuckle,  "I  don't 
have  trouble  getting  a  doctor  for  the  people  who  work 
for  me.  I  just  call  my  personal  physician  and  he  works 
them  in!" 

I  say,  "Isn't  that  a  hell  of  a  mess  if  that's  the  only  way 
they  can  get  medical  care!" 

I  say  to  you,  ladies  and  gentlemen,  if  you  vote  to 
adopt  this  report,  you  are  saying  "no"  to  the  citizens 
of  North  Carolina  that  medical  care  won't  improve. 

You  are  saying  "no"  to  the  young  men  and  young 
women  of  this  state  who  want  to  practice  medicine 
and  are  qualified  to  practice  medicine  and  admission 
rules  of  the  medical  institutions  of  this  state  are  not  re- 
ceiving our  North  Carolina  residents. 

This  past  year,  one  of  the  private  medical  schools 
graduated  nine  per  cent  North  Carolinians.  The  other 
private  school  graduated  23  per  cent.  The  university 
85  per  cent. 

I'm  approximating  but  I'm  quoting  figures  from  the 
material  that  the  Reference  Committee  had  to  work 
with. 

If  we  accept  their  projections  by  1980 — and  I'm 
quoting  from  the  material  that  the  Reference  Committee 
used — by  1980.  we  will  be  receiving  as  North  Carolina 
resident  graduates  from  the  two  private  medical  schools 
one-third  of  the  output. 

This  year,  of  the  total  output  of  the  three  medical 
schools,  including  the  university  and  the  two  private 
schools,  we  had  less  than  one-half  of  the  total  output 
were  North  Carolina  residents. 

In  1969.  the  private  medical  schools  through  the 
Board  of  Higher  Education  came  to  the  General  As- 
sembly and  said,  "Gentlemen,  allow  me  some  freedom 
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— to  paraphrase — our  two  medical  schools  are  in  doubt. 
Their  viability  is  at  stake." 

The  word  "viability"  I'm  quoting. 

"We  don't  have  additional  funds.  We  don't  know 
where  we'll  be  four  or  five  years  from  now  but  it's 
doubtful  if  we  will  be  able  to  operate!" 

This  was  the  story  told  to  the  General  Assembly 
and  don't  you  think  those  fellows  don't  remember  that 
testimony? 

They  said  if  you  will  turn  around  or  support  a  pro- 
gram of  paying  what  is  in  essence  a  double  tuition — 
the  state  pay  a  tuition  and  the  resident  of  North  Carolina 
pay  his  tuition — if  you'll  match  this  tuition,  each  year 
for  four  years,  including  the  new  students  we  will  ac- 
cept and  the  old  students  we  have  enrolled,  all  the  North 
Carolina  residents,  if  you'll  do  that  and  double  up  fea- 
ture, we  will  enlarge  our  class  rolls  to  receive  additional 
North  Carolinians  because  we  need  the  money. 

Now,  I'm  told  this  by  people  who  were  in  the  General 
Assembly  and  remember  the  hearings,  remember  the 
testimony  and  I  am  told  this  that  "We  will  take  addi- 
tional North  Carolina  residents." 

Ladies  and  gentlemen,  they  did.  It's  a  shame  and  dis- 
grace how  few  they  took  but  they  took  some  more  and 
for  every  slot  they  opened  for  a  North  Carolinian,  they 
opened  a  slot  for  an  out-of-stater. 

Now,  most  of  you  are  businessmen  and  I'll  let  you 
read  this  thing.  I  bet  you  cry,  I  think  you  will. 

Now,  the  General  Assembly  is  aware  of  this  type  of 
pressure  and  they  know  even  with  the  projections  we  are 
still  not  going  to  get  a  good  shake. 

The  General  Assembly  knows  what  the  citizens  want 
from  the  physician,  he  won't  turn  his  back  on  the 
people  of  North  Carolina. 

On  the  other  hand,  there  are  young  men  and  women 
in  North  Carolina  who  are  qualified  to  enter  medical 
school  and  can't  and  statistics  from  the  ad  hoc  com- 
mittee report  this  January  to  the  Board  of  Governors, 
reported  overwhelmingly  a  deficit  of  North  Carolina 
residents  being  allowed  to  enter  medical  school  as  com- 
pared to  the  national  average. 

So  let's  not  turn  our  backs  on  the  citizens  of  the  state. 
Let's  not  turn  our  backs  on  the  young  men  and  women 
who  want  to  practice  medicine. 

The  reason  the  immigration  authorities  are  allowing 
all  these  foreign  physicians  to  come  in  is  because  the 
Department  of  Labor  statistics  of  the  United  States  says 
that  we  are  deficit  over  ten  thousand  physicians  per 
year. 

As  long  as  the  Department  of  Labor  statistics  say 
that  we  are  in  a  deficient  state  of  this  many  physicians 
they  will  continue  to  leave  the  door  wide  open  for  as 
many  physicians  who  want  to  immigrate  to  America  as  it 
will  take  to  fill  that  need. 

Let's  do  it  with  American  citizens! 

DR.  J.  ELLIOTT  DIXON  [Pitt  County]:  Dixon 
from  Pitt! 

Fellow  Physicians: 

Yesterday,  many  of  you  heard  me  make  a  rather 
passionate  plea  that  we  reject  this  report. 

Today,  I  plead  with  you  for  unity.  There  can  be  no 
unity  in  this  Society  if  we  accept  the  report  because  it 
contains  a  premise  that  we  have  enough  practicing  phy- 
sicians in  this  state. 

I  don't  think  any  of  us  want  to  go  home  to  our  pa- 


tients with  this  idea  in  mind  that  we  have  said  this  and 
said  it  sufficiently. 

I  think  we  want  to  go  home  and  say  that  we  have 
helped  the  state  to  continue  to  grow  in  its  medical  care. 

We  all  know  we  don't  have  enough  physicians.  We 
know  that  we  need  to  get  more  and  please  don't  hang 
this  burden  around  our  necks,  that  the  State  Medical 
Society  says  we  have  enough  physicians  when  they  see 
our  waiting  rooms  as  crowded  as  they  are. 

So,  I  speak  for  unity.  We  cannot  all  agree  with  the 
report.  We  cannot  all  disagree  with  it. 

We  are  taking  an  easy  way  out,  I  agree,  when  we  ac- 
cept it  for  information  or  file  it,  but  at  least  we  have 
made  a  statement,  have  gone  out  and  gotten  some  facts, 
we  have  looked  at  them  long  and  hard  and  we  have  said 
that  we  have  looked  at  them,  that's  all! 

The  State  Legislature.  I  believe,  has  already  made 
this  decision  for  us  and  we  can  only  hurt  organized 
medicine,  we  can  only  hurt  the  North  Carolina  Medical 
Society,  so  I  plead  with  you  to  accept  the  amendment 
that  we  accept  it  for  filing  only. 

DR.  GRAY  T.  BOYETTE  [Forsyth  County]: 
Boyette  from  Forsyth! 

I  don't  think  anyone  in  this  room  disagrees  with  the 
need  for  more  physicians  and  improved  medical  care. 

I  would  just  like  to  ask  a  question  and  remind  us 
that  there  is  only  one  southern  state  that  has  more  than 
three  medical  schools  and  I  think  only  five  in  the  coun- 
try, and  I  would  also  like  to  ask  a  fact  that  I  don't 
know  with  all  the  emotional  overtones,  does  anybody 
have  any  figures  on  the  recently  newly  developed  medi- 
cal schools  in  this  country,  perhaps  of  which  there  have 
been  ten  or  fifteen  in  the  last  ten  or  fifteen  years,  what 
figures  as  far  as  graduates  returning  to  that  state? 

Has  there  been  a  significant  increase? 

These  are  the  facts  we  need  to  know.  I  don't  think 
anybody  here  questions  the  need  for  more  physicians 
but  we  are  confusing  the  facts  with  a  lot  of  emotional 
overtones  and  I  don't  think  that's  a  reflection  of  this 
body,  or  should  be  a  reflection  of  this  body. 

SPEAKER  DAVIS:  I  heard  you  speaking  against  the 
substitute  motion. 

DR.  MARVIN  LYMBERIS  [Mecklenburg  County]: 

Mr.  Chairman.  I  rise  to  speak  against  the  substitute 
motion  and  not  to  discuss  the  original  motion. 

I  would  like  to  read  to  you  an  editorial  in  today's 
Raleigh  News  and  Observer: 

Medical  Society  Stand  Appropriate. 

The  prospect  that  the  North  Carolina  Medical  So- 
ciety meeting  this  week  at  Pinehurst  may  not  take  a 
forma]  stand  on  the  ECU  medical  school  controversy 
is  a  little  puzzling.  The  issue  is  emotional,  all  right,  just 
as  opponents  of  a  formal  stand  by  the  Society's  House 
of  Delegates  say.  But  that  would  seem  to  be  good  reason 
for  the  group  to  speak  up  instead  of  remaining  silent. 

No  one  would  assume  that  a  position  taken  by  a  ma- 
jority of  the  delegates  represented  the  last  and  wisest 
possible  judgment  on  the  ECU  controversy.  But  the 
group  does  have  at  hand  a  study  report  resulting  from 
a  1971  decision  of  the  Society  to  investigate  the  matter. 
And.  as  the  state's  chief  professional  association  of 
medical  doctors,  the  Society  certainly  is  an  appropriate 
body  to  suggest  publicly  whether  development  of  another 
four-year  medical  school  is  the  way  to  increase  health 
care  in  doctor-scarce  areas  of  North  Carolina. 

So  what  if  the  House  of  Delesates  is  not  unanimous 
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in  its  view?  And  so  what  if  the  majority  judgment  is 
not  binding  on  anybody?  The  delegates  still  should  feel 
some  obligation  to  assert  what  they  judge  to  be  an  in- 
formed, dispassionate  view  of  this  emotional  contro- 
versy. 

Members  of  the  Society  who  are  supporters  of  the 
ECU  venture  have  been  urging  that  the  study  report  on 
it  be  adopted  as  "information  only,"  instead  of  as  the 
official  position  of  the  Society.  That  suggests  a  respect 
for  the  majority  judgment  of  the  delegates  but  it  implies 
that  the  medical  school  controversy  can  be  settled  best 
in  the  political  arena  without  input  from  medical  estab- 
lishment leaders.  This  is  a  contradiction,  if  profes- 
sionalism has  any  meaning. 

Actually,  the  delegates  meeting  in  Pinehurst  are  going 
to  contribute  to  the  ECU  medical  school  debate  whether 
they  want  to  or  not,  either  by  taking  a  forthright  stand 
on  the  information  at  hand  or  by  evasion  of  the  issue. 
Equivocation  about  a  serious  matter  is  influential  in  its 
own  way.  In  this  instance  it  would  strengthen  the  purely 
political  arguments  for  a  new  medical  school. 

It  would  be  more  educative  for  the  public  if  Medical 
Society  delegates  openly  debated  and  voted  on  the  ECU 
study  report.  The  move  to  have  the  report  adopted  as 
"information  only"  is  unlikely  to  produce  informed  dis- 
cussion. If  this  effort  succeeds,  it  will  represent  a  gentle- 
men's agreement  that  the  Medical  Society  has  no  leader- 
ship contribution  to  make  on  this  question  of  increasing 
health  care  delivery." 

This  is  an  editorial  appearing  in  this  morning's  Ra- 
leigh News  and  Observer. 

I  do  not  think  nor  is  it  appropriate  to  debate  the 
main  issues  of  the  main  motion,  but  I  do  urge  that  we 
vote  against  filing  this  important  issue. 

PRESIDENT  GLASSON:  Thank  you,  Mr.  Speaker. 

I  appreciate  the  opportunity  to  speak  for  myself. 

I  think  there  have  been  in  the  discussions  in  the 
Reference  Committee  and  in  the  discussions  here  today 
many  interpretations  as  to  what  the  report  says. 

I  think  each  of  us  has  to  read  it  in  order  to  determine 
what  it  says  rather  than  to  rely  on  someone  else's  inter- 
pretation. 

Now,  I  decry  those  who  say  the  report  says  that  we 
do  not  need  more  doctors — it  does  not  say  this.  It  sup- 
ports the  fact  that  we  need  more  doctors. 

It  goes  into  the  matter  of  the  alternatives  to  more 
doctors  and  the  influence  that  these  alternatives  have  on 
the  necessity  for  production  of  more  doctors. 

It  was  asked,  as  Dr.  Gamble  has  said,  to  determine 
as  nearly  as  possible  the  number  of  doctors  that  were 
needed. 

It  was  virtually  impossible  to  come  up  with  a  single 
figure,  but  I  stand,  as  Chairman  of  the  committee,  by 
the  contents  of  the  report  which  came  as  close  as  we 
were  able  to  come  in  determining  the  number  that  were 
needed  and  we  think  that  the  report  indicates,  by  indicat- 
ing the  output  of  the  current  medical  schools,  what  this 
number  would  be  and  it  indicated  projections  as  to  just 
where  it  would  go. 

Now,  it  has  not  been  brought  out  in  the  discussions 
that  currently  North  Carolina  has  two-and-a-half  per 
cent  of  the  nation's  population  and  is  educating  two- 
and-a-half  per  cent  of  the  nation's  doctors,  or  very 
close  to  that. 

The  committee  was  asked  to  determine  the  most  eco- 


nomical means  of  producing  the  increased  number  of 
doctors  that  were  needed  in  the  state. 

Now,  the  main  alternatives  were  should  this  be  done 
by  addition  of  another  medical  school  or  be  done  by 
increased  support  and  increased  size  in  the  existing 
schools,  so  the  committee  did  address  itself  to  what  it 
felt  was  the  best  advice  to  the  taxpayers  of  our  state  in 
using  the  dollar  to  the  best  advantage  to  produce  as 
many  doctors  as  were  needed  in  the  state. 

It  attempted  to  assess  the  resources  which  were  avail- 
able to  anyone  who  proposed  to  set  up  a  new  medical 
school  in  terms  of  national  resources,  state  resources. 

It  attempted  to  get  the  best  information  from  the  best 
sources  available  as  to  what  the  costs  of  a  new  medical 
school  would  be. 

It  heard  testimony  of  the  concept  of  a  medical  school 
with  no  teaching  hospital  using  entirely  community 
based  beds  versus  the  concept  of  a  medical  school 
with  its  own  teaching  hospital. 

The  best  advice  we  had  from  medical  educators  were 
that  the  use  of  community  hospitals  exclusively  without 
a  central  teaching  hospital  was  not  felt  to  be  the  most 
desirable  situation. 

The  committee  agreed  with  this. 

Now,  you've  heard  the  charge  that  the  committee 
was  too  small  and  it  was  too  slanted  toward  one  point 
of  view. 

Now,  the  committee  did  not  consist  of  the  three  deans 
of  the  medical  schools  and  the  President  of  the  Medi- 
cal Society.  The  committee  was  a  20-man  committee. 

It  included  several  past  presidents  of  the  State  Medi- 
cal Society  from  all  parts  of  the  State.  It  included  the 
Executive  Director  of  the  North  Carolina  Regional 
Medical  Program.  It  included  the  Vice  Presidents  of 
Health  Affairs  of  all  four  medical  institutions. 

It  included  the  President  of  the  North  Carolina  Blue 
Cross  Blue  Shield.  It  included  the  Director  of  North 
Carolina  State  Board  of  Health. 

It  included  the  Deputy  Secretary  of  the  Department 
of  Human  Resources. 

It  included  the  Executive  Director  of  the  North  Caro- 
lina Hospital  Association. 

Now,  if  this  group  does  not  have  good  credibility, 
then  the  leadership  in  your  state  leaves  something  to  be 
desired,  and  I  would  suggest  if  you  do  not  accept  this 
report  and  its  contents  then  you  do  something  about 
the  leadership  in  medical  education,  and  in  health  affairs 
in  our  state. 

Now,  the  problem  of  North  Carolina  residents  in 
medical  schools  was  discussed  extensively  by  the  com- 
mittee. The  problem  here  is  with  the  medical  education 
resources,  if  you  elect — you  have  the  choice — to  have 
nothing  but  North  Carolina  students,  you  are  bound  as 
you  go  down  the  list  of  these  candidates  to  get  into  less 
well  prepared  students,  so  if  you  say  all  of  North  Caro- 
lina students  and  that's  the  only  remedy,  then  you're 
going  to  get  a  poor  overall  quality  of  medical  students. 

This  is  not  to  decry  North  Carolina  students  as  poor 
quality  students,  but  if  you  make  it  exclusively  that 
and  eliminate  students  from  any  other  state  then  your 
overall  quality  is  bound  to  go  down,  that's  the  fact  of 
the  matter. 

Now,  I  stand  as  Chairman  of  the  committee  behind 
the  content  of  the  report.  As  far  as  what  this  House 
does  with  it.  we'll  have  to  leave  to  the  infinite  wisdom 
of  the  House. 
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I  think  the  views  have  been  expressed  that  I  expressed 
to  the  Reference  Committee  yesterday,  that  is  that  we 
have  perhaps  I  believe  a  majority  who  are  in  favor  of 
approving  the  report,  and  we  have  I  believe  a  minority 
who  are  in  favor  of  disapproving  the  report  and  of 
filing  it. 

I  think  if  it  were  to  go  to  a  vote,  perhaps  the  vote 
would  go  to  approving  it.  This  is  the  way  I  feel  al- 
though this  is  the  first  time  I've  stated  this.  After  many 
questions  from  many  sources,  that's  the  way  I  feel  cur- 
rently. 

Now,  as  to  the  advantages  or  disadvantages  of  taking 
a  stand.  I  don't  think  that  approval  of  the  report  from 
this  House  could  indicate  that  the  North  Carolina  Medi- 
cal Society  overwhelmingly  and  unanimously  approves 
the  report  and  approves  its  recommendations. 

I  think  it's  obvious  to  everybody  that  this  is  the  case. 

I  think  the  opinions  expressed  in  the  report  are  al- 
ready generally  known  to  those  people  who  are  going  to 
make  the  decision  as  to  whether  there's  a  medical  school 
or  not,  so  I  don't  think  whether  we  vote  to  approve  it 
or  to  disapprove  it  will  make  any  difference  as  far  as 
disseminating  the  information  that's  contained  therein. 

So,  in  essence,  I  would  stand  for  the  facts  and  I 
would  stand  for  the  opinions  expressed  in  the  report, 
obviously  as  one  of  the  committee  that  worked  on  it  a 
good  while. 

But,  I  would  leave  it  to  the  wisdom  of  the  House 
as  to  whether  you  see  fit  to  adopt  it,  file  it  or  whatever. 

DR.  ROBERT  B.  HODGSON  [Perquimans  Coun- 
ty]: 

Hodgson  from  Perquimans  County! 

It  seems  to  me  that  this  is  more  of  a  political  issue 
than  anything  I  have  ever  heard  discussed  in  a  medical 
group  and  it  seems  to  involve  a  vast  amount  of  spending 
of  public  monies. 

We've  already  heard  people  being  misquoted  as  saying 
this  is  a  report,  that  we  approve  this  report  and  are 
taking  the  stand  that  we  do  not  want  additional  physi- 
cians and  if  we  do  not  approve  the  report,  then  we're 
taking  some  other  stand. 

An  editorial  writer  already  presumes  we  have  an  opin- 
ion before  we've  either  approved  or  disapproved  the 
report. 

I  think  it's  sufficient  to  say  that  what  we  do  if  we 
take  a  stand,  whatever  it  is.  it  will  be  turned  around 
and  criticized  to  our  disadvantage. 

I  think  that  the  committee's  idea  of  passing  this  on 
with  the  least  possible  positive  comment  is  the  wisest 
thing  to  take  in  these  troubled  times  between  federal 
and  state  government  because  we  can't  win. 

SPEAKER  DAVIS:  The  motion  has  been  made  that 
we  vote  immediately. 

All  those  in  favor  say  "aye":  opposed  "no." 

[There  were  a  couple  of  dissenting  votes.] 

The  motion  carries  and  we  will  move  to  a  vote  on 
the  substitute  motion  and  that  is  that  Report  "K"  be 
filed. 

All  those  favoring  the  substitute  motion  please  say 
"aye";  those  opposed  "no." 

It  appears  that  the  "noes"  have  it  and  the  substitute 
motion  fails. 

This  brings  us  back  to  the  Report  "K"  which  you 
have  received  with  a  recommendation  from  the  Refer- 
ence Committee  that  it  be  adopted. 


Is  there  any  possible  further  discussion  of  the  main 
motion? 

If  not,  we  will  move  to  a  vote  to  adopt  Report  "K." 

Those  in  favor  of  adopting  this  please  say  "aye";  op- 
posed "no."  [There  were  many  dissenting  votes.] 

It  appears  that  the  "ayes"  have  it  and  Report  "K."  is 
adopted. 

REPORT  L 

DR.  COSGROVE:  We  will  proceed  with  report  "L" 
and  this  concerns  itself  with  summary  of  observations 
and  recommendations  of  the  Annual  Convention  Com- 
mission. 

This  Reference  Committee  commends  Dr.  Newell  for 
an  excellent  report.  Her  efforts  in  this  regard  represent 
a  longstanding  functional  contribution  to  this  Society. 

It  is  recommended  that  this  report  be  approved. 

SPEAKER  DAVIS:  Report  "L"  is  before  you  with  a 
recommendation  from  the  Reference  Committee  that  it 
be  adopted.  Is  there  discussion? 

If  not,  those  favoring  adoption  of  Report  "L"  please 
say  "aye";  opposed  "no." 

Report  "L"  is  adopted. 

RESOLUTION  NO.  1 

DR.  COSGROVE:  We  will  now  proceed  with  resolu- 
tions, and  Resolution  No.  1  concerns  itself  with  phase 
three  of  the  economic  control  program,  discriminatory 
restrictions  of  physicians. 

This  Reference  Committee  recommends  approval. 

SPEAKER  DAVIS:  Dr.  Cosgrove,  this  resolve  as  it 
came  to  us  said  the  Craven-Pamlico  Medical  Society. 
I  imagine  your  committee  is  recommending  that  the  re- 
solve say  the  North  Carolina  Medical  Society. 

SPEAKER  DAVIS:  Resolution  No.  1 : 

That  the  North  Carolina  Medical  Society  go  on  record 
as  considering  these  actions  as  "discriminatory  and  un- 
just, etc.  and" 

is  before  you  for  consideration  and  adoption,  with  the 
recommendation  that  it  be  adopted. 

Is  there  discussion? 

Microphone  one! 

DR.  WARREN:  J.  B.  Warren  of  Craven-Pamlico! 

Our  Medical  Society  passed  this  resolution  with  the 
purpose  of  sending  it  to  our  legislator  on  the  national 
scene. 

A  copy  was  sent  to  the  state  headquarters. 

This  was  not  a  resolution  intended  to  be  presented  to 
this  body.  The  Executive  Council  was  so  advised  at  its 
last  meeting  and  if  you  will  read  the  resolution,  so- 
called  resolution,  you  will  see  that  it  is  not  a  resolution. 

And,  I  will  move  that  it  be  tabled.  [Whereupon  the 
motion  was  severally  seconded  from  the  floor.  J 

SPEAKER  DAVIS:  All  those  favoring  tabling  of 
Resolution  No.  1  say  "aye";  opposed  "no." 

It  appears  that  the  noes  have  it.  May  we  have  a  stand- 
ing count. 

The  tellers  please  come  forward. 

This  is  actually  the  same  as  the  authorization  to 
withdraw  and  both  of  them  require  a  two-thirds  vote, 
so  we'll  ask  that  everyone  but  the  tellers  be  seated.  If 
you  want  to  vote  you  must  be  in  the  well  of  the  hall. 

Any  delegate  seated  elsewhere  please  proceed  down- 
ward! 

All  those  favoring  tabling  Resolution  No.  1  please 
stand  and  remain  standing  until  I  ask  you  to  sit  down 
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so  the  tellers  will  not  be  confused  please. 

LWhereupon  delegates  favoring  the  motion  stood 
up  to  be  counted.] 

We  are  voting  to  table  Resolution  No.  1.  If  you  favor 
it,  please  stand  up  and  remain  standing. 

IWherepuon  the  count  followed.] 

Now,  would  you  sit  down  please. 

Those  opposed  to  tabling  Resolution  No.  1  please 
stand. 

I  Whereupon  delegates  opposed  to  the  motion  stood 
up  to  be  counted.  J 

It's  obvious  that  those  in  favor  do  not  have  a  two- 
thirds  majority  so  we  will  not  proceed  with  a  further 
count.  Thank  you. 

We're  back  to  the  adoption  or  rejection  of  Resolu- 
tion No.  1.  The  Reference  Committee  recommends  that 
it  be  adopted. 

Is  there  further  discussion? 

If  not,  those  in  favor  of  adopting  Resolution  No.  1 
please  say  "aye";  opposed  "no." 

It  is  adopted. 

RESOLUTION  NO.  2 

DR.  COSGROVE:  Resolution  No.  2  also  involves  it- 
self with  phase  three  of  the  economic  control  program, 
discriminatory  restrictions,  of  physicians. 

This  was  introduced  by  the  Cleveland  County  Medical 
Society. 

This  Reference  Committee  recommended  approval  of 
this  resolution. 

SPEAKER  DAVIS:  Resolution  No.  2  is  before  you 
with  a  recommendation  for  its  adoption. 

Is  there  discussion? 

Microphone  four! 

DR.  HALL:  John  Hall.  Guilford  County! 

I  think  we  all  agree  that  phase  three  controls  are  dis- 
criminatory. I  don't  believe  that's  even  open  for  argu- 
ment. 

The  question  is  whether  it's  wise?  Will  it  do  any  good 
whatsoever?  Will  it  do  anything  but  give  ammuni- 
tion against  the  AMA  which  is  already  rather  heavy? 

They'll  be  pointing  a  finger  at  organized  medicine 
and  saying  "They're  not  interested  in  anything  but  their 
pocketbooks"  and  are  we  accomplishing  anything? 

Economic  controls  are  always  undesirable,  let's  recog- 
nize that.  When  economic  controls  are  lifted,  they  have 
to  be  lifted  gradually. 

We  happen  to  be  one  of  the  scapegoats  of  the  Ameri- 
can economic  system  right  now  and  it  so  happens  that 
we're  left  under  them  a  little  bit  longer  than  the  rest 
of  them,  but  I  think  if  we  just  leave  these  things  as  quiet 
as  we  can,  it  will  all  fly  by  a  whole  lot  faster  with  a  lot 
fewer  repercussions  against  our  profession  than  if  we  ap- 
prove this  type  of  resolution. 

I  don't  see  that  it  will  do  any  good  to  take  it  to  the 
courts  or  the  senate,  or  etcetera. 

SPEAKER  DAVIS:  Dr.  Hall  speaks  against  adopting 
Resolution  No.  2. 

Is  there  further  discussion? 

[No  response] 

If  not.  those  in  favor  of  adopting  Resolution  No.  2 
please  say  "aye";  opposed  "no." 

It  appears  the  "ayes"  have  it  and  Resolution  No.  2 
is  adopted. 


RESOLUTION  NO.  4 


DR.  COSGROVE:  Resolution  No.  4  is  introduced  by 
the  Pitt  County  Medical  Society  and  concerns  AMA 
policy  requiring  dues  in  arrears  for  reinstatement. 

This  Reference  Committee  recommends  approval. 

It  should  be  noted  that  an  identical  resolution  has 
been  proposed  and  is  presently  on  the  agenda  of  the 
AMA  House  of  Delegates. 

SPEAKER  DAVIS:  Resolution  No.  4  is  before  you 
with  a  recommendation  that  it  be  adopted. 

I  would  point  out  that  the  resolve  requires  that  this 
be  forwarded  to  the  American  Medical  Association  in 
spite  of  the  information  that  Dr.  Cosgrove  gave  you 
and  this  will  be  done  if  it  is  approved. 

Is  there  further  discussion  of  Resolution  No.  4? 

[No  response] 

If  not.  those  favoring  adoption  of  Resolution  No.  4 
please  let  it  be  known  by  saying  "aye";  those  opposed 
to  adoption  "no." 

Resolution  No.  4  is  adopted. 

RESOLUTIONS  NO.  6  AND  NO.  8 

DR.  COSGROVE:  Resolutions  No.  6  and  No.  8  were 
considered  next.  No.  6  was  submitted  by  Guilford 
County  and  No.  8  by  Buncombe  County  Medical  So- 
ciety. Their  subject  concerns  continuing  education  of 
physicians. 

It  is  recommended  that  Resolution  No.  8  be  con- 
solidated into  the  context  of  Resolution  No.  6  and  that 
Resolution  No.  6  be  approved. 

This  committee  was  of  the  opinion  that  it  is  a  per- 
sonal responsibility  of  every  physician  to  continue  his 
educational  process  and  that  the  vast  majority  of  phy- 
sicians are  so  motivated,  but  for  various  reasons  includ- 
ing laziness,  fail  to  fulfill  this  responsibility. 

It  was  felt  by  this  committee  that  such  a  required 
fulfillment  would  be  the  necessary  incentive  for  many 
physicians  to  upgrade  their  education.  Further,  such  a 
requirement  for  State  Medical  Society  membership 
would  impose  upon  the  North  Carolina  Medical  So- 
ciety the  responsibility  of  developing  a  much  improved 
continuing  education  program,  thus  it  too  would  better 
fulfil  its  basic  charge  to  insure  good  medical  care  of  the 
public. 

SPEAKES  DAVIS:  This  recommendation  of  a  con- 
solidated or  substitution  resolution  to  include  both  Reso- 
lution No.  6  and  No.  8  is  before  you  and  is  in  order. 

I  would  only  mention  that  if  you're  opposed  to  this 
and  you  want  these  matters  considered  individually,  you 
have  a  right  to  do  so  if  the  substitute  motion  is  not  ac- 
cepted. 

Is  there  discussion  of  the  substitute  motion  as  offered 
by  the  Reference  Committee  that  Resolution  No.  6  be 
adopted,  as  a  consolidated  resolution  for  the  submitted 
Resolutions  No.  6  and  No.  8? 

Is  there  discussion? 

[No  response] 

If  not,  all  those  in  favor  of  adoption  of  Resolution 
No.  6  please  say  "aye";  those  opposed  "no." 

Resolution  No.  6  is  adopted  as  a  consolidation  of 
No.  6  and  No.  8. 

RESOLUTION  NO.  9 

DR.  COSGROVE:  Resolution  No.  9  introduced  by 
Buncombe  County  Medical  Society  concerns  the  pre- 
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vention  of  injuries  in  interscholastic  athletics. 

The  Reference  Committee  recommends  approval  of 
this  resolution. 

SPEAKER  DAVIS:  Resolution  No.  9  is  before  you 
with  a  recommendation  for  its  adoption. 

Is  there  discussion? 

(An  attempt  at  amending  the  resolution  failed  after 
brief  discussion.) 

I  would  ask  those  favoring  adoption  of  Resolution 
No.  9  to  signify  by  saying  "aye";  opposed  "no." 

Resolution  No.  9  is  adopted. 

RESOLUTION  NO.  10 

DR.  COSGROVE:  Resolution  No.  10  introduced  by 
the  Wake  County  Medical  Society.  Subject:  Opposition 
to  Review  of  Patients  or  Patient  Records  by  Non- 
peers. 

It  is  recommended  that  this  resolution  be  amended 
by  the  addition  of  nine  words  to  the  resolve.  These 
words  will  be  as  follows  .  .  .  "which  has  not  been  au- 
thorized by  the  medical  staff"  .  .  .  and  will  be  inserted 
on  line  18  after  the  word  "peers." 

The  amended  resolve  thus  would  read: 

RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety go  on  record  as  opposing  any  review  of  patients 
or  patient  records  by  non-peers  which  has  not  been 
authorized  by  the  medical  staff  and  that  the  North  Caro- 
lina Hospital  Association,  the  Office  of  Comprehensive 
Health  Planning,  the  Department  of  Administration,  and 
the  Department  of  Human  Resources  be  apprized  of  this 
position. 

Approval  of  this  amended  resolution  is  recommended 
by  this  committee. 

SPEAKER  DAVIS:  Resolution  No.  10  is  before  you 
and  a  substitute  resolution  has  been  submitted  by  the 
Reference  Committee. 

Is  there  discussion? 

DR.  STYRON:  Mr.  Chairman,  Charles  Styron  of 
Wake  County! 

The  amendment  to  our  resolution  is  perfectly  accept- 
able and  we  support  the  resolution  as  amended. 

SPEAKER  DAVIS:  Any  other  discussion? 

[No  response] 

If  not,  those  in  favor  of  adopting  the  substitute  mo- 
tion for  Resolution  No.  10  please  say  "aye";  those  op- 
posed "no." 

The  substitute  motion  is  adopted. 

RESOLUTION  NO.  11 

DR.  COSGROVE:  Resolution  No.  11  introduced  by 
Wilson  County  Medical  Society  concerns  regulations  in 
the  practice  of  medicine. 

We  recommend  that  this  resolution  be  amended  and 
the  wording  of  the  entire  resolution  has  been  rearranged. 
I  will  present  the  reworded  resolution: 

WHEREAS,  in  an  effort  to  assure  to  the  public  and 
to  third  party  persons  that  physicians  are  well  qualified 
to  deliver  high  quality  health  care,  many  specialty  boards 
are  reportedly  considering  periodic  re-examination  and 
re-certification,  and 

WHEREAS,  maintenance  of  specialty  board  certifica- 
tion is  of  prime  importance  to  the  practicing  physician 
both  professionally  and  economically,  therefore,  be  it, 


RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety is  concerned  about  the  lack  of  membership  and 
participation  of  physicians  practicing  in  the  field  of  di- 
rect patient  care  on  the  governing  body  of  the  Associa- 
tion of  Specialty  Boards  and  on  the  individual  boards 
themselves,  and  be  it  further, 

RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety recommends  to  the  AMA  House  of  Delegates  that 
the  Board  of  Trustees  be  requested  to  study  and  investi- 
gate this  situation  and  report  back  to  the  House  at  the 
next  clinical  session. 

SPEAKER  DAVIS:  It  is  true  that  ordinarily  we  adopt 
only  the  resolves  and  ordinarily  it  suffices  only  to 
amend  the  resolves.  However,  it  is  quite  permissible  if 
the  proposer  feels  that  the  whereases  should  also  be 
changed,  to  better  denote  the  meaning  of  the  resolution, 
this  is  in  order. 

This  is  the  feeling  of  the  Reference  Committee  in  this 
instance. 

Consequently,  the  substitute  motion  as  you  have  it  be- 
fore you  is  under  consideration  for  adoption. 

DR.  BEDDINGFIELD:  Beddingfield  of  Wilson 
County  —  I  would  simply  say  for  the  sponsoring  county 
society,  this  substitute  resolution  is  acceptable. 

We  think  the  problem  goes  really  far  beyond  the 
specialty  boards  to  some  other  groups,  but  we  felt  in 
the  interest  of  getting  a  meaningful  resolution  through 
that  the  reconstruction  of  this  by  the  Reference  Com- 
mittee was  in  order. 

We  would  agree  with  the  deletion  of  the  commas  be- 
cause we  think  that  changes  the  sense  of  that  sentence. 

SPEAKER  DAVIS:  Is  there  further  discussion  on  the 
question  of  adoption  of  the  substitute  Resolution  No. 
11? 

[No  response] 

If  not,  those  in  favor  of  adoption  please  say  "aye"; 
those  opposed  "no." 

The  substitute  Resolution  No.  1 1  is  accepted. 

RESOLUTION  NO.  12 

DR.  COSGROVE:  Resolution  No.  12  introduced  by 
Forsyth  County  Medical  Society  is  concerned  with  the 
delivery  of  primary  medical  care  in  this  state. 

We  on  the  Reference  Committee  thought  that  the 
charge  implied  in  this  resolution  is  a  very  large  one. 
The  Reference  Committee  was  of  the  opinion  that 
numerous  agencies  and  committees  were  presently  in- 
volved with  the  many  problems  of  health  care  delivery 
(RMP.  CHP,  N.C.  Joint  Conference  Committee  on 
Medical  Care  and  the  Governors  Committee  on  Com- 
munity Medical  Care ) . 

Therefore,  in  the  interest  of  administrative  efficiency 
and  avoiding  duplication,  it  is  recommended  that  this 
resolution  be  referred  to  the  Executive  Council  for  fur- 
ther consideration  in  joint  session  with  representatives  of 
the  above  mentioned  agencies  and  committees. 

SPEAKER  DAVIS:  Adoption  of  Resolution  No.  12  is 
before  us  for  consideration  and  the  Reference  Com- 
mittee recommends  that  this  be  referred  to  the  Execu- 
tive Council  in  joint  session  with  representatives  of  the 
above  mentioned  agencies  and  committees  for  further 
consideration. 

Is  there  any  discussion  of  this  proposal? 

Dr.  Glasson! 

PRESIDENT  GLASSON:  Ed  like  to  call  for  clarifi- 
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cation  for  the  benefit  of  my  successor.  Dr.  George  Gil- 
bert. Does  the  resolution  call  for  a  meeting  or  does  it 
call  for  action? 

I  interpret  this  to  call  for  an  actual  meeting. 

SPEAKER  DAVIS:  Dr.  Cosgrove.  can  you  answer 
that? 

DR.  COSGROVE:  The  intent  of  our  recommendation 
was  that  this  would  be  discussed  in  joint  session  with 
representatives  of  the  above  mentioned  agencies  and 
committees  and  then  decide  as  to  what  role  the  Medical 
Society  would  play  in  this  type  of  endeavor. 

SPEAKER  DAVIS:  Are  there  other  questions  or  dis- 
cussion? 

[No  response] 

If  not.  then  the  question  before  you  is  the  referral 
of  Resolution  No.  12  to  the  Executive  Council  and  other 
agencies  and  committees. 

Those  in  favor  of  this  recommendation  for  referral 
please  say  "aye";  those  opposed  "no." 

The  "ayes"  have  it  and  Resolution  No.  12  is  referred. 

Dr.  Cosgrove.  would  you.  or  someone  else  be  willing 
to  move  that  the  report  of  Reference  Committee  I  as 
amended  be  adopted? 

DR.  COSGROVE:  I  so  move. 

SPEAKER  DAVIS:  Is  there  a  second? 

DR.  HUGHES.  I  second  it. 

SPEAKER  DAVIS:  It  has  been  moved  and  seconded 
that  the  report  of  Reference  Committee  I.  as  amended, 
be  accepted. 

All  those  in  favor  please  say  "aye";  those  opposed 
"no." 

It  is  accepted. 

Dr.  Cosgrove.  may  I  on  behalf  of  this  House  express 
to  you  and  the  other  members  of  your  committee  our 
sincere  appreciation  for  the  very  difficult  and  well 
performed  job. 

I  Whereupon  Vice  Speaker  Carr  assumed  the 
Chair.] 

REFERENCE  COMMITTEE  II 

VICE  SPEAKER  CARR:  Gentlemen,  Members  of 
the  House  of  Delegates: 

It  now  becomes  my  duty  to  have  the  report  of  Ref- 
erence Committee  II,  if  Dr.  Jesse  Caldwell  and  his 
committee  will  come  to  the  front  and  you  will  address 
your  attention  to  the  contents  of  your  folder  and  the 
report  of  Reference  Committee  II. 

[Whereupon  Dr.  Jesse  B.  Caldwell.  Jr..  Chairman, 
and  Dr.  John  L.  McCain  and  Dr.  Oscar  L.  Sapp,  III, 
members,  came  forward  to  the  front  of  the  room]. 

DR.  CALDWELL  [Chairman.  Reference  Commit- 
tee II]: 

Thank  you.  Mr.  Speaker. 

Ladies  and  Gentlemen :  Let  me  present  the  other 
members  of  Reference  Committee  II. 

On  my  left  is  Dr.  John  L.  McCain  of  Wilson  and 
Dr.  Oscar  L.  Sapp,  III  from  Chapel  Hill. 

Your  Reference  Committee  II  held  open  hearings  for 
approximately  two-and-three-quarters  hours  in  the  Pine 
Room  of  The  Carolina  Hotel  yesterday. 

Attendance  was  very  good,  discussion  was  spirited, 
bipartisan  and  informative. 

The  committee  report  and  recommendations  are  as 
follows: 


REPORT  A 


Report  "A." 

Subject:  Annual  Budget  Estimates  for  1973. 

The  Chairman  presented  a  brief  resume  on  the  man- 
ner in  which  the  annual  budget  is  created  and  asked 
for  any  comment  from  the  floor.  There  was  none. 

The  committee  recommends  adoption  of  Report  "A." 

VICE  SPEAKER  CARR:  You  have  heard  the  report 
of  the  Reference  Committee.  Before  you  is  the  question 
of  adoption  of  Report  "A." 

All  in  favor  of  adoption  of  Report  "A"  please  say 
"aye";  opposed  "no." 

Hearing  none,  the  report  is  adopted. 

REPORT  D 

DR.  CALDWELL:  Report  "D." 

Subject:  Recommendation  from  the  Conference  on 
Access  to  Medical  Care. 

Your  Reference  Committee  heard  favorable  com- 
ments on  this  report  and  the  committee  recommends 
adoption  of  Report  "D." 

VICE  SPEAKER  CARR:  You  have  heard  the  recom- 
mendation of  the  committee. 

Is  there  any  discussion  of  the  recommendation? 

[No  response] 

If  not,  we'll  call  for  a  vote. 

All  in  favor  of  the  recommendation  and  Report  "D" 
will  please  say  "aye";  opposed  "no." 

The  report  is  adopted  as  presented. 

REPORT  H 

DR.  CALDWELL:  Report  "H." 

Subject:  Recommendations  of  the  Committee  on 
Scientific  Awards. 

Your  Reference  Committee  called  for  discussion  on 
this  matter.  There  was  none. 

The  committee  recommends  the  adoption  of  Report 
"H." 

VICE  SPEAKER  CARR:  Any  discussion  of  this  re- 
port? 

[No  response] 

All  in  favor  of  adoption  of  Report  "H"  please  say 
"aye";  opposed  "no." 

The  report  is  adopted. 

DR.  CALDWELL:  The  committee  recommended 
combining  three  items  of  similar  nature: 

REPORT  I 
RESOLUTION  NO.  5,  AND  RESOLUTION  NO.  7 

Report  I.  Subject:  North  Carolina  Medical  Peer  Re- 
view Foundation.  Inc. 

Resolution  No.  5.  Subject:  Professional  Standards  Re- 
view Organizations. 

Resolution  No.  7.  Subject:  Establishment  of  Profes- 
sional Standards  Review  Organization  in  Guilford 
County. 

In  order  to  expedite  action  of  the  House  of  Dele- 
gates, your  Reference  Committee  wishes  to  combine 
consideration  of  the  above  closely  related  subjects  in  one 
report. 

Now.  concerning  Resolution  No.  5.  your  Reference 
Committee  heard  speakers  in  support  of  the  resolution 
who  advised  that  adoption  of  this  resolution  would  be 
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our  last  chance  to  slow  down  socialized  medicine  and 
increased  governmental  control. 

It  was  mentioned  that  the  Professional  Standards  Re- 
view Organization  was  more  of  a  cost  accounting 
mechanism  than  one  to  increase  the  quality  of  medical 
care.  The  committee  was  advised  that  another  county 
had  also  considered  this  matter  and  was  against  PSRO. 

A  comment  concerning  the  action  of  the  Council  of 
Medical  Staffs  in  opposition  to  implementation  of  PSRO 
was  heard.  Also,  a  speaker  stated  that  by  participating 
in  PSRO  we  are  making  it  easy  for  the  government  to 
take  us  over. 

The  committee  was  urged  to  offer  a  substitute  resolu- 
tion which  would  support,  in  effect,  the  resolution  re- 
portedly adopted  recently  by  the  Tennessee  General  As- 
sembly, which  asked  Congress  to  abandon  the  PSRO 
mechanism.  We  were  asked  to  consider  support  of  a  re- 
ported suit  by  the  Association  of  American  Physicians 
and  Surgeons.  Inc..  which  is  challenging  PSRO's.  The 
committee  appreciated  the  above  comments  and  infor- 
mation and  gave  them  careful  consideration  in  its  de- 
liberations. 

A  number  of  speakers  were  heard  who  offered  ma- 
terial to  the  committee  in  support  of  organized  medi- 
cine^ participation  in  PSRO  and  its  implementation  in 
North  Carolina. 

We  were  advised  that  Section  249-F  of  the  new  Part 
"B"  of  Title  XI  of  the  Social  Security  Act  is  now  the 
"law  of  the  land." 

It  was  pointed  out  that  originally  the  AMA  opposed 
such  legislation,  but  after  it  was  enacted  into  law.  the 
AMA  was  taking  active  steps  to  implement  the  pro- 
visions in  a  manner  which  would  be  favorable  to  the 
medical  profession  in  its  assurance  of  quality  medical 
care. 

The  committee  was  advised  that  if  the  present  legis- 
lation was  not  implemented  by  the  medical  profession, 
there  was  a  likelihood  that  others  would  do  it  in  their 
stead. 

It  was  pointed  out  that  if  implementation  of  this  law 
is  not  successful,  the  imposition  of  the  Kennedy-type 
health  legislation  would  be  the  likely  alternative.  Also, 
the  loint  Commission  on  Accreditation  of  Hospitals  is 
using  the  regulations  anticipated  in  this  legislation  as  the 
standard  in  their  accreditation  of  hospitals  as  pointed 
out  in  the  TAP  institutes  being  held  across  the  country 
and  that  participation  would  be  a  requirement  for  fund- 
ing for  health  services  for  Medicare  and  Medicaid. 

The  committee  was  aware  that  haphazard  formation 
of  PSRO's  across  the  state  might  result  in  area  gaps  of 
service  and  possibly  some  areas  that  needed  it  most 
would  be  the  last  to  have  PSRO's  formed. 

The  committee  identified  a  strong  need  for  the  coordi- 
nation of  the  formation  of  such  groups  in  the  state. 
Nevertheless,  the  resolution  from  Guilford  County 
Medical  Society  is  appropriate  under  the  law  and  they 
do  request  to  be  included  in   the  state's  overall  plan. 


REPORT  I 

Consequently,  your  Reference  Committee  II  recom- 
mends adoption  of  Report  I. 

VICE  SPEAKER  CARR:  We  will  now  take  action 
on  Report  I.  Is  there  any  discussion  of  the  recommen- 
dation or  of  the  Report  "I"? 

[No  response] 

If  not,  all  those  in  favor  of  adoption  of  Report  "I" 


will  please  signify  by  saying  "aye";  all  opposed  "no." 
[There  was  one  dissenting  vote.] 
The  "ayes"  have  it  and  Report  I  is  adopted. 

RESOLUTION  NO.  5 

DR.  CALDWELL:  The  committee  recommends  re- 
jection of  Resolution  No.  5. 

VICE  SPEAKER  CARR:  You  have  heard  the  recom- 
mendation of  the  Reference  Committee  on  Resolution 
No.  5  recommending  its  rejection. 

Resolution  No.  5  is  before  you  for  discussion. 

DR.  LLOYD  W.  BAILEY  [Edgecombe  County]: 
I'm  Lloyd  Bailey  from  Rocky  Mount,  Edgecombe- 
Nash  County  Medical  Society! 

Mr.  Vice  Speaker,  Fellow  Delegates: 

Throughout  recorded  history,  the  story  of  mankind 
has  been  the  story  of  his  fight  for  freedom  from  big 
government. 

In  1776  a  new  era  of  freedom  unprecedented  in  his- 
tory was  born.  We,  in  this  room,  are  all  fortunate  enough 
to  have  inherited  the  liberties  that  were  afforded  to  us 
by  the  sacrifice  of  our  forefathers. 

What  have  we  done  to  pass  these  on  to  our  descend- 
ants? 

With  that  question,  we  still  have  the  best  form  of  the 
highest  quality  of  medical  care  in  the  world.  I  might 
also  add  this  was  developed  without  the  interference 
and  controls  of  government. 

We're  at  war  and  we  might  as  well  face  it! 

We  know  that  the  socialists  who  are  in  control  of  our 
government  behind  the  scenes  are  determined  to  so- 
cialize us  and  they  have  done  this  gradually  by  design. 

We  have  stood  by  while  they  have  woven  the  threads 
of  control  over  us  and  we  have  fought  a  defensive  battle 
and  we  have  lost  at  every  turn.  They  have  done  this 
gradually  in  order  not  to  alarm  us  to  the  point  of  action 
and  it  appears  that  we  have  just  about  reached  that 
point. 

We,  more  than  anyone  else,  as  physicians  should 
know  good  from  bad  medicine.  Who  else  can  determine 
good  from  bad  medicine  if  we  can't? 

When  we  see  that  something  the  government  or  any 
organization  is  about  to  do  is  going  to  decrease  the 
quality  of  medical  care,  and  this  is  absolutely  inevitable 
under  this  bill,  it  is  our  duty  to  stand  and  fight  no  mat- 
ter what. 

We  must  draw  a  line  beyond  which  we  will  not  go 
and  defend  what  we  know  to  be  right. 

We  heard  a  somewhat  impassioned  plea  in  here  Sun- 
day by  the  very  able  President  of  the  Ladies'  Auxiliary, 
to  this  Society,  from  one  who  has  seen  what  happens 
when  free  medicine  is  socialized.  She  begged  us  to  please 
do  what  we  can  to  stop  it  and  it  is  our  duty  to  try  to  do 
so  insofar  as  we  are  able. 

We.  with  this  resolution,  advocate  that  we  not  help 
the  socialists  with  their  plans.  We're  not  advocating 
going  to  jail.  I  don't  want  to  go  to  jail  any  more  than 
anyone  else  in  this  room. 

We're  not  advocating  defying  hospital  regulations  and 
rules.  We're  simply  advocating  that  we  do  not  imple- 
ment this  program  and  make  it  easier  for  our  enemies. 
They  are  definitely  our  enemies  as  all  of  you  know  in 
this  room.  Why  help  them? 

We  form  committees.  They  come  in  and  take  them 
over  from  the  top  and  control  it. 

When  we  set  the  mechanism  up  it  makes  it  much. 
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much  easier  for  them  to  come  in  and  take  it  over. 

Yesterday,  in  the  Reference  Committee,  it  was  sug- 
gested that  if  we  go  ahead  and  organize  things  like  this 
that  we  will  have  local  control  that  we  will  be  able  to 
determine  our  own  destiny. 

Can  anyone  in  this  room  cite  for  me  a  single  school 
board  in  the  United  States  which  has  not  had  the  indi- 
vidual close  scrutiny  of  '"Big  Brother"  in  HEW? 

Well,  this  should  be  a  lesson  to  us.  If  we  don't  stand 
and  fight,  they  will  control  us  from  the  top.  That's  the 
way  they  always  do,  they  impose  controls  from  the  top 
down. 

These  people  know  what  they're  doing.  They've  been 
at  it  for  years  and  years  and  we  should  by  now  have 
learned  a  good  lesson. 

We  continue  to  lose.  We  fight  defensive  battles. 

The  best  defensive  basketball  team  on  the  face  of  the 
earth  is  bound  to  lose  if  the  opponent  scores  one  goal 
and  that  best  defensive  team  has  no  offense,  they  still 
lose  and  this  is  the  way  we  are! 

If  we  don't  stand  up  and  fight  for  what  we  know  is 
best,  then  we  deserve  inferiority  and  that's  what  we  will 
get. 

The  PSRO  bill  came  up  because  of  the  cost  situation 
and,  naturally,  when  the  government  is  paying  money 
they  are  obligated  to  see  that  the  money  is  spent  wisely 
and  efficiently. 

Well,  they  have  been  using  this  in  a  way  which  will 
trap  the  medical  profession  and  will  make  us  look  bad. 
They  group  all  of  us  together  under  the  term  of  health 
care.  That  includes  physicians'  fees,  hospital  bills,  drug 
bills  and  what  have  you. 

Well,  we  could  strongly  influence  our  own  charges 
to  patients,  but  we  have  no  control  over  hospital  bills 
and  drug  bills  and  other  things,  or  the  built-in  increases 
in  costs  which  the  federal  government  itself  may  require 
from  time  to  time,  such  as  increasing  the  minimum 
wage  that  increases  the  hospital  bills,  their  main  hospi- 
tal requirements  which  run  up  the  cost  of  patient  care. 

For  example,  at  our  hospital  at  home  if  the  patient 
goes  in  for  a  cataract  operation,  he  has  to  have  a  chest 
x-ray,  SMA-12  and  other  tests  even  though  he  had  the 
same  things  before  in  the  office  of  his  internist  and 
that  just  doesn't  make  sense. 

So.  these  are  things  that  we  have  no  control  over  so 
obviously  the  plan  is  doomed  to  failure  and  if  we  are 
the  ones  who  are  sitting  at  the  controls,  we  are  the  ones 
who  will  be  blamed. 

Now,  this  they  know  in  Washington.  They've  already 
said  as  much,  so  if  we  absolutely  refuse  to  have  any- 
thing to  do  with  direction  of  it,  the  program  will  natur- 
ally go  on.  obviously  much  more  slowly  because  they 
couldn't  run  it  without  a  lot  more  trouble  than  the  medi- 
cal profession  probably,  but  at  least  we  won't  be  blamed. 

This  is  a  bad  law  and  just  as  if  you  walk  in  dirt, 
you  get  dirt  on  you,  if  you  tamper  with  something 
like  this,  you  end  up  the  loser. 

If  we  cooperate  with  this,  we  will  not  be  conquered, 
we  will  be  helping  to  administer  a  death  blow  to  the 
free  enterprise  high  quality  medical  care  which  we  have 
all  seen  in  this  countr,  today. 

The  legislature  in  Tennessee  has  requested  congress 
to  repeal  the  measure. 

The  States  of  Louisiana  and  Nebraska  have  done 
what  I'm  asking  you  to  do  here  today. 

The  State  of  Oklahoma  has  taken  a  somewhat  similar 


stand,  although  not  exactly  the  same. 

The  Association  of  American  Physicians  and  Sur- 
geons has  instituted  suit  by  a  very  reputable  law  firm  in 
Chicago  to  have  this  law  declared  unconstitutional. 

Finally,  all  that  is  necessary  for  evil  to  prevail  is  for 
good  men  to  sit  and  do  nothing. 

Churchill  once  said  something  to  this  effect: 

It  is  better  to  stand  and  fight  with  your  back  to  the 
wall  while  there's  a  chance  of  victory  than  wait  and 
fight  to  your  death  without  a  chance  of  victory  be- 
cause death  would  be  better  than  living  under  the 
conditions  which  would  prevail  otherwise  if  you  live. 
I  urge  you  to  take  a  firm  stand  on  what  we  know  to 
be  right  and  support  this  resolution. 

DR.  RALPH  V.  KIDD  [Mecklenburg  County]: 
Ralph  K.idd  of  Mecklenburg  County  speaking  in  favor 
of  Resolution  No.  5. 

It's  very  interesting  to  hear  Dr.  Gamble  speak  about 
the  Kennedy-Griffiths  bill  probably  will  be  the  law  in 
the  future. 

So  I  do  not  feel  that  we  will  make  it  easy  for  this 
man  to  socialize  American  medicine  in  implementing 
this  PSRO  legislation  at  this  time.  I  feel  that  we  should 
not  comply  with  this  law  but  should  do  everything  to 
fight  for  repeal  of  it. 

It  has  been  stated  by  most  of  the  proponents  in  the 
Reference  Committee  yesterday,  most  proponents  of  this 
legislation,  that  with  PSRO  the  control  of  medicine  will 
rest  with  the  physician. 

I  would  just  like  to  remind  you  that  the  final  authority 
over  PSRO  is  not  the  local,  state  or  national  chapter 
but  the  Secretary  of  HEW. 

Since  we  have  had  many  voluntary  review  organiza- 
tions within  the  hospitals  and  within  our  Society,  I  do 
not  think  the  bureaucrats  will  allow  us  to  continue  this 
control  with  PSRO. 

So  if  we're  going  to  be  legislated  from  a  profes- 
sion to  a  created  PSRO  route,  if  organized  medicine 
fails  to  grasp  this  concept,  then  I  feel  that  you  will  see 
more  and  more  physicians'  collective  bargaining  groups 
throughout  this  nation  and  in  this  state  which  in  itself 
will  do  considerable  irreparable  harm  to  medicine. 

DR.   BEDDINGFIELD:    Beddingfield   from   Wilson. 
Very   briefly.    Mr.    Vice    Speaker,    these    comments. 
In    his    remarks.    Dr.    Bailey    repeatedly   referred   to 
PSRO  as  a  bill.  It  is  no  longer  a  bill.  It's  a  law. 

So  this  is  not  a  subject  of  debate.  It's  here  and  now. 
Under  the  provisions  of  this  law  and  of  the  require- 
ments for  organizations  such  as  local  PSRO's,  or  North 
Carolina  Medical  Peer  Review  Foundation,  no  doctor 
is  forced  to  join,  no  designated  geographic  area  has  to 
establish  a  PSRO.  no  one  is  forced  to  seek  membership 
in  North  Carolina  Medical  Peer  Review  Foundation. 
It's  voluntary,  it  must  be. 

So  the  individual  option  and  area  option  will  still 
be  preserved. 

I  do  not  like  PSRO  as  I  indicated  in  my  remarks  on 
Sunday.  It  is  a  law.  It  is  a  fact  that  most  of  the  main- 
stream medical  thinking  in  this  country  is  that  this  is  the 
last  opportunity  for  medicine  to  really  engage  in  mean- 
ingful peer  review  and  to  help  shape  its  own  destiny. 
Finally.  I  do  not  believe  for  one  moment  that  Sena- 
tor Bennett,  who  incidentally  is  a  conservative  republi- 
can from  the  State  of  Utah,  is  socialist  or  subversive,  nor 
do  I  believe  the  majority  of  the  80-plus  members  of  the 
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United  States  Senate  who  voted  for  this  are  either  sub- 
versive or  socialists. 

DR.  MONTGOMERY:  Montgomery  of  Buncombe 
County! 

I  feel  this  is  a  very  significant  resolution.  1  feel  it 
should  be  rejected  at  this  time. 

We  have  a  little  problem  in  Western  North  Carolina. 
We  don't  have  a  medical  school  for  approximately  150 
miles  in  our  area.  We're  usually  the  last  ones  to  get  the 
word  out  to  our  county  societies  and  have  the  committee 
on  PSRO  and  HMO  to  try  to  get  some  input  into  our 
Society.  We  also  bend  the  ear  of  our  President-elect 
every  time  he  goes  to  a  meeting  in  Cincinnati  or  Chi- 
cago or  on  the  state  level  to  try  to  find  out  what  is  a 
PSRO  and  I  must  say  at  this  point  in  our  part  of  the 
state  we  don't  understand  PSRO  and  I  think  it's  ap- 
propriate to  reject  this  resolution  at  this  time  until  there 
are  more  specifics. 

I  don't  think  Charlie  Edwards  or  his  friend.  Dr. 
Bauer,  even  know  what  exactly  PSRO  will  be  to  West- 
ern North  Carolina  and  therefore  I  would  stand  in  favor 
of  rejection  of  this  resolution  at  this  time. 

VICE  SPEAKER  CARR:  Thank  you.  sir. 

Are  you  standing  at  four? 

DR.  HALL:  John  Hall  of  Guilford  County! 

I  believe  Ed  Beddingfield  said  it  all  and  I  favor  the 
rejection  of  the  resolution. 

Is  there  any  further  discussion  on  Resolution  No. 
5? 

[No  response] 

All  those  in  favor  of  Resolution  No.  5  please  say 
"aye";  opposed  to  Resolution  No.  5  say  "no." 

The  Chair  rules  the  "noes"  have  it  and  the  resolution 
is  defeated. 

RESOLUTION  NO.  7 

DR.  CALDWELL:  We  go  next  to  Resolution  No.  7 
from  Guilford  County  Medical  Society  on  the  estab- 
lishment of  PSRO  in  Guilford  County  and  if  you  recall 
our  committee  held  a  hearing  on  that  and  we  recom- 
mend adoption  of  Resolution  No.  7. 

VICE  SPEAKER  CARR:  You  have  heard  the  recom- 
mendation of  the  committee 

Any  discussion  of  Resolution  No.  7? 

[No  response] 

All  in  favor  of  Resolution  No.  7  will  please  vote  by 
saying  "aye";  opposed  "no." 

Resolution  No.  7  carried. 

REPORT  J 

DR.  CALDWELL:  Report  "J." 

Subject:  Reserve  Fund. 

Your  Reference  Committee  heard  supportive  com- 
ments in  favor  of  Report  "J"  that  such  a  reserve  fund 
would  be  in  keeping  with  sound  business  practice. 

Your  committee  recommends  adoption  of  Report 
"J." 

VICE  SPEAKER  CARR:  Any  discussion? 

[No  response] 

All  in  favor  of  Report  "J"  please  say  "aye";  all  op- 
posed "no." 

Report  "J"  is  adopted. 

REPORT  M 

DR.  CALDWELL:  Report  "M." 

Subject:   Donation  of  Human  Tissue  for  Transplan- 


tation— Statement  of  Policy,  North  Carolina  Medical 
Society  and  North  Carolina  Hospital  Association. 

A  number  of  members  made  statements  in  support 
of  this  report  and  pointed  out  ways  in  which  this 
mechanism  could  be  implemented.  It  was  observed  that 
the  report  contains  five  recommendations,  but  does  not 
include  a  specific  recommendation  for  authority  to  im- 
plement them. 

The  committee  was  given  a  specimen  of  the  Uniform 
Donor  Card  which  is  considered  a  "mini-will"  and  it  is 
said  to  be  a  legal  document  under  the  Uniform  Ana- 
tomical Gift  Act  or  similar  laws. 

The  committee  recommends  adoption  of  Report  "M." 

VICE  SPEAKER  CARR:  Any  discussion  on  the  Re- 
port  "M"  or  the  recommendation   of  the   committee? 

[No  response] 

If  not.  all  those  in  favor  of  adoption  of  Report  "M" 
will  please  say  "aye";  opposed  "no." 

Report  "M"  is  adopted. 

RESOLUTION  NO.  3 

DR.  CALDWELL:  We  go  now  to  Resolution  No. 
3. 

Subject:  Salary  for  the  President  of  the  North  Caro- 
lina Medical  Society. 

The  committee  heard  statements  from  representatives 
of  Pitt  County  in  support  of  this  resolution.  A  number 
of  other  members  made  statements  which  indicated  that 
some  increase  in  financial  relief  for  the  President  of  the 
Society  should  be  made.  However,  there  was  no  uni- 
form agreement  on  just  how  this  should  be  accom- 
plished. 

One  of  the  objections  to  the  resolution  was  that  the 
President  would  become  an  employee  of  the  Society  if 
he  were  salaried.  Others  mentioned  that  compensation 
should  not  be  an  amount  to  fully  compensate  a  mem- 
ber for  his  loss  while  serving  as  President.  Other  com- 
plicating aspects  such  as  state  and  federal  withholding 
taxes.  FICA.  unemployment  tax.  fringe  benefits,  etce- 
tera, were  also  mentioned. 

Some  stated  that  they  were  against  the  resolution  be- 
cause in  the  past  many  officers,  committee  chairmen, 
committee  members  and  others  have  made  financial 
sacrifices  to  serve  the  Society. 

Statements  from  two  past  presidents  were  heard  and 
much  weight  was  given  to  them. 

The  committee  supports  the  whereases  in  the  resolu- 
tion   but   submits    the    following   substitute    resolution: 

Beit. 

RESOLVED,  that  a  method  be  made  to  increase  the 
allowances  for  the  President  of  the  Society,  and  be  it 
further. 

RESOLVED,  that  this  matter  be  referred  to  an  ap- 
propriate   committee    for    study    and    recommendation. 

VICE  SPEAKER  CARR:  You  have  heard  the  report 
of  the  committee  to  amend  by  substitution  Resolution 
No.  3.  The  amendment  is  open  for  discussion,  which 
means  the  substitute  motion. 

DR.  R.  L.  WEST  [Pitt  County]:  West  from  Pitt 
County! 

I  would  like  to  express  on  behalf  of  our  delegation 
our  appreciation  for  all  the  comments  that  have  been 
made  about  our  resolution. 

Our  delegation  finds  no  objection  to  the  proposed 
substitute  resolution  but  we  do  have  one  request  and 
that  this  issue  remain  a  viable  issue  and  not  be  buried 
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in  whatever  committee,  presumably  the  finance  com- 
mittee, to  which  it  is  referred. 

VICE  SPEAKER  CARR:  Dr.  Glasson  has  asked  for 
the  floor. 

PRESIDENT  GLASSON:  Mr.  Speaker.  I  have  the 
same  concern  about  this. 

I  think  that  the  general  tenor  of  the  Reference  Com- 
mittee recommendation  I  agree  with,  but  I  am  pleased 
that  the  resolve  leaves  it  a  little  bit  up  in  the  air  as  to 
just  how  it's  to  be  implemented  and  I  would  move  that 
this  final  resolve  as  recommended  by  the  Reference 
Committee  be  amended  as  follows: 

So  that  it  will  read: 

Be  it  further. 

RESOLVED,  that  this  matter  be  referred  to  an  ad 
hoc  committee  appointed  by  the  President  for  study  and 
recommendation. 

VICE  SPEAKER  CARR:  You  have  heard  the  sug- 
gested amendment  to  the  amendment.  Is  there  a  second 
to  this? 

[  Whereupon  the  motion  was  seconded  from  the 
floor.] 

It  has  been  moved  and  seconded. 

Is  there  any  further  discussion? 

(After  brief  discussion  and  questions  about  the 
amendment,  the  suggestion  was  made  that  it  might  be 
more  appropriate  for  the  outgoing  President  to  appoint 
the  ad  hoc  Committee.  President  Glasson  indicated  he 
would  do  so. ) 

VICE  SPEAKER  CARR:  We'll  now  vote  on  the  sub- 
stitute amendment  as  amended. 

Any  further  discussion? 

[No  response] 

All  those  in  favor  of  the  substitute  amendment  as 
amended,  please  say  "aye";  opposed  "no." 

The  "ayes"  have  it  and  the  substitute  amendment 
as  amended  is  adopted. 

Dr.  Caldwell! 

CONSTITUTION  AND  BYLAWS 

DR.  CALDWELL:  Ladies  and  gentlemen,  the  last 
item  we  have  is  a  report  of  the  Committee  on  Con- 
stitution and  Bylaws. 

The  committee  submitted  two  items  which  you  have 
on  your  yellow  sheet  as  proposed  changes. 

The  Reference  Committee  heard  speakers  in  favor  of 
these  proposed  changes. 

The  first  one  has  to  do  with  student  membership  in 
the  Society.  The  first  sentence  reads  as  follows: 

Any  student  who  is  regularly  enrolled  as  a  candidate 
for  the  degree  of  Doctor  of  Medicine  in  a  school  in  the 
State  of  North  Carolina  shall  be  eligible  for  student 
membership. 

VICE  SPEAKER  CARR:  This,  gentlemen,  consti- 
tutes a  suggestion  for  change  in  the  Constitution  which 
must  be  accepted  by  the  House  and  then  any  action 
deferred  for  one  year. 

The  Reference  Committee  recommends — do  you.  Dr. 
Caldwell — acceptance  of  this  proposed  constitutional 
change. 

Is  there  any  discussion  of  this  at  this  time? 

[No  response] 

All  those  in  favor  then  will  please  say  "aye";  those 
opposed  "no." 

Hearing  no  "noes"  it  is  accepted  and  it  will  be  acted 
on  finally  at  the  first  session  next  year. 


DR.   CALDWELL:    The  second  part  of  the  report  *»i;:; 


has  to  do  with  the  Bylaws  and  it  is  proposed  to  delete 
the  Committee  on  Negotiations  as  a  standing  committee 
from  the  bylaws  of  the  North  Carolina  Medical  Society 
and  the  committee  recommends  adoption  of  this  report. 

VICE  PSEAKER  CARR:  This  is  a  bylaw  change 
requiring  a  simple  majority  for  action  and  can  be  en- 
acted at  this  time. 

Is  there  any  discussion  of  this? 

[No  response] 

If  not,  all  those  in  favor  of  this  change  in  the  Bylaws 
please  say  "aye";  opposed  "no." 

The  "ayes"  have  it  and  the  bylaw  change  is  ratified 
and  accepted  for  adoption. 

Do  I  hear  a  motion  that,  with  thanks,  the  report  of 
Reference  Committee  II  be  accepted  as  amended? 

[Whereupon  the  motion  was  made  and  seconded 
from  the  floor.] 

Any  discussion? 

[No  response] 

All  in  favor  say  "aye";  opposed  "no." 

The  report  is  adopted.  We  thank  you.  Dr.  Caldwell, 
and  your  committee. 

[Applause] 

SPEAKER  DAVIS:  Dr.  Glasson,  even  in  the  waning 
moments  of  his  administration,  acts  with  dispatch  and 
he  is  ready  to  announce  his  committee. 

AD  HOC  COMMITTEE  ON  SALARY  FOR 
THE  PRESIDENT 

PRESIDENT  GLASSON:  Thank  you,  Mr.  Speaker. 

I  would  like  to  appoint  the  following  ad  hoc  com- 
mittee to  implement  the  resolution  which  you  have  just 
passed  with  regard  to  a  proposed  salary  for  the  Presi- 
dent of  the  Medical  Society. 

I'd  like  to  appoint  as  Chairman,  Dr.  George  Paschal, 
and  as  members  of  the  committee.  Dr.  Ed  Bedding- 
field,  Dr.   Louis  Shaffner  and  Dr.  Tilghman  Herring. 

SPEAKER  DAVIS:  I  now  recognize  Dr.  John  Wat- 
son. Chairman  of  the  Reference  Committee  on  the  Presi- 
dent's Addresses. 

REFERENCE  COMMITTEE  ON 
PRESIDENTS  ADDRESSES 

DR.  JOHN  W.  WATSON  [Chairman.  Reference 
Committee  on  the  President's  Addresses] :  Mr. 
Speaker,  my  fellow  committee  members  were  Dr.  John 
Hall  of  Guilford  County,  and  Dr.  William  Raby  of 
Charlotte. 

Our  committee  has  reviewed  the  addresses  of  Presi- 
dent John  Glasson.  We  found  his  comments  to  be  pru- 
dent and  helpful  in  his  assessment  of  medical  practice 
today. 

The  combination  of  his  address  on  Sunday.  May  20, 
in  association  with  the  film  symbolizing  the  mighty  oak 
was  most  effective. 

Concerning  his  address  to  the  opening  General  Ses- 
sion on  Monday,  May  21,  the  committee  feels  his  em- 
phasis on  the  importance  of  making  proper  comparisons 
between  health  care  systems  is  worth  recognition  and 
particularly  the  committee  recommends  that  spokesmen 
for  organized  medicine  alert  their  audiences  to  the  fact 
that  comparisons  of  infant  mortality  and  longevity  and 
other  parameters  between  nations  or  even  between  states 
of  this   country  correlate  more   dramatically   with   the 
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'  genetic  characteristics  of  the  populations  compared  than 
with  the  health  care  systems  involved. 

We  heartily  commend  our  President  for  his  efforts 
to  educate  and  inform  our  Society  and  our  state  regard- 
ing the  problems  of  health  care. 

Therefore.  I  move  that  the  House  of  Delegates  com- 
mend and  endorse  the  President's  addresses. 

SPEAKER  DAVIS:  You  have  heard  the  Reference 
Committee's  motion  that  the  House  commend  and  en- 
dorse the  President's  addresses. 

Is  there  any  discussion? 

[No  response] 

If  not.  those  favoring  adoption  of  this  please  say 
"aye";  opposed  "no." 

The  report  is  accepted.  The  President  is  commended. 

[Applause] 

NEW  BUSINESS 

The  House  is  now  ready  for  New  Business. 

Is  there  such? 

DR.  WELTON:  From  Mecklenburg! 

I  don't  think  this  is  New  Business.  It  may  be  Un- 
finished, but  I  request  permission  of  the  Speaker  to 
discuss  a  matter  which  came  before  this  House  during 
its  previous  session  that  dealt  with  an  action  of  the  Ex- 
ecutive Council.  I  want  to  stress  at  the  beginning  that 
there's  absolutely  nothing  personal  about  this.  I  want  to 
clarify  a  procedural  matter  and  also  the  status  of  the 
Council. 

As  a  former  member  of  the  Executive  Council.  I  know 
it  to  be  a  sincere,  hard  working,  conscientious  group 
which  receives  little  recognition  for  its  endeavors. 

Therefore.  I  believe  it  is  entitled  to  be  defended  in 
its  handling  of  the  resolution  directed  to  it  on  May  6th 
by  the  Wilson  County  group. 

SPEAKER  DAVIS:  Dr.  Welton.  let  me  ask  you,  is 
this  a  resolution  or  is  this  just  a  statement  you  would 
like  to  give  to  the  House? 

DR.  WELTON :  I  intend  to  make  a  motion,  in  an  at- 
tempt to  correct  the  record,  sir. 

SPEAKER  DAVIS:  Dr.  Welton,  then,  is  asking  per- 
mission of  the  House  to  introduce  a  resolution  which 
has  not  fulfilled  the  requirements  of  thirty  days  prior  to 
our  meeting.  This  is  in  order  upon  two-thirds  vote  of 
the  House. 

Dr.  Welton  is  moving  that  the  House  move  to  allow 
this  resolution  to  be  considered.  Is  there  a  second? 

DR.  KOONCE:  I  second  the  motion. 

SPEAKER  DAVIS:  Is  there  any  discussion  of  the 
motion  to  allow  this  resolution  to  be  considered? 

[No  response] 

Hearing  none,  we  will  vote. 

Those  in  favor  of  accepting  this  for  consideration 
please  say  "aye";  those  opposed  "no." 

[There  were  several  dissenting  votes.] 

It  appears  that  two-thirds  of  the  House  are  in  agree- 
ment and  if  there's  no  call  for  a  further  count.  Dr. 
Welton,  we  will  consider  your  resolution. 

DR.  WELTON:  It  was  stated  I  think  and  I  certainly 
stand  subject  to  correction,  that  the  proposers  of  this 
resolution  had  "touched  all  bases"  and  that  it  must 
therefore  be  referred  to  the  House  of  Delegates. 

The  phrase  "touched  all  bases"  is  usually  understood 
to  mean  that  it  had  been  voted  on  officially  by  the 
county  society  approving  it  and  they  had  voted  in  favor. 
I  have  been  informed  that  such  was  not  the  case. 

It  was  also  stated,  I  believe,  that  such  a  resolution 


having  "touched  all  bases"  even  though  addressed  to  the 
Council  rather  than  the  House,  and  received  by  the 
Council  becomes  immediately  the  property  of  the  House 
of  Delegates. 

I  have  attempted  to  verify  this  in  our  constitution 
and  I  can  find  nothing  in  the  constitution  that  puts  it  in 
those  words. 

I  have  conferred  with  the  Chairman  of  our  Committee 
on   Constitution    and    Bylaws   and   he   agrees   with   me. 

I  also  looked  the  matter  up  in  Sturgis  and  I  could  find 
nothing  there,  with  such  wording. 

It  is  true  that  the  Council  is  required  to  report  to 
the  House  of  Delegates  on  its  actions  and  it  did  so,  so 
in  view  of  these  facts.  I  move,  Mr.  Speaker,  that  our 
record  show  that  in  the  case  of  the  original  Wilson 
County  resolution  pertaining  to  the  practicing  physician 
being  represented  on  specialty  boards,  the  Executive 
Council  did.  in  fact,  act  properly  and  within  its  con- 
stitutional rights. 

SPEAKER  DAVIS:  Dr.  Welton,  may  we  have  a  copy 
of  that,  please. 

Is  there  a  second  to  Dr.  Welton's  motion? 

DR.  KOONCE:  Second  the  motion. 

SPEAKER  DAVIS:  This  matter  then  and  I  think 
all  of  you  heard  it  is  open  for  discussion. 

DR.  BEDDINGFIELD:  As  a  person  in  this  room 
who  has  served  longer  on  the  Executive  Council  than 
anybody  else  here.  I  certainly  wouldn't  want  to  do  any- 
thing to  defame  its  name,  nor  Dr.  Welton's. 

I  would  rise  to  support  his  resolution. 

I  would  offer  one  minor  correction  in  the  wealth  of 
information  that  Dr.  Welton  has  accumulated  on  this 
issue,  the  resolution  was  read  in  its  entirety,  was  voted 
on  at  a  legally  constituted  meeting  of  Wilson  County 
Medical  Society  and  passed  without  dissent.  That  is  a 
matter  of  record. 

SPEAKER  DAVIS:  Is  there  further  discussion? 

[No  response] 

Do  you  understand  the  motion? 

[No  response] 

If  there's  no  call  for  a  reading,  we  will  move  to  a 
vote. 

Those  in  favor  of  this  resolution  please  say  "aye"; 
those  opposed  "no." 

The  resolution  is  adopted. 

Is  there  further  New  Business? 

EMERGENCY  RESOLUTION 

DR.  BEDDINGFIELD:  Mr.  Speaker.  I  ask  permis- 
sion to  introduce  a  late  and  emergency  resolution. 

In  Washington  last  Friday  night,  the  AMA  was 
handed  an  advance  copy  of  an  intermediary  letter  di- 
rected to  its  Part  "A"  and  Part  "B"  intermediaries  un- 
der the  Medicare  law. 

The  intent  was  expressed  at  HEW  that  this  inter- 
mediary letter  would  be  mailed  out  within  the  next  ten 
days  to  the  various  intermediary  installations  across  the 
country  and  that  certain  major  health  organizations  in- 
cluding the  AMA.  and  American  Hospital  Association, 
were  allowed  to  see  a  copy. 

SPEAKER  DAVIS:  Excuse  me  just  a  minute.  Dr. 
Beddingfield.  This  is  to  become  a  resolution  if  con- 
sidered? 

DR.  BEDDINGFIELD:  I  have  to  describe  this  be- 
cause this  resolution  doesn't  have  a  title,  but  if  I  could 
in  one  sentence  give  you  the  substance. 
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SPEAKER  DAVIS:  That's  right,  I  was  afraid  you 
were  discussing  it. 

DR.  BEDDINGFIELD:  This  intermediary  letter,  if 
implemented,  would,  in  effect,  require  hospitals  to  im- 
plement a  PSRO  type  mechanism  by  July  1  of  this  year, 
or  face  loss  of  accreditation  of  the  hospital's  participa- 
tion in  Medicare. 

It  is  being  done  on  the  basis  of  the  old  Medicare  law, 
not  on  the  basis  of  the  PSRO  law  and  the  people 
across  the  country  who  have  just  learned  about  this  are 
up  in  arms  about  it.  We're  addressing  a  resolution  for 
consideration  of  the  House  asking  that  in  view  of  the 
fact  that  congress  enacted  PSRO,  not  to  thrust  it  upon 
us  by  July  1. 

SPEAKER  DAVIS:  Dr.  Beddingfield  is  asking  per- 
mission of  the  House  to  introduce  a  resolution  con- 
cerning some  urgent  matters  related  to  PSRO. 

Is  there  a  motion  that  this  be  accepted  for  consid- 
eration? 

[Whereupon  the  motion  was  severally  made  and 
seconded  from  the  floor.] 

Any  further  discussion? 

[No  response] 

If   not,   those   favoring  say   "aye";  opposed   "no." 

The  motion  carries  and  the  House  will  now  consider 
this  resolution.  Dr.  Beddingfield. 

DR.  BEDDINGFIELD:  Thank  you,  Mr.  Speaker. 
Thank  you.  Members  of  the  House. 

The  resolution  is  entitled: 

Subject:  Department  of  Health,  Education  and  Wel- 
fare, Social  Security  Administration. 

Regarding  Part  "A"  Intermediary  Letter  No.  73-12. 

Part  "B"  Intermediary  Letter  No.  73-10. 

WHEREAS,  with  the  enactment  of  Public  Law  92- 
603,  Section  249-F,  Congress  has  mandated  the  estab- 
lishment of  Professional  Standards  Review  Organiza- 
tions (PSRO),  "in  order  to  promote  the  effective,  ef- 
ficient and  economical  delivery  of  health  care  services 
of  proper  quality  for  which  payment  may  be  made  .  .  . 
and  in  recognition  of  the  interests  of  patients,  the  public, 
practitioners  and  providers  of  health  care  services," 
enacted  a  clear-cut  and  orderly  timetable  for  the  estab- 
lishment of  such  area  review  organizations,  and 

WHEREAS,  the  North  Carolina  Medical  Society  has 
made  every  effort  to  encourage  and  assist  its  members 
in  complying  with  the  spirit  and  the  letter  of  this  law, 
and 

WHEREAS,  to  this  date,  the  Secretary  has  not  an- 
nounced the  designated  PSRO  areas,  the  criteria  for 
designation  as  a  PSRO,  nor  any  of  the  detailed  guide- 
lines and/or  regulations  that  will  be  necessary  for  the 
implementation  of  this  program,  and 

WHEREAS,  statutory  requirements  on  PSRO  func- 
tion require  pre-admission  certification  and  application 
of  norms  to  establish  appropriateness  of  length  of  stay, 
and 

WHEREAS,  the  development  of  these  techniques  will 
require  considerable  ' \ooling  up"  on  the  part  of  hospi- 
tal medical  staffs,  including  recruitment  and  training  of 
new  clerical  personnel,  training  of  physicians  serving  on 
utilization  review  committees,  additional  application  of 
computer  techniques,  etcetera,  and 

WHEREAS,    in    the    statutory    provisions    of   Public 


Law  92-602.  Congress  provided  an  adequate  timetable 
for  this  necessary  "tooling  up"  process,  and 

WHEREAS,  in  the  Intermediary  letters  referred  to 
above,  the  Social  Security  Administration  appears  to 
have  flagrantly  violated  Congressional  intent  by  sum- 
marily mandating  the  almost-immediate  (by  July  1, 
1973)  implementation,  via  the  existing  hospital  utiliza- 
tion review  structure  and  the  Part  "A"  and  Part  "B" 
intermediaries,  under  threat  of  penalty  including  termi- 
nation of  hospitals  participation  for  failure  to  comply, 
and 

WHEREAS,  it  is  the  feeling  of  the  North  Carolina 
Medical  Society  that  this  action  of  the  Bureau  of 
Health  Insurance  amounts  to  the  immediate  establish- 
ment of  a  lay-controlled,  intermediary  regulated  PSRO- 
type  mechanism,  thereby  disregarding  and  circumvent- 
ing Public  Law  92-603  which  clearly  calls  for  peer  re- 
view of  professional  activities,  and 

WHEREAS,  it  is  patently  impossible  for  existing  hos- 
pital utilization  review  mechanisms  to  comply  with  the 
July  1,  1973,  deadline  for  compliance. 

Therefore,  be  it, 

RESOLVED,  that  the  North  Carolina  Medical  So- 
ciety urgently  requests  the  Secretary  of  Health,  Educa- 
tion and  Welfare  to  rescind  the  intermediary  letters  re- 
ferred to  immediately  and  to  proceed  with  the  imple- 
mentation of  Professional  Standards  Review  Organiza- 
tions as  prescribed  by  law. 

Copies  are  to  go  to:  North  Carolina  Congressional 
Delegation;  Honorable  Charles  Edwards.  Assistant  Sec- 
retary for  Health.  HEW;  Honorable  Robert  Bauer,  Di- 
rector of  Office  of  PSRO;  American  Medical  Associa- 
tion; North  Carolina  Blue  Cross-Blue  Shield;  North 
Carolina  State  Board  of  Health;  Prudential  Life  Insur- 
ance Company.  Medicare  Division;  Travelers  Insurance 
Company,  Medicare  Part  "B"  Carrier. 

I  would  move,  Mr.  Speaker,  the  adoption  of  this 
emergency  resolution. 

VICE  SPEAKER  CARR:  Second  the  motion. 

SPEAKER  DAVIS:  It  has  been  moved  and  seconded 
that  this  emergency  resolution  be  adopted. 

Is  there  any  discussion? 

SPEAKER  DAVIS:  Those  favoring  adoption  of  this 
resolution  please  say  "aye";  those  opposed  "no." 

The  rerolution  is  adopted. 

RESOLUTION  TO  SPEAKER  AND  VICE  SPEAKER 

DR.    DAVID   S.   CITRON    [Mecklenburg  County]: 

Mr.  Speaker.  Citron  from  Mecklenburg! 

I  should  like  to  move.  sir.  that  the  House  of  Dele- 
gates express  its  sincere  thanks  to  the  Speaker  and  the 
Vice  Speaker  for  the  superb  manner  in  which  they  have 
conducted  these  sessions. 

[Whereupon  the  motion  was  severally  seconded 
from  the  floor,  following  which  the  entire  assemblage 
then  accorded  the  Speaker  and  Vice  Speaker  of  the 
Hou-e  of  Delegates  a  standing  ovation.] 

SPEAKER  DAVIS:  Dr.  Carr  and  I  sincerely  appreci- 
ate th's  expression. 

We  do  appreciate  it  very  much  and  we  would  like 
to  take  this  opportunity  to  express  to  you  our  sincerest 
gratitude  for  your  cooperation  during  these  two  days  and 
throughout  the  entire  meeting. 

Your  and  our  appreciation   to  the   Reference  Com- 
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mittees,  to  the  staff,  all  of  whom  have  done  a  yeoman's 
job. 

If  there  is  no  other  business,  may  I  have  a  motion 
that  we  adjourn. 


[Whereupon   the   motion   was   severally   made   from 
the  floor.] 

[The   meeting   adjourned   at   four-fifty-five   o'clock.] 


President's  Dinner 

TUESDAY  EVENING  SESSION 
May  22,  1973 


The  President's  Dinner  of  the  119th  Annual  Meeting 
of  the  North  Carolina  Medical  Society  convened  at 
eight-fifty-five  o'clock,  following  invocation  and  dinner, 
in  the  Main  Dining  Room  of  The  Carolina  Hotel,  Pine- 
hurst,  North  Carolina. 

PRESIDENT  GLASSON:  We  are  under  the  con- 
straint of  time,  so  if  you  don't  mind  I'll  go  ahead  at 
this  time  and  introduce  some  of  the  people  at  the  head 
table. 

At  my  far  right.  Dr.  Torben  Seear  and  Turid  Seear 
who  is  President  of  the  Auxiliary! 

We  appreciate  all  that  they  have  done  this  year  for 
the  Auxiliary  and  for  the  common  interest  of  the 
Medical  Society  and  the  Auxiliary. 

Next,  Reverend  and  Mrs.  Treadway  Brogdon.  my 
son-in-law  and  my  daughter!   He  gave  the  invocation. 

The  lovely  wife  of  Dr.  George  Gilbert!,  Kay  Gilbert! 

And,  probably  the  one  I  have  most  to  thank  for  my 
year  such  as  it  has  been,  my  lovely  wife,  Ella! 

And.  next  Dr.  David  Welton  and  his  lovely  wife, 
Elizabeth  Welton  from  Charlotte! 

Our  Constitutional  Secretary,  Harvey  Estes  from 
Durham  and  his  lovely  wife,  Jean! 

Our  Executive  Director,  Bill  Hilliard  and  his  lovely 
wife,  Margaret! 

And.  to  my  far  right  over  here.  I  want  to  recognize 
members  of  the  Executive  Council  and  I  have  so  many 
people  to  thank  here  tonight  I  can't  thank  them  all,  but 
I  would  like  to  recognize  at  this  time  Dr.  Harry  Sum- 
merlin  and  Mrs.  Summerlin,  our  Second  Vice  Presi- 
dent. 

And.  immediately  in  front  of  me  Dr.  Frank  Reynolds 
and  Margarite.  First  Vice  President! 

I'd  like  to  thank  at  this  time  our  special  guests  Dr. 
and  Mrs.  Beckley.  Mrs.  Beckley  is  AMA  Auxiliary 
President  this  year. 

Thank  you,  for  being  with  us. 

Then,  directly  in  front  of  me  I  have — my  guests  are 
getting  more  and  more  professional  as  I  go  along,  but 
my  sister,  Mary  Brinn,  who  is  wife  of  long  time  First 
District  Councilor.  Tom  Brinn  who  many  of  you  knew 
and  remember  fondly. 

My  lovely  twin  daughters,  Jean  and  Jennie! 

Jean  on  my  right  and  Jennie  on  my  left! 

My  son,  Joel,  who  is  in  second  year  pharmacy  at 
UNC! 

And,  next  is  something  that  I've  been  waiting  for  for 
ten  years  and  that  is  to  introduce  a  man  who  has  put 
as  much  dedication  in  my  job  as  I  have  by  staying  at 
home  and  taking  care  of  the  work  with  great  sacrifice, 
who  is  Dr.  Shankar  Kapoor  and  his  lovely  wife,  Nancy! 
And,  the  next  man  that  I  am  going  to  introduce  is 
my  newest  partner  and  his  lovely  wife.  Dr.  Steve  Lang. 


Then  I  want  to  thank  our  host  couples.  Dr.  Douglas 
and  Mrs.  Boyce  and  Dr.  Bill  Romm  and  Norma  for 
maintaining  the  hospitality  suite  for  us  through  the  pro- 
gram. 

(As  the  President  introduced  each  of  the  persons, 
they  stood  to  be  recognized  and  were  applauded  by  the 
audience.) 

Thank  you,  very  much. 

At  this  time,  I  would  like  to  ask  the  newly  elected 
officers  to  come  forward  to  be  sworn  in. 

Dr.    Frank    R.    Reynolds,   your   new    President-elect! 

Dr.  Michael  F.  Kelleher  of  Asheville  is  ill  and  will 
not  be  with  us.  He  is  the  new  First  Vice  President. 

The  Second  Vice  President,  Dr.  D.  E.  Ward  of  Lum- 
berton! 

The  Constitutional  Secretary,  Dr.  E.  Harvey  Estes,  Jr. 

Speaker  of  the  House  of  Delegates.  Dr.  James  E. 
Davis! 

The  Vice  Speaker  of  the  House  of  Delegates,  Dr. 
Chalmers  R.  Carr! 

I  will  now  read  the  Oath  of  Office  for  the  new  of- 
ficers and  I  will  request  their  response  as  I  finish  the 
oath. 

I,  SOLEMNLY  SWEAR  THAT  I  WILL  CARRY 
OUT  THE  DUTIES  OF  MY  OFFICE  TO  THE 
BEST  OF  MY  ABILITY.  I  SHALL  UPHOLD  THE 
CONSTITUTION  OF  THE  UNITED  STATES  OF 
AMERICA  AND  THE  CONSTITUTION  AND  BY- 
LAWS OF  THE  NORTH  CAROLINA  MEDICAL 
SOCIETY  AT  ALL  TIMES.  I  SHALL  CHAMPION 
THE  CAUSE  OF  FREEDOM  IN  MEDICAL 
PRACTICE  AND  FREEDOM  FOR  ALL  MY  FEL- 
LOW AMERICANS. 

What  say  you,  if  you  will  you  will  say  "I  do"! 

[Whereupon  the  newly  elected  officers  then  made 
their  response  in  unison.] 

I  now  declare  you  duly  sworn  in  as  the  officers  re- 
sponsible for  the  destiny  of  the  North  Carolina  Medical 
Society  for  the  coming  year. 

Thank   you,   very   much,    for   agreeing   to   do   this. 

1  Applause] 

I  have  another  special  guest  of  the  North  Carolina 
Medical  Society  that  I  should  like  to  introduce  at  this 
time. 

She  and  I  were  privileged  to  appear  before  the  tele- 
vision camera.  They  were  rather  hot.  She  had  a  little 
bit  of  a  sunburn.  We  would  like  to  introduce  Mrs. 
Earl  Wilkerson.  the  President  of  the  Auxiliary  of  the 
Southern  Medical  Association. 

Thank  you  for  being  with  us. 

[Whereupon  Mrs.  Earl  Wilkerson  then  stood  up  to 
be  recognized.]  [Applause] 
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Now  comes  probably  the  most  pleasant  part  of  this 
program,  certainly  the  most  significant  part  from  the 
standpoint  of  the  President  of  the  Society  each  year. 

I  first  knew  our  new  President  as  a  very  conscien- 
tious and  very  able  Tenth  District  Councilor.  He  had 
many  delicate  assignments  to  handle  in  those  years  and 
always  handled  them  to  the  best  of  his  ability. 

He  has  been  devoted  and  dedicated  to  his  duty.  He 
has  traveled  far  and  wide  in  his  year  as  President-elect 
and  for  one  who  comes  from  one  of  the  extremes  of 
the  state,  he  has  been  exemplary  in  his  work  for  you 
and  for  the  Society  this  year. 

Now,  Dr.  George  G.  Gilbert  is  a  New  Englander, 
was  trained  at  Hopkins.  He  trained  with  illustrious  men 
there,  men  such  as  Russell  Roth,  Rollins  Hanlon,  Wil- 
liam Longmire,  Russell  Nelson,  all  great  names  in  the 
practice  of  medicine  in  the  United  States  and  we're 
proud  of  George  for  what  he  has  done  for  our  Society 
and  for  his  heritage. 

Now,  1  would  like  to  ask  George  if  he  will  come 
forward  at  this  time. 

[Whereupon  Dr.  George  Gilbert  came  to  the 
podium.] 

I  give  you  George  Gilbert,  the  new  President  of 
North  Carolina  Medical  Society! 

[Whereupon  the  entire  assemblage  then  accorded 
newly   elected   President   Gilbert   a   standing   ovation.] 

George,  if  you  will  repeat  after  me: 

I  SOLEMNLY  SWEAR  THAT  I  WILL  CARRY 
OUT  THE  DUTIES  OF  MY  OFFICE  TO  THE 
BEST  OF  MY  ABILITY.  I  SHALL  UPHOLD 
THE  CONSTITUTION  OF  THE  UNITED  STATES 
OF  AMERICA  AND  THE  CONSTITUTION  AND 
BYLAWS  OF  THE  NORTH  CAROLINA  MEDI- 
CAL SOCIETY.  I  SHALL  CHAMPION  THE 
CAUSE  OF  FREEDOM  IN  MEDICAL  PRACTICE 
AND  FREEDOM  FOR  ALL  OF  MY  FELLOW 
AMERICANS. 

I,  therefore,  by  the  authority  vested  in  me  declare 
you  the  new  President  of  the  North  Carolina  Medical 
Society. 

[Whereupon  Dr.  Glasson  then  pinned  the  official 
President's  ribbon  and  tag  onto  Dr.  Gilbert.]  [Ap- 
plause] 

PRESIDENT  GILBERT:  It  has  been  the  story  of 
my  life,  as  he  intimated,  that  by  pure  luck  and  coin- 
cidence, I've  been  associated  with  fabulous  people  and 
it's  nothing  but  pure  coincidence. 

But,  I'll  guarantee  you  of  the  big  names  he  mentioned 
there  is  no  other  of  greater  repute  or  higher  in  my 
esteem  than  John  Glasson. 

[Applause] 

With  that  in  mind.  I  believe  the  next  official  duty 
is  to  introduce  one  of  our  past  presidents  and  most 
revered  people.  Dr.  David  Welton. 

[Applause] 

DR.  DAVID  G.  WELTON:  Mr.  President.  Distin- 
guished Guests,  Ladies  and  Gentlemen: 

The  official  biography  of  the  man  whom  we  honor 
tonight  appears  in  the  convention  program.  It  is  im- 
pressive and  I  recommend  it. 

It  is  my  pleasure  now  to  reveal  to  you  some  hitherto 
unpublished  information  about  our  "Man  of  the  Year"! 

I  hasten  to  assure  you  that  this  was  obtained  with- 


out— repeat,  without — the  aid  of  the  CIA,  the  FBI.  the 
SBI  or  the  AMA!  [Laughter] 

My  source,  however,  must  remain  anonymous  in 
the  true  Hippocratic  tradition.  I  shall  now  quote: 

You  can  tell  a  lot  about  John  by  looking  around  our 
basement!  [Laughter] 

The  walls  and  ceiling  are  neatly  lined  with  hung  junk! 
I  Laughter] 

Isn't  that  a  delicious  phrase — hung  junk? 

The  corners  are  filled  with  a  matchless  collection 
of  old  motor,  metal  housings,  pipes  and  posts.  Mounted 
on  one  wall  is  a  small  hydroplane  built  by  John  and 
our  three  sons  which  actually  flew  once!  [Laughter] 

The  ten  year  old  son,  being  the  light-weight  of  the 
family,  was  the  courageous  passenger  and  he  survived. 

This  is  the  end  of  the  quote. 

While  aerodynamics  is  just  a  hobby,  it  occurs  to  me 
that  it  may  have  helped  John  "fly  right"  during  this 
last  year. 

In  addition,  I  am  told  his  basement  contains  a  beauti- 
fully equipped  workshop  whose  proprietor  has  the  ex- 
pertise, if  not  often  the  time,  to  utilize  it  fully. 

Hobby  number  two.  the  family's  escape  hatch  is  a 
house  on  Buggs  Island  Lake,  a  center  for  boating, 
skiing  and  fishing. 

Now  let  me  quote  again  from  my  anonymous  source: 

At  heart.  John  is  a  big  blue  fisherman.  Annually, 
he  leads  a  family  expedition  to  Long  Island  Sound 
where  from  dawn  to  dusk,  come  rain  or  shine,  he 
fishes  for  the  blues  so  successfully  that  he  had  to  buy  a 
big  freezer  for  his  mother-in-law  to  hold  the  catch! 
I  Laughter] 

John's  parents  were  graduates  of  Cornell.  His  mother 
being  from  Kentucky,  his  father  from  Ithaca.  New  York, 
and  while  his  dad  was  a  professor  of  economics  at  Duke, 
John  was  born  on  the  Duke  campus  on  commence- 
ment day!  [Laughter] 

End  of  the  quote! 

No  wonder  he  understands  the  academic  world  so 
well. 

In  summary,  then,  we  honor  an  outstanding  ortho- 
paedic surgeon,  a  man  who  is  a  determined  collector, 
a  conscientious  conservationist,  a  second-generation 
economist,  non-academic,  an  All-American  husband  and 
father,  a  man  gifted  with  great  manual  dexterity  as 
well  as  with  sound  judgment  and  oratorical  eloquence. 

With  abundant  thanks  to  my  anonymous  source  for 
these  interesting  revelations.  I  shall  complete  this 
presentation  through  the  medium  of  old,  popular  song 
titles. 

Now,  the  young  folks  may  not  recognize  some  of 
these.  The  rest  of  us  I'm  sure  will. 

Tis  of  Thee  I  sing,  John  Glasson,  and  I  whistle  a 
happy  tune.  Cruising  down  the  river  of  North  Carolina 
medicine  night  and  day,  you  have  maintained  a  steady, 
dependable  hand  at  the  helm. 

You  have  borne  the  burdens  of  the  presidency  with 
great  strength  and  competence.  You  have  discharged 
your    duties    with    zeal,    thoroughness    and    distinction. 

Whether  on  the  sidewalks  of  New  York,  the  streets 
of  San  Francisco,  Downtown  Chicago  or  Raleigh,  you're 
usually  on  the  sunny  side  of  the  street! 

But  when  raindrops  keep  falling  on  your  head,  your 
smile  is  your  umbrella,  keeping  you  out  of  deep  purple 
and  immune  to  any  melancholy  baby! 

Alwavs  with  bodv  and  soul  in  your  work,  often  in  the 
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still  of  the  night  until  three  o'clock  in  the  morning, 
occasionally  humming  "Going  out  of  my  mind."  but 
never  "Time  on  my  hands,"  you're  the  top! 

John,  that  great  day  you've  been  anticipating  is  here! 

Your  place  among  the  high  and   mighty   is  secure. 

Now,  just  in  case  you  should  wonder  is  there  life  after 
being  President — [laughter] — let  me  assure  you  vig- 
orously that  from  this  moment  on  a  host  of  people  out 
there  and  some  right  here  are  humming.  "Wanting 
You"!  And.  they  do.  they  do! 

So,  if  you  want  a  break,  my  musical  advice  is  "Get 
out  of  town"!  [Laughter] 

My  most  hearty  congratulations,  John,  and  it  is  my 
great  privilege  and  honor  to  present  to  you  now  the 
President's  Jewel  of  the  North  Carolina  Medical  So- 
ciety. 

[Whereupon  Dr.  Welton  then  presented  the  Presi- 
dent's Jewel  to  Dr.  Glasson.l  [Applause] 

Now.  John,  remember  the  immortal  words  of  Ira 
Gershwin,   "They   Can't  take  This  Away   From   Me"! 

[Laughter] 


DR.  GLASSON:  God  bless  you.  Dave  and  God  bless 
all  of  you.  Thank  you,  very  much. 

[Applause] 

PRESIDENT  GILBERT:  Theoretically.  I  am  in  the 
driver's  seat,  but  I  can't  make  it  without  all  these  people. 

One  introduction  that  John  mentioned  I  want  to  make 
goes  back  to  an  organization  that  has  been  one  of  my 
favorites,  next  to  the  Medical  Society  and  that's  the 
North  Carolina  Association  of  Professions  and  the  cur- 
rent President  of  this  organization  is  here  and  I  am 
proud  to  present  him. 

Mr.  BillGibbs  from  Burlington! 

[Whereupon  Mr.  Bill  Gibbs  stood  up  to  be  recog- 
nized.] 

My  next  official  act.  if  I've  gotten  my  instructions 
correctly,  is  to  get  every  one  of  you  immediately  from 
here  to  the  Cardinal  Ballroom  as  fast  as  possible. 

PRESIDENT  GILBERT:  So.  I  hereby  declare  this 
session  closed  and  we  will  reconvene  in  the  Cardinal 
Ballroom. 

[Laughter]  [Applause] 

[The    meeting    adjourned    at    nine-twenty    o'clock.] 
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The  First  General  Session  of  the  119th  Annual  Meet- 
ing of  the  North  Carolina  Medical  Society  convened  at 
eleven-fifteen  o'clock  in  the  Cardinal  Ballroom  of  The 
Carolina  Hotel.  Pinehurst.  North  Carolina.  Dr.  John 
Glasson.  President  of  the  Medical  Society,  presiding. 

PRESIDENT  GLASSON:  I  hereby  declare  the  First 
General  Session  of  the  North  Carolina  Medical  Society 
for  1973  officially  convened. 

At  this  time.  I  would  like  to  introduce  Dr.  Otis  Duck. 
Dr.  Duck  is  Chairman  of  our  Committee  on  Memorial 
Services  and  for  22  years  has  been  President  of  the 
Madison  County  Medical  Society. 

He  will  give  our  invocation  this  morning. 

DR.  wr  OTIS  DUCK  [Chairman.  Committee  on 
Memorial  Services]:   Let  us  pray. 

O  God  Our  Father,  forgive  us  of  our  sins,  fill  our 
hearts  and  our  minds  with  Thy  Holy  Spirit  sufficient  to 
guide  and  to  sustain  us  throughout  this  119th  Annual 
Meeting  of  the  North  Carolina  Medical  Society. 

Grant  us  the  courage,  the  humility  and  the  wisdom 
to  approach  and  to  negotiate  the  responsibilities  of  this 
organization  with  dignity,  with  understanding,  with  sin- 
cerity of  purpose  and  i.n  a  spirit  of  love  which  is  life. 

Bless  us  individually  and  bless  us  collectively  in  the 
service  of  Our  Lord,  in  whose  name  we  pray. 

Amen. 

PRESIDENT  GLASSON:  The  first  speaker  on  our 
program  this  monring.  I  introduce  to  you  with  particular 
pleasure. 

It  has  been  my  privilege  to  work  very  closely  with  him 
particularly  during  my  past  year  as  President 

Dr.  Fordham  is  a  native  of  Greensboro.  North  Caro- 
lina, is  well  known  to  most  of  the  audience  this  morning. 
He  comes  to  us  with  a  background  of  the  practice  of 
interna]  medicine  in  Greensboro  after  completion  of  his 
training. 


He  is  currently  Professor  of  Medicine,  Dean  of  the 
School  of  Medicine.  University  of  North  Carolina. 

He  has  participated  with  leadership  of  the  Medical  So- 
ciety in  the  work  of  the  Joint  Conference  Committee 
during  the  past  year  and  in  recent  years,  has  been  very 
active  of  the  work  of  the  Association  of  American  Medi- 
cal Colleges  as  a  member  of  their  task  force  on  the  cost 
of  medical  education  and  a  member  of  their  task  force 
on  the  cost  of  graduate  medical  education  and  family 
practice  plans. 

In  order  to  hear  his  message  without  further  ado,  it's 
a  pleasure  to  introduce  you,  Chris! 

[Applause] 

DR.  CHRISTOPHER  C.  FORDHAM.  Ill  [Professor 
of  Medicine.  Dean.  School  of  Medicine.  University  of 
North  Carolina.  Chapel  Hill]:  Mr.  President.  Members 
and  Guests: 

It's  a  pleasure  to  have  the  opportunity  to  address  you 
on  the  occasion  of  the  opening  of  the  First  General  Ses- 
sion. 

I  think  the  choice  of  the  topic  is  symbolic  of  the  part- 
nership which  is  developing  which  has  been  present  a 
long  time  and  which  is  being  nurtured  bilaterally  be- 
tween organized  medicine,  practitioners  of  medicine,  and 
those  of  us  who  work  in  the  academic  medical  centers — 
a  partnership  which  I  shall  refer  to  later  and  one  which 
I  think  is  critical  in  our  collective  futures. 

[Whereupon  Dr.  Fordham  presented  his  address  en- 
titled "Impact  of  Current  Federal  Funding  on  Medical 
School  Operations,"  which  will  be  submitted  to  the 
North  Carolina  Medical  Journal  for  possible  publi- 
cation.] 

PRESIDENT  GLASSON:  Thank  you.  so  much,  Dr. 
Fordham. 

We  appreciate  your  interest  and  help  in  the  work  of 
the  North   Carolina   Medical   Society   and   your  many 
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contributions  to  its  work  and  to  the  medical  educational 
efforts  in  our  state. 

At  this  time,  it  is  a  distinct  pleasure  to  introduce  our 
guest  of  our  annual  meeting  of  1973  of  North  Carolina 
Medicla  Society. 

Dr.  Don  Wood  of  Indianapolis.  Indiana,  is  a  member 
of  the  Board  of  Trustees  of  the  American  Medical  Asso- 
ciation. 

His  primary  interest  is  the  practice  of  internal  medi- 
cine in  Indianapolis. 

Dr.  Wood  did  not  fly  in  here  ten  minutes  ago  and 
he's  not  going  to  fly  out  quite  ten  minutes  after  he  gets 
through,  but  has  been  with  us  through  most  of  this  meet- 
ing. 

He  has  participated  in  the  meetings  of  the  House  of 
Delegates.  He  has  visited  the  exhibits.  He  has  visited 
every  section  meeting  of  the  Society  that  has  gone  on 
so  far.  He  has  participated  in  our  peer  review  founda- 
tion discussion  last  night  and  we've  got  to  know  him  and 
value  him  as  a  friend. 

And.  without  further  ado,  I  give  you  Don  Wood,  of 
Indianapolis,  who  will  be  our  speaker  from  the  AMA 
today. 

[Applause] 

DR.  DONALD  E.  WOOD  [Member,  Board  of  Trus- 
tees, American  Medical  Association] :  Thank  you.  John. 

I  certainly  don't  feel  like  one  of  those  "Damn  Yan- 
kees," down  here  from  Indiana,  because  I  sort  of  feel 
at  home  with  my  many  friends  that  I  have  made  re- 
acquaintance  with  and  some  new  ones  that  I  have  met. 

John  I  want  to  thank  you  for  all  your  fine  hospitality. 
Betty  and  I  have  enjoyed  our  stay  with  the  many  friends 
and  the  fine  hospitality  that  you've  shown  us. 

I  would  also  take  this  opportunity  to  congratulate  Bill 
Hilliard  and  his  staff  for  doing  such  a  fine  job  of  organ- 
izing this  convention. 

I  travel  around  the  country  and  see  many  of  these 
conventions  and  I  must  compliment  you.  You're  doing  a 
very,  very  fine  job. 

Also,  I'm  supposed  to  bring  you  greetings  from  the 
Board  of  Trustees  of  the  AMA  which  I  do.  but  I  also 
want  to  point  out  to  you  that  when  we  talk  about  the 
AMA,  we're  talking  about  you  and  we're  talking  about 
me. 

You're  the  AMA!  I'm  part  of  the  AMA.  I'm  a  prac- 
ticing physician  the  same  as  you  are.  no  different,  has 
the  same  interests,  one  basic  interest,  as  John  said  of 
mine,  it's  patient  care. 

I  think  if  I  can  utilize  that  in  contributing  to  the  total 
overall  picture  of  organized  medicine,  then  I  have  made 
some  contribution  in  addition  to  the  practice  of  medi- 
cine. 

As  I  said,  I'm  a  Hoosier  and  I've  been  interested  to 
find  out  that  your  State  bird  is  the  cardinal  and  I  find 
that  our  State  bird  is  the  cardinal  so  we  have  a  little  more 
in  common. 

[Whereupon  Dr.  Wood  delivered  his  address  which 
will  be  submitted  to  the  North  Carolina  Medical  Journal 
for  possible  publication.] 

PRESIDENT  GLASSON:  Thank  you.  so  much,  Don. 

We  appreciate  your  total  involvement  with  the  annual 
meeting  of  the  Medical  Society  this  year. 

Today  has  been  a  big  day  for  internists  at  this  First 
General  Session.  At  this  time.  I'd  like  to  bring  you  a  lit- 
bonus  that  most  of  you  haven't  heard  about. 

We  just  had  word  this  morning  that  one  of  our  mem- 


bers has  been  honored  by  the  American  Society  of  In- 
ternal Medicine,  the  national  organization  of  internists, 
He  has  been  honored  as  Young  Internist  of  the  Year  for 
the  United  Slates.  There's  one  man  in  the  United  States 
that  gets  this  honor  each  year. 

He  is  a  man  who  has  done  much  as  far  as  the  develop- 
ment of  innovations  in  health  care  delivery  methods, 
practice  management  methods  and  in  the  practice  of 
medicine  in  our  state. 

I'd  like  to  recognize  Dr.  Larry  Cutchin  of  Tarboro 
and  his  wife,  Mrs.  Cutchin! 

[Whereupon  Dr.  &  Mrs.  Larry  Cutchin  stood  up  to 
be  recognized.]  [Applause] 

And,  now,  it's  again  my  pleasure  to  introduce  the 
Chairman  of  our  Committee  of  Physicians  on  Nursing 
of  North  Carolina  Medical  Society,  my  colleague.  Dr. 
William  B.  McCutcheon.  Jr.  from  Durham,  who  has  a 
pleasant  duty  to  perform  this  morning. 

DR.  WILLIAM  B.  McCUTCHEON.  Jr.  [Chairman, 
Committee  of  Physicians  on  Nursing] :  Mr.  President, 
Members  and  Guests: 

I'm  sure  you  will  all  agree  with  me  that  in  his  effort 
to  treat  disease  and  alleviate  suffering,  the  physician  has 
no  stronger  ally  than  the  professional  nurse. 

In  recognition  of  this  well  accepted,  well  known  fact, 
it  has  become  customary  for  the  North  Carolina  Medical 
Society  to  honor  a  nurse  in  the  State  of  North  Carolina 
each  year. 

It's  my  happy  duty  at  this  time  to  present  the  recipient 
of  this  award  for  1973  to  you.  I  think  I  should  mention 
Dr.  Wayne  Venters  who  is  Chairman  of  the  Committee 
from  Onslow  County  who  nominated  the  recipient,  is 
with  us  and  it  is  largely  through  his  efforts  and  through 
the  efforts  of  his  committee  that  this  award  will  come 
to  this  particular  individual. 

I  also  should  say  that  we  had  a  large  number  of  nomi- 
nations from  the  various  medical  societies  throughout 
the  state.  The  quality  of  the  nominees  was  uniformly 
very  high  and  made  the  job  of  the  selection  committee 
extremely  difficult,  but  I  think  that  we  have  come  up 
with  a  very  worthy  recipient. 

And,  I  would  like  at  this  time  to  ask  Dr.  Venters 
and  the  recipient  of  this  yeear's  Nurse  of  the  Year  award 
to  come  forward  if  Dr.  Venters  will  make  the  presenta- 
tion. 

[Whereupon  Dr.  Wayne  Venters  and  Mrs.  Mary 
Padget  Piner  then  came  to  the  podium.] 

DR.  WAYNE  VENTERS  [Onslow  County]:  Dr. 
Glasson,  Dr.  McCutcheon  and  Fellow  Members: 

I'd  like  to  read  to  you  if  I  may  a  citation  that  was 
written  for  Mrs.  Piner  and  then  present  her  with  the 
award. 

Mary  Padget  Piner  graduated  with  honors  from  Dixon 
High  School  at  Holly  Ridge.  She  went  on  to  successfully 
complete  nurse's  training  at  Roanoke  Rapids  School  of 
Nursing  at  Roanoke  Rapids,  and  Pediatric  Nursing  at 
Babies'  Hospital  in  Wilmington.  After  a  brief  initial 
stint  in  pediatric  nursing,  she  diverted  her  interest  to 
the  operating  room  in  1948  and  has  devoted  herself 
to  that  field  both  in  her  day  to  day  work  and  with 
postgraduate  training.  She  became  operating  room  and 
central  supply  supervisor  at  Onslow  Memorial  Hospital 
in  1951,  a  position  she  continues  to  excel  in. 

Mrs.  Piner  is  the  stepmother  of  two  daughters.  Be- 
sides working  at  home  and  in  hospital,  she  has  re- 
mained active  in  her  church,  her  community  and  in  or- 
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ganized  nursing  activities  and  in  various  health  develop- 
ments in  her  community. 

The  physicians  of  the  Onslow  County  Medical  Society 
in  nominating  Mrs.  Piner  for  this  honor  point  out  that 
her  type  of  hospital  work  is  not  highly  visihle,  but  she 
has  displayed  the  type  of  flexible  discipline  which  brings 
out  the  best  in  physicians,  nurses  and  anesthesiologists 
working  in  the  operating  suites  under  her  supervision. 

I  think  she  has  been  a  great  credit  to  her  county  and 
our  hospital  in  her  in-hospital  activities  and  a  real  credit 
to  the  nursing  profession  and  the  state  in  her  outside 
activities. 

It  is  indeed  a  pleasure,  Mary,  that  I  present  to  you  on 
behalf  of  North  Carolina  Medical  Society  this  award. 
'State  Nurse  of  the  Year.' 

[Whereupon  Dr.  Venters  then  presented  the  plaque 
to  Mrs.  Mary  Paget  Piner.]  [Applause] 

PRESIDENT  GLASSON:  Congratulations  and  thank 
you  for  being  with  us! 

[Whereupon  Dr.  Frank  R.  Reynolds,  First  Vice  Presi- 
dent of  the  Medical  Society,  assumed  the  Chair.] 

CHAIRMAN  REYNOLDS:  My  duty  at  this  time  is 
somewhat  like  asking  Spiro  Agnew  to  introduce  Presi- 
dent Nixon!  [Laughter] 


Fortunately,  we  don't  have  any  Watergate  problems 
to  worry  about. 

Our  next  speaker,  I'm  certain,  needs  no  introduction 
to  anyone  associated  with  medicine  in  North  Carolina. 

President  lohn  Glasson  has  certainly  been  one  of  the 
most  able,  industrious  Presidents  that  we've  had  in  the 
North  Carolina  Medical  Society.  His  interest  in  medi- 
cine in  North  Carolina  I'm  sure  all  of  you  know. 

At  this  time,  he  is  going  to  speak  to  us  on,  "North 
Carolina  Medicine — Looking  Down  the  Road  in  73." 

President  lohn  Glasson! 

[Whereupon  the  entire  assemblage  then  accorded 
President  Glasson  a  standing  ovation.! 

[Whereupon  President  Glasson  then  read  his  pre- 
pared address  entitled,  "North  Carolina  Medicine — 
Looking  Down  the  Road  in  73."  at  the  conclusion  of 
which  Dr.  Glasson  was  again  accorded  a  standing  ova- 
tion. His  address  was  printed  in  the  North  Carolina 
Medical  Journal,  Vol.  34.  No.  10.  October  1973.1 

PRESIDENT  GLASSON:  This  concludes  our  morn- 
ing program. 

We  stand  adjourned. 

[The  meeting  adjourned  at  twelve-forty  o'clock.] 


TUESDAY    MORNING  SESSION 

May  22,  1973 


The  Second  General  Session  of  the  119th  Annual 
Meeting  of  the  North  Carolina  Medical  Society  con- 
vened at  eleven-ten  o'clock.  Dr.  Frank  R.  Reynolds, 
First  Vice  President  of  the  Medical  Society,  presiding. 

CHAIRMAN  REYNOLDS:  At  this  time  the  Second 
General  Session  of  the  North  Carolina  Medical  Society 
will  begin. 

We  are  extremely  fortunate  this  morning  to  have  a 
very  able  drug  panel  to  present  "Drug  Problems  in 
North  Carolina." 

The  moderator  of  our  panel.  Dr.  Page  Hudson,  is  a 
native  of  Virginia,  had  his  medical  training  in  Richmond, 
Virginia,  later  trained  in  pathology  at  Baltimore.  Massa- 
chusetts and  in  New  York.  Then,  he  decided  to  come 
back  south  and  he  is  now  the  Chief  Medical  Examiner 
of  the  State  of  North  Carolina  and  head  of  the  Division 
of  Forensic  Pathology  at  the  University  of  North  Caro- 
lina at  Chapel  Hill. 

He  is  going  to  be  our  moderator  so  at  this  time.  I'll 
turn  the  panel  over  to  Dr.  Page  Hudson. 

DR.  R.  PAGE  HUDSON.  Ir.  [Chief  Medical  Exami- 
ner, State  Medical  Examiner  System,  Chapel  Hill]: 
Thank  you,  very  much.  Dr.  Reynolds. 

Ladies  and  Gentlemen: 


I  feel  certain  that  I  speak  for  the  panel  in  expressing 
very  deeply  our  appreciation  for  the  opportunity  of  being 
here,  and  the  honor  of  being  here  with  you. 

Our  purpose  today  is  to  enter  into  a  dialogue  about 
some  drug  problems  in  North  Carolina.  This  is  a  knowl- 
edgeable and  sophisticated  audience  and  we  don't  in- 
tend this  to  be  a  series  of  lectures  or  talks,  but  really  to 
bring  out  some  points  about  drugs  as  several  of  us  see 
them  and  then  to  precipitate  your  comments,  your  ques- 
tions and  hopefully  some  answers. 

[At  this  point  the  moderator  introduced  the  other 
participants  on  the  panel:  Mr.  Charles  I.  Dunn,  Direc- 
tor, State  Bureau  of  Investigation.  Raleigh:  Dr.  Arthur 
John  McBay.  Chief  Toxicologist.  Office  of  Chief  Medi- 
cal Examiner.  Chapel  Hill:  Dr.  John  T.  Daly.  Associate 
Chief  Medical  Examiner  and  Assistant  Professor  of 
Pathology.  University  of  North  Carolina.  Chapel  Hill: 
and  Dr.  Mack  Reavis.  Chapel  Hill.] 

[Comments  by  each  of  the  panelists  will  be  sub- 
mitted to  the  North  Carolina  Medical  Journal  for  pos- 
sible publication.] 

[Following  the  panel  presentations  and  questions  from 
the  floor  answered  by  panelists,  the  meeting  adjourned  at 
twelve-fiftv  o'clock.] 
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WEDNESDAY    MORNING    SESSION 

May  23,   1973 


The  Third  General  Session  of  the  1 19th  Annual  Meet- 
ing of  the  North  Carolina  Medical  Society  convened  at 
nine-twenty-five  o'clock.  Dr.  Harry  H.  Summerlin,  Sr., 
Second  Vice  President  of  the  Medical  Society,  presiding. 

CHAIRMAN  SUMMERLIN:  I  would  like  at  this 
time  to  convene  the  Third  General  Session  of  the  North 
Carolina  Medical  Society  and  the  Conjoint  Session  with 
the  State  Board  of  Health. 

The  first  session  with  the  North  Carolina  Board  of 
Health  will  be  presided  over  by  Dr.  Paul  F.  Maness. 
Vice  President  of  the  State  Board  of  Health. 

Dr.  Maness  is  from  Burlington,  North  Carolina. 

CONJOINT  SESSION  WITH  THE 
STATE  BOARD  OF  HEALTH 

DR.  PAUL  F.  MANESS  [Vice  President  of  the  State 
Board  of  Health] :   Thank  you.  Dr.  Summerlin. 

Last  year,  I  had  the  opportunity  to  stand  up  here 
briefly  before  I  made  my  introduction  of  Dr.  Koomen 
and  I  made  the  statement  that  I'm  going  to  make  again. 

In  spite  of  the  fact  that  the  winds  of  political  change 
have  blown  across  the  state,  we're  still  most  fortunate 
and  North  Carolina  is  especially  fortunate,  to  have  as 
our  State  Health  Director,  Dr.  Jake  Koomen. 

DR.  JACOB  KOOMEN  [Director.  State  Board  of 
Health]: 

Thank  you,  Paul  and  thank  you.  Harry. 

I  Whereupon  Dr.  Koomen  then  proceeded  to  read 
from  his  prepared  speech  entitled,  "The  Health  of  Work- 
ers: A  Public  Health  Perspective  of  Occupations." 
Which  will  be  submitted  to  the  North  Carolina  Medical 
Journal  for  possible  publication.  1 

CHAIRMAN  SUMMERLIN:  Thank  you.  Dr.  Koo- 
men. 

I  would  like  to  commend  Dr.  Koomen  for  his  knowl- 
edge of  communication  and  it  was  quite  evident  that 
his  eyeball  to  eyeball  presentation  was  much  more  effec- 
tive on  the  floor. 

Our  next  item,  presentation  of  awards. 

The  first  presentation  is  of  the  Moore  and  Wake 
County  Medals  for  the  best  scientific  paper  presented  at 
this  meeting  of  the  North  Carolina  Medical  Society. 

I  will  recognize  at  this  time  Dr.  F.  M.  Simmons 
Patterson  of  Durham  who  will  make  these  awards. 

DR.  F.  M.  SIMMONS  PATTERSON  [Chairman. 
Committee  on  Awards] :  Mr.  Chairman,  Ladies  and 
Gentlemen: 

The  Committee  on  Scientific  Awards  has  found  that 
its  duties  have  become  a  little  more  difficult  as  the  years 
pass  because  the  number  of  outstanding  presentations 
has  increased  markedly. 

This  year,  whereas  in  the  past  there  were  three  presen- 
tations, there  will  be  only  two  because  one  was  dis- 
continued. 

This  year  we  have  two  presentations  to  make.  These 
presentations  are  made  after  careful  consideration  by  the 
Committee  on  Scientific  Awards. 

There  are  fourteen  specialty  sections  in  the  Society  so 
to  speak  and  from  these  sections  we've  received  the 
outstanding  papers  for  these  awards  and  it's  very  difficult 
to  select  the  outstanding  one. 


The  oldest  award  is  the  Moore  County  Medical  So- 
ciety award. 

Let  me  say  that  these  presentations  include  not  only  a 
medal  but  a  certificate  and  a  monetary  gift  from  the  in- 
dividual medical  society. 

The  Moore  County  Medical  Society  award  is  pre- 
sented for  the  outstanding  scientific  paper  presented  at 
the  session  the  preceding  year.  In  other  words,  the 
presentations  this  morning  will  be  for  papers  presented 
at  the  annual  session  of  1972. 

The  recipient  of  Moore  County  Medical  Society  award 
this  year  is  Dr.  Donald  C.  Mullens  of  Charlotte,  North 
Carolina  for  his  manuscript  entitled,  "Current  Concepts 
in  the  Management  of  Abdominal  Aortic  Aneurysms." 
This  was  presented  before  the  Section  on  Surgery. 

If  Dr.  Mullens  will  come  forward  I  will  make  this 
presentation. 

[Whereupon  Dr.  Donald  C.  Mullens  then  came  up 
to  the  podium  to  accept  the  award.] 

DR.  DONALD  C.  MULLENS:  Thank  you,  very 
much. 

[Applause] 

DR.  PATTERSON:  In  1951.  the  Wake  County  Medi- 
cal Society  established  the  George  Marion  Cooper 
award.  This  award  is  presented  for  the  outstanding  sci- 
entific manuscript  on  the  subject  of  preventive  medicine, 
pubile  health  or  maternal  and  infant  Health  care. 

The  recipient  of  this  award  this  year  is  Dr.  John  Mc- 
Cain of  Wilson,  North  Carolina,  for  his  manuscript 
entitled,  "Train  Your  Own  Assistant." 

If  Dr.  McCain  would  come  forward,  please! 

[Whereupon  Dr.  John  L.  McCain  then  came  up  to 
the  podium  to  accept  the  award.] 

Congratulations! 

DR.  JOHN  L.  McCAIN :  Thank  you,  very  much. 

[Applause] 

DR.  PATTERSON:  Mr.  Chairman,  this  completes 
the  presentations. 

CHAIRMAN  SUMMERLIN: 

One  of  the  highlights  of  this  meeting  each  year  is  the 
conferring  of  Fifty  Year  Pins  and  certificates. 

I  will  at  this  time  like  to  recognize  Dr.  E.  Harvey 
Estes,  Jr.,  our  Constitutional  Secretary,  to  present  these 
certificates. 

DR.  E.  HARVEY  ESTES,  Jr.:  Being  the  Secretary 
of  the  Society.  I  have  the  pleasure  each  year  to  act  in 
behalf  of  the  Executive  Council. 

By  action  of  the  Executive  Council,  approved  by  the 
House  of  Delegates.  I  have  the  honor  each  year  of 
recognizing  the' FIFTY  YEAR  CLUB  of  the  North 
Carolina  Medical  Society. 

This  is  composed  of  those  members  of  the  Society 
who  have  gained  that  distinction  by  a  fifty  year  period 
in  medical  practice. 

This  is  an  unusual  year.  We  have  19  members  so 
honored  this  year. 

Count  it  up!  It  comes  to  950  years  of  service. 

Each  year,  at  the  annual  meeting,  the  State  Society 
recognizes  the  new  members  of  this  Club  and  pays 
tribute  thereby  to  the  continued  surviving  members  of 
the  Club. 

I  wish  on  this  occasion  to  etxend  to  those  members 
whose  names  I  will  call  in  just  a  minute  the  congratula- 
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tions  and  admiration  of  the  Medical  Society  and  all  its 
members,  as  well  as  all  of  their  friends,  for  the  attain- 
ment represented  by  each  one  individually  and  by  the 
group  collectively. 

It  gives  me  a  great  deal  of  pleasure  to  present  for 
the  Society  this  FIFTY  YEAR  CLUB  award  and  to 
grant  each  of  the  new  members  a  scroll  which  may 
serve  in  the  future  as  an  indication  of  their  achievement 
and  distinction,  and  in  addition  to  this  scroll,  a  pin,  a 
token  which  you  may  wear,  each  member,  to  indicate 
to  your  fellow  physicians  and  to  your  friends  the  dis- 
tinction which  has  been  extended  to  you  by  the  So- 
ciety today. 

At  this  time,  I  would  like  to  call  the  names  of  the 
new  members  of  the  FIFTY  YEAR  CLUB  and  I  would 
like  to  ask  each  one  to  come  forward  to  receive  our 
congratulations,  the  scroll  and  the  pin. 

Some  of  the  members  of  the  group  are  not  here.  I 
will  call  their  names  anyway. 

Dr.  Edwin  P.  Alyea  of  Durham! 

Dr.  Marcus  Edward  Bizzell  of  Goldsboro! 

Dr.  William  Waldo  Boone  of  Durham. 

Dr.  Joseph  Franklin  Borg  of  Tryon! 

Dr.  Samuel  Rogers  of  Cozart  of  Greensboro! 

Dr.  Wiley  Davis  Forbus  of  Durham! 

Dr.  Oscar  Sexton  Goodwin  of  Apex! 

Dr.  Harold  Walker  Griffin  of  Hickory! 

Dr.  Robert  Theodore  Hambrick  of  Hickory! 

Dr.  Roletta  O.  Jolly-Fritz  of  Greensboro! 

Dr.  Robert  Lebby  Murray  of  Graham! 

Dr.  Bennett  Baucom  Pool  of  Winston-Salem! 

Dr.  Fonzo  Goff  Prather  of  Asheville! 

Dr.  John  Newton  Robertson  of  Fayetteville! 

Dr.  John  Alexander  Shaw  of  Fayetteville! 

Dr.  David  Tillerson  Smith  of  Durham! 

Dr.  Roy  Gerrod  Sowers  of  Sanford! 

Dr.  William  Merritt  Watkins  of  Durham! 

Dr.  Hagan  Emmett  Wood  of  Winston-Salem! 

Well.  I  think  you  would  all  join  me  in  congratulating 
again  these  distinguished  members  of  our  Society  for  all 
of  their  past  achievements  and  their  service  to  us  in 
medicine  as  a  whole. 

CHAIRMAN  SUMMERLIN:  Annually,  the  Medical 
Society's  Committee  on  American  Medical  Association 
Education  and  Research  Foundation  checks  are  pre- 
sented to  the  medical  schools  in  North  Carolina. 

I  would  like  at  this  time  to  call  on  Dr.  A.  J.  Tannen- 
baum.  Chairman  of  the  Committee  on  AMA-ERF,  to 
present  these  checks. 

Dr.  Tannenbaum! 

DR.  A.  I.  TANNENBAUM  [Chairman.  Committee 
on  AMA-ERF] :  Ladies  and  Gentlemen: 

Because  of  the  generosity  of  our  wives  and  ourselves, 
the  AMA-ERF  has  been  able  to  distribute  $963,823  to 
the  nation's  medical  schools  to  use  as  they  see  fit. 

The  total  distribution  to  the  Foundation  amounted  to 
$1,658,133.  Of  this  amount.  $1,110,190  came  from 
physicians'  wives  and  physicians. 

The  Foundation  was  able  to  guarantee  2.654  loans 
amount  to  $3,631,000  during  the  past  year  and  since  the 
administration  brought  to  an  end  the  $186  million  a 
year  biomedical  research  training  grant  program,  you 
can  readily  understand  how  important  our  financial  as- 
sistance becomes  in  present-day  medical  education. 

Your  support  in  the  past  has  been  most  encouraging 
and  the  Ladies'  Auxliary  of  ths  Society,  Mrs.  Charles 


Herring  of  Kinston,  North  Carolina,  State  Chairman 
and  my  own  lady  from  my  own  county  in  Guilford, 
Mrs.  Kenneth  Cloninger,  and  Mrs.  Dubose  Ravenel,  and 
Mrs.  James  A.  Moseby  have  done  a  magnificent  job. 
Living  right  there.  I  could  see  it  progress  as  it  went 
along. 

They  deserve  a  great  deal  of  commendation  for  their 
untiring  efforts  in  our  behalf. 

And.  now,  I  have  the  pleasure  of  distributing  the 
checks. 

To  the  University  of  North  Carolina.  Dr.  Fordham! 

[Whereupon  Dr.  W.  Paul  Biggers  came  forward  to 
receive  the  check.]  [Applause] 

That  check  went  to  the  University  of  North  Carolina 
for  $5,437.63. 

For  the  Bowman-Gray  School  of  Medicine  they  re- 
ceive $5,530.29. 

[Whereupon  Dr.  Louis  Shaffner  came  forward  to  re- 
ceive the  check.]  [Applause] 

And,  to  my  own  alma  mater,  Duke  University  School 
of  Medicine,  $6,301.09. 

[Whereupon  Dr.  Harvey  Estes  came  forward  to  re- 
ceive the  check.]  [Applause] 

And,  I  also  have  a  check  for  the  East  Carolina  School 
of  Medicine. 

CHAIRMAN  SUMMERLIN:  Thank  you.  Dr.  Tan- 
nenbaum. 

Your  next  speaker  is  Dr.  William  Benjamin  Herring. 
Dr.  Herring  is  a  graduate  of  Wake  Forest  College  and 
the  Bowman-Gray  School  of  Medicine. 

He  took  residency  in  internal  medicine  at  the  Uni- 
versity of  Virginia  Hospital,  later  served  fellowships  in 
internal  medicine  at  both  the  University  of  Virginia 
School  of  Medicine  and  the  School  of  Medicine  of  the 
University  of  North  Carolina. 

After  some  years  in  practice  in  Albemarle,  he  returned 
to  academic  medicine  as  instructor  of  medicine  at  the 
University  of  North  Carolina  School  of  Medicine. 

Currently,  he  is  Chief  of  the  University  of  North 
Carolina  Teaching  Programs  of  the  Moses  H.  Cone 
Memorial  Hospital  and  Associate  Professor  of  Medicine 
at  the  University  of  North  Carolina  School  of  Medicine. 

Dr.  Herring's  subject  is  "Residency  Training  for 
Family  Practice." 

DR.  WILLIAM  B.  HERRING  [Chief,  UNC  Teach- 
ing Programs  of  the  Moses  H.  Cone  Memorial  Hospital: 
Associate  Professor  of  Medicine,  UNC  School  of  Medi- 
cine.] [Whereupon  Dr.  Herring  presented  his  address 
which  will  be  submitted  to  the  North  Carolina  Medical 
Journal  for  possible  publication.] 

CHAIRMAN  SUMMERLIN:  The  speakers  I  have 
introduced  to  you  have  principally  been  ones  that  were 
well  known  to  this  Society. 

Not  so  the  next  speaker.  Mr.  Thomas  Allen  Rose,  who 
is  the  new  President  of  Blue  Cross  Blue  Shield  of  North 
Carolina. 

Mr.  Rose  comes  to  North  Carolina  from  Ohio,  where 
he  held  important  positions  in  the  Blue  Cross  of  North- 
east Ohio  and  among  others,  Executive  Secretary  of 
Cleveland  Hospital  Council. 

Mr.  Rose  tells  me  he  is  to  attend  his  first  Board 
meeting  today,  so  he  has  several  "first  time"  appoint- 
ments. 

I  would  like  you  to  greet  Mr.  Thomas  Allen  Rose. 
President  of  Blue  Cross  Blue  Shield  of  North  Carolina. 

MR  THOMAS  A.  ROSE  [President,  North  Carolina 
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Blue  Cross  Blue  Shield.  Inc.]:  Thank  you.  Dr.  Sum- 
merlin,  for  your  kind  remarks. 

As  a  person  new  to  North  Carolina,  and  as  a  person 
new  to  Blue  Shield  and  Blue  Cross  of  North  Carolina,  I 
am  very  happy  and  pleased  that  Dr.  Glasson  invited 
me  to  attend  the  meeting  and  say  a  few  words  of  greet- 
ing to  you  as  I  enter  my  new  capacity. 

I  am  very  pleased  to  have  been  selected  as  the  chief 
executive  of  Blue  Cross  Blue  Shield  of  North  Carolina. 
The  Plans  enjoys  an  outstanding  national  reputation  and 
sometimes  when  you're  close  to  a  situation  you  take 
something  like  that  very  much  for  granted,  but  coming 
from  Ohio  as  I  do  I'm  very  much  aware  of  some  of 
the  outstanding  features  of  Blue  Cross  Blue  Shield  in  the 
state  and  I'd  like  to  refer  to  some  of  those  this  morning 
because  I  think  they're  important  to  take  note  of  from 
time  to  time. 

[.Whereupon  Mr.  Rose  delivered  his  address  which 
will  be  submitted  to  the  North  Carolina  Medical  Journal 
for  possible  publication.] 

CHAIRMAN  SUMMERLIN:  Our  next  speaker  is 
Mr.  Robert  H.  Henry,  the  Director  of  Professional  Af- 
fairs with  the  United  States  Pharmacopoeial  Conven- 
tion, Inc.  of  Rockville,  Maryland. 

Mr.  Henry  is  a  native  of  Mississippi,  having  graduated 
from  the  University  of  Southern  Mississippi,  and  later 
entering  and  graduating  from  the  Pharmacy  School  at 
the  University  of  Mississippi. 

He  has  a  master's  degree  in  pharmacy. 

Prior  to  joining  the  USP,  Mr.  Henry  served  as  Direc- 
tor of  Pharmacy  Operations  at  the  Medical  College  of 
Virginia  in  Richmond  at  MCV.  His  responsibilities  in- 
cluded drug  distribution,  manufacturing  unit  dose  pack- 
aging, narcotic  control,  distribution  and  IV  mixture 
program. 

Mr.  Henry  doesn't  intend  to  read  the  Pharmacopoeia! 
I'll  allow  him  to  elaborate  on  just  how  he  does  propose 
to  present  this  subject. 

MR.   ROBERT  H.   HENRY   [Director.   Professional 


Affairs,  United  States  Pharmacopoeial  Convention,  Inc., 
Rockville.  Maryland] :  Thank  you.  very  much. 

Since  we  all  here  are  such  an  informal  and  small 
group  this  morning,  I  will  make  my  presentation  some- 
what informal.  I'm  going  to  make  a  speech  about  the 
United  States  Pharmacopoeia. 

I  Whereupon  Mr.  Henry  delivered  his  address  which 
will  be  submitted  to  the  North  Carolina  Medical  Journal 
for  possible  publication.] 

CHAIRMAN  SUMMERLIN:  And,  now,  my  col- 
leagues, it's  my  honor  to  present  to  you  the  next  speaker. 
He  has  been  introduced  to  this  group  on  numerous  oc- 
casions, the  latest  being  at  the  Officers'  induction  by  Dr. 
Glasson  last  night. 

If  you  don't  know  now  who  he  is  I'm  sure  it's  too 
late. 

I  would  request  that  you  stand  and  greet  the  President 
of  the  North  Carolina  Medical  Society,  Dr.  George  Gil- 
bert! 

I  Whereupon  the  entire  assemblage  then  accorded 
President  Gilbert  a  standing  ovation.  I 

PRESIDENT  GILBERT:  Please  be  seated! 

As  some  of  you  have  heard  who  know  me  I've  had 
to  follow  some  real  high-class  acts  and  this  is  one  time 
I'm  sure. 

As  you  would  guess  I  had  to  prepare  this  speech  be- 
fore I  came  to  this  meeting  and  as  you  will  see,  somehow 
or  another,  one  way  or  another,  during  the  meeting, 
someone  has  said  everything  that  I'm  going  to  say,  but 
it  may  bear  repeating  and  perhaps  have  it  all  together  in 
a  different  package. 

Well,  I'll  get  to  my  speech! 

[Whereupon  President  Gilbert  then  read  his  prepared 
speech,  [which  was  printed  in  the  North  Carolina  Medi- 
cal Journal  vol.  34.  No.  7,  July.  1973.]  following  which 
he  was  duly  accorded  a  standing  ovation.  1 

[The  business  portion  of  the  meeting  adjourned  at 
twelve-thirty-five  o'clock.] 


MEDICAL  AWARDS 


Moore  County  Medical  Society  Medal 

In  1927  the  Moore  County  Medical  Society  estab- 
lished a  fund,  the  interest  from  which  is  used  to  pay  for  a 
medal  to  be  given  for  the  best  paper  read  at  the  State 
Society  meeting  each  year.  No  one  is  eligible  to  receive 
this  medal  except  Fellows  of  the  Medical  Society  of  the 
State  of  North  Carolina  in  good  standing:  no  invited 
guest  is  allowed  to  compete. 

Each  Section  Chairman  selected  a  committee  of  three 
to  decide  on  the  best  paper  in  their  section.  The  win- 
ning papers  are  then  turned  over  to  the  State  Com- 
mittee, who  select  the  one  to  receive  the  medal.  The 
following  award  was  made: 

1971— Herbert  J.  Procter.  M.D..  Chapel  Hill 

"POST    TRAUMATIC    PULMONARY    IN- 
SUFFICIENCY" 
(Section  on  Surgery.  May  17,  1971 ) 

1972— Donald  C.  Mullen.  M.D.'.  Charlotte 

"CURRENT    CONCEPTS    IN    THE    MAN- 
AGEMENT   OF    ABDOMINAL    AORTIC 
ANEURYSMS." 
(Section  on  Surgery,  May  23.  1972) 


The  George  Marion  Cooper  Award 

The  Fellows  of  the  Wake  County  Medical  Society 
present  the  George  Marion  Cooper  Award  established  in 
honor  of  George  Marion  Cooper,  physician  and  health 
benefactor. 

This  medal  is  awarded  by  the  Fellows  of  the  Wake 
County  Medical  Society  as  a  token  of  appreciation  and 
esteem  in  recognition  of  the  eminence  of  an  essay  con- 
tributing to  the  knowledge  and  advancement  of  the 
science  of  medicine  in  the  field  of  Preventive  Medi- 
cine. Public  Health,  or  Maternal  and  Infant  Health 
Care,  presented  before  the  Medical  Society  of  the  State 
of  North   Carolina.   The   following   award  was   made: 

1971—  Takev  Crist,  M.D.,  Chapel  Hill 

"ABORTION— WHERE  HAVE  WE  BEEN? 

WHERE  ARE  WE  GOING?" 
(Section    on    General    Practice    of    Medicine. 
May  18.  1971) 

1972— John  L.  McCain.  M.D..  Wilson 

"TRAIN  YOUR  OWN  ASSISTANT" 

(Section  on  Internal  Medicine,  May  23.  1972) 
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HISTORICAL  DATA 


In    the    interest    of   economy    the    lengthy    Historical    Data 
printed  in  the  Transactions  will  only  he  printed  every  five 
years.    Only    the    information    relating    to    recent    years    is 
included  here. 
Should   any  member  desire   additional    Historical   Data,   he 


may  request  the  information  for  earlier  years  from  the 
Medical  Society  Headquarters  Office  at  222  North  Person 
Street,  (Mail  address:  P.  O.  Box  27167)  Raleigh,  North 
Carolina  27611. 


HISTORY   OF  THE   NORTH   CAROLINA    MEDICAL   SOCIETY    ANNUAL   MEETINGS 
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339 
302 
298 
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267 
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tl  Deceased. 

t)  Died  during  term  of  office;  succeeded  by  James  F.  Robertson,  president-elect. 
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HISTORICAL  DATA 


ROSTER  OF  MEMBERS  OF  COMMISSION   FOR  HEALTH  SERVICES 

(Formerly  State  Board  of  Health) 


Name 

Address 

Appointed   by 

Term 

James  S    Raper    M.D.                 

Asheville 

Burlington 

Medical  Society 

Medical  Society 

1967  to   1971 

Paul  F   Maness,  M.D.             

1967  to    1971 

Ben  W    Dawsey    D  V.M. 

Gastonia 

Gov.  Dan  Moore 

Gov.  Dan  Moore 

Medical  Society 

1967  to    1971 
1967  to    1971 

Mount  Airy 

Joseph  S    Hiatt    Jr.,  M.D 

Southern  Pines 

1969  to    1973 

Winston-Salem 

Medical  Society 

1969  to    1973 

Lenox  D    Baker    M  D    ( 1  ) 

Durham 

Gov.  Robert  W.  Scott 

Gov.  Robert  W.  Scott 

1969  to    1973 

Hiddenite 

New  Bern 

1969  to    1973 

Charles  Barker    D  D.S.                           

Gov.   Robert  W.   Scott. 

Gov.   Robert  W.  Scott 

Medical  Society 

1969  to    1973 

Ralph  W    Coonrad    M.D.   (2)             

Durham 

1971   to   1973 

Asheville     

1971    to    1975 

Paul   F    Maness     M.D.             

Burlington 

Medical  Society 

Governor  Robert  W.  Scott 
Governor  Robert  W.  Scott 

Medical  Society 

Medical  Society.... 

1971    to    1975 

1971   to   1975 

Donald  W   Lackey,  D.V.M 

Lenoir 

Winston-Salem 

1971   to  1975 

1973   to   1977 

1973  to   1977 

Richard  T   Belton   D  D.S.                 

Gov.  James  E.  Holshouser,  Jr. 

1973    In    1977 

Faye  B   Eagles  D.C 

Rocky  Mount 

Boonville 

Gov.  James  E.  Holshouser.  Jr.       1973   to   1977 

Gov.  James  E.  Holshouser.  Jr.       1973  to   1977 

Buford  W   Kidd,  O.D 

Greensboro 

Greensboro 

Gov.  James  E.  Holshouser,  Jr.       1973  to   1977 

Clyde  W  Kiker               

Gov.  James  E.  Holshouser,  Jr.       1973  to   1977 

(1)  Resigned  when  appointed  Secretary,  Department  of  Human  Resources. 

(2)  Fill  unexpired  term  Dr.  Baker. 


ROSTER   OF    MEMBERS    OF    BOARDS    OF    MEDICAL    EXAMINERS 


Name 

Address 

Term 

Bryant  L.  Galusha,  M.D.,  President 

Charlotte 

1968  to  1974 

Charles  B.  Wilkerson,  Jr.,  M.D.,  Secretary 

Raleigh  

1972  to  1978 

1970  to  1976 

Wilmington  

1968  to  1974 

Washington  

1968  to  1974 

E   Wilson  Staub   M.D. 

Pinehurst 

1972  to  1978 

Elkin     

1970  to  1976 

Joseph  J.  Combs,  M.D.,  Executive  Secretary.. 

Raleigh  

